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With  MAG  Mutual  Agency’s 
Comprehensive  Coverages 


Y)u’re  better  off  with  your  eggs 

in  one  basket. 


There  are  times  when  it’s  best 
to  consolidate.  That’s  why  MAG 
Mutual  Insurance  Agency  offers 
you  convenient,  complete  insur- 
ance  coverages  with  caring  service. 
Convenient,  because  all  your 
personal  and  professional  in- 
surance  needs  are  consolidated 
through  one  Agency  representing 
only  AT  carriers.  Complete  with 
comprehensive,  full-service  capa- 
bilities covering  office,  worker’s 
compensation,  bonds,  business 
<Sc  personal  autos,  and  homes. 
And  best  of  all,  caring,  because 
we’re  doctor  owned  and  under- 
stand the  unique  requirements 
of  your  profession.  We’ll  handle 
your  account  with  the  same 


personal  attention  that  MAG 
Mutual  Insurance  Company  pro- 
vides with  professional  liability 
insurance. 

Call  and  compare  our  com- 
petitive rates.  Whether  you  need 
one  policy  or  several,  MAG 
Mutual  Insurance  Agency  will 
consolidate  your  coverages  into 
a more  convenient  plan.  Doctors 
are  our  specialty. . . let  us  design 
a custom-made  program  for  you. 
♦ Office  Package  ♦ Worker’s 
Compensation  ♦ Bonds  ♦ Data- 
Computer  Policy  ♦ Business  &c 
Personal  Automobiles  ♦ Home- 
owners and  Condos  ♦ Boats 

♦ Accounts  Receivables 

♦ Professional  Liability 


iitiTunr 

MAG  MUTUAL  INSURANCE  AGENCY,  LTD. 

P.O.  Box  52979  Suite  750  Atlanta,  GA  30355-0979  404/842-5600  or  800/282-4882 


A Clinical  Opportunity  for 

Smoking  Intervenf  iou 


You  can  play  a special  role  in 
reaching  smokers.  Encourag- 
ing parents  not  to  smoke  can 
improve  the  health  of  the  en- 
tire family. 

Hike  a few  minutes  to  explain 
that  children  of  parents  who 
smoke  are  often  more  prone 
to  respiratory  infections.  Tfell 
them  that  young  children  of 
parents  who  smoke  are  more 
likely  to  become  smokers 
themselves. 


The  minutes  you  spend  can 
make  a difference  now,  and  in 
the  years  ahead. 

For  a free  copy  of  Clinical 
Opportunities  for  Smoking 
Intervention:  A Guide  for  the 
Busy  Physician , complete  the 
form  below. 


j t 


Lung. 


Mail  to: 

The  National  Heart 
and  Blood  Institute 
Smoking  Education  Program 
National  Institutes  of  Health 
Building  31,  Room  4A  18 
Department  P-15 
Bethesda.  MD  20892 


Name 


Specialty 


Address 


City 


MR  UPDATE- — 

MRI  is  Rapidly  Replacing  CT  & Myelography 
For  Evaluation  of  HNP 


LUMBAR  SPINE 

HISTORY:  This  38-year-old  male  complained  of 
recent  onset  of  low  back  pain  radiating  to  left  lower 
extremity. 


SCAN:  This  midline  sagittal  image  demonstrates  the 
high  intensity  (white)  discs  lying  between  the  vertebral 
bodies.  The  L4-5  disc  is  herniated  posteriorly  with  a 
“mushroom  configuration”  (long  arrow).  CSF  in  the  spinal 
canal  is  gray  (short  arrow),  and  this  CSF  column  is  in- 
dented by  the  herniated  disc  material  at  the  L4-5  level  (long 
arrow).  Axial  images  at  the  other  levels  demonstrated  that 
the  high  intensity  disc  material  is  contained,  and  disc 
herniation  can  be  confidently  excluded  at  all  the  other  levels. 


MRI  HIGHLIGHTS:  Lumbar  and  cervical  coil  MRI  is  rapidly  replacing  myelography  and  computerized 
tomography  for  initial  evaluation  of  suspected  disc  herniation  and  suspected  spinal  stenosis.  Standard  MR  examina- 
tion shows  the  entire  lumbar  or  cervical  spine,  the  spinal  canal  and  the  paraspinal  region.  Causes  of  low  back  or  neck 
pain  and  sciatica  are  well  demonstrated  without  injection  of  contrast  material  and  without  ionizing  radiation.  The 
bony  structures  are  well  shown,  and  destructive  bony  lesions  and  extraosseous  extension  of  bony  lesions  are  routinely 
demonstrated  on  MRI.  Intraspinal  neoplasms  are  also  confidently  detectable. 


ATLANTA 

MAGNETIC 

IMAGING 


ATLANTA  ATHENS 

MAGNETIC  MAGNETIC 

IMAGING-SOUTH  IMAGING,  LTD. 


800  Douglas  Road 
Atlanta,  Georgia  30342 

(404)  256-9296 


276  Medical  Way 
Riverdale,  Georgia  30274 

(404)  997-9313 


2090-B  Prince  Avenue 
Athens,  Georgia  30306 

(404)  353-3873 


AMI,  AMIS,  and  ATMI  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  slices  as  thin  as 
1mm,  high  resolution  head  and  body  coils,  state  of  the  art  surface  coils,  completely  variable  field  of  view  in  data 
collection,  cardiac  and  respiratory  gating  with  real  time  monitoring,  and  multi-axis  oblique  imaging. 


il 


ytea/th  Smayeo,  3ric. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 
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••eening  Mammograc 
Guidelines  9 

Women  with  No  Symptoms 
Age: 

35-39 
40-49 
50  3c  up 


Baseline 
Every  1-2  years 
Every  year 


What  will  you  tell  her  about 
screening  mammography? 


Many  of  your  patients  will  hear  about  screening 
mammography  through  a program  launched  by  the 
American  Cancer  Society  and  the  American  College 
of  Radiology  and  they  may  come  to  you  with 
questions.  What  will  you  tell  them? 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along  with 


your  regular  breast  examinations  and  their  monthly 
self  examinations,  offers  the  best  chance  of  early 
detection  of  breast  cancer,  a disease  which  will  strike 
one  woman  in  10. 

If  you  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please  contact 
us. 


AMERICAN 
V CANCER 
? SOCIETY® 


Professional  Education  Dept. 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 
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An  outline  of  Georgia’s  newest 
physical  rehabilitation  center 


I.  Palmyra  Regional  Rehabilitation  Center 

A.  Comprehensive  rehabilitation 

1 . Major  physical  and/or  cognitive  disabilities 

2.  Inpatient  and  outpatient  services 

B.  Acute  care  hospital  setting 

1 . Modern  48-bed  facility 

2.  Located  adjacent  to  HCA  Palmyra  Medical  Centers 

C.  Southwest  Georgia’s  only  inpatient  rehabilitation  facility 

II.  Diagnoses  treated 

A.  Stroke  and  neurological  diseases 

B.  Spinal  cord  injury 

C.  Head  injury 

D.  Arthritis 

E.  Pediatric  neuromuscular  diseases 

F.  Amputee 

G.  Burns 

III.  Services  available 

A.  Rehabilitative  nursing 

B.  Rehabilitiative  therapy 

1 . Physical  therapy 

2.  Occupational  therapy 

3.  Speech  and  language  pathology 

4.  Therapeutic  recreation 

C.  Psychology 

D.  Social  work 

E.  Vocational  counseling 

F.  Prosthetics  and  orthotics 

IV.  Special  procedures 


A.  Nerve  conduction  studies 

B.  Electromyography 

C.  Evoked  potentials 

V.  Medical  Director 


X > 

^ Palmyra*^'  Regional 

^Rehabilitation  Center 


A.  Board  certified  physiatrist 

B.  Oversees  medical  and  physical  rehabilitation  of  all  patients 

C.  On  campus  office 


2000  Palmyra  Road 
Albany,  GA  31703-1908 

For  information,  call  toll  free  in  Georgia: 


5 


VI.  Multidisciplinary  team  approach 

A.  Individualized  treatment  plans 

B.  Weekly  team  conferences 

C.  Outside  consults  as  needed 

Pursuing  Learning 


1-800-422-1189 

In  the  Albany  area  or  outside  Georgia  call: 


(912)  434-8660 

Achieving  j 
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ANNOUNCING 


cephalexin  hydrochloride  monohydrate 


Dista  Products  Company 

D I STA  Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd  by  Eli  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  00630 

© 1987.  DISTA  PRODUCTS  COMPANY  KX-9008-B-849336 


Computer-generated  molecu 
structure  of  cephalexin 
hydrochloride  monohydrate 


Convenient  500-mg  b.i.d. 
dosage  and  demonstrated 
effectiveness  for 
treatment  of: 

a skin  and  skin  structure  infections* 

0 uncomplicated  cystitis1 

1 pharyngitis* 


KEFTAB’" 

(cephalexin  hydrochioritie  monohydfatej 

Summary:  Consult  the  package  Siterature  far 

prescribing  information, 
indications  and  Usage: 

Respiratory  tract  infections  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae  and  group  A 
^-hemolytic  streptococci. 

Skin  and  skin  structure  infections  caused  by  sus- 
ceptible strains  of  Staphylococcus  aureus  and/or 
iS-hemolytic  streptococci. 

Bone  infections  caused  by  susceptible  strains  of 
S aureus  and/or  Proteus  mirabilis. 

Genitourinary  tract  infections,  including  acute  pros- 
tatitis, caused  by  susceptible  strains  of  Escherichia 
coh,  P mirabilis,  and  Klebsiella  sp. 


• New  hydrochloride  salt  form  of  cephalexin— 
requires  no  conversion  in  the  stomach  before 
absorption 


• Well-tolerated  therapy 


• May  be  taken  without  regard  to  meals 


:or  other  indicated  infections,  250-mg  tablets  available 
orq.i.d.  dosage 


°riced  less  than  KefiexWaie^)- 


Adverse  Reactions: 

• Gastrointestinal,  including  diarrhea  and,  rarely,  nau- 
sea and  vomiting.  Transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Hypersensitivity  in  the  form  of  rash,  urticaria,  angio- 
edema,  and,  rarely,  erythema  multiforme,  Stevens- 
Johnson  syndrome,  or  toxic  epidermal  necrolysis. 

• Anaphylaxis  has  been  reported. 

• Other  reactions  have  included  genital/anal  pruri- 
tus, genital  moniliasis,  vaginitis/vaginal  discharge, 
dizziness,  fatigue,  headache,  eosinophilia,  neutro- 
penia, and  thrombocytopenia;  reversible  interstitial 
nephritis  has  been  reported  rarely. 

• Cephalosporins  have  been  implicated  in  trigger- 
ing seizures,  particularly  in  patients  with  renal 
impairment. 

• Abnormalities  in  laboratory  test  results  included 
slight  elevations  in  aspartate  aminotransferase 
(AST.  SGOT)  and  alanine  aminotransferase  (ALT, 
SGPT).  False-positive  reactions  for  glucose  in  the 
urine  may  occur  with  Benedict’s  or  Fehling's  solu- 
tion and  Clinitest®  tablets  but  not  with  Tes-Tape® 
(Glucose  Enzymatic  Test  Strip,  USP,  Lilly). 


Due  to  susceptible  strains  of  Staphylococcus  aureus  and/or  /3-hemolytic  streptococci. 
Due  to  susceptible  strains  of  Escherichia  coh,  Proteus  mirabilis,  and  Klebsiella  sp. . 

Due  to  susceptible  strains  of  group  A 0-hemolytic  streptococci. 


Warnings:  KEFTAB  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PA- 
TIENTS. PENICILLINS  AND  CEPHALOSPORINS 
SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 
Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be 
considered  in  differential  diagnosis  of  antibiotic- 
associated  dial  rhea.  Colon  flora  is  altered  by  broad- 
spectrum  antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 

Precautions: 

• Discontinue  Keftab  in  the  event  of  allergic  reac- 
tions to  it. 


• Prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Keftab  should  be  administered  cautiously  in  the 
presence  of  markedly  impaired  renal  function.  Al- 
though dosage  adjustments  in  moderate  to  severe 
renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should 
be  made. 


• Broad-spectrum  antibiotics  should  be  prescribed 
with  caution  in  individuals  with  a history  of  gas- 
trointestinal disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined 
in  pregnancy  and  lactation.  Cephalexin  is  excreted 
in  mother's  milk.  Exercise  caution  in  prescribing 
Keftab  for  these  patients. 

• Safety  and  effectiveness  in  children  have  not  been 
established. 


PV  2060  DPP  [091887] 


keftab  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin- 
sensitive  patients. 

Penicillin  is  the  drug  of  choice  in  the  treatment  and  prevention 
)f  streptococcal  infections,  including  the  prophylaxis 
)f  rheumatic  fever. 


Contraindication:  Known  allergy  to  cephalosporins. 


PHYSICIANS. 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world  ’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You'll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you'll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANS.THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEALLYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician,  there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  tocontend 
with.  Like  excessive  paperwork,  and  the 
overhead  costs  incurred  in  running  a 
privatepractice. 

What  he  will  get  is  a high lv  challeng- 
ing, highly  rewardingexperience.  The 
Army  offers  varied  assignments, 
chances  to  specialize,  orfurtheryour 
education,  and  to  work  with  a team  of 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

Ifyou’re  interested  in  practicinghigh 
quality  health  care  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  to  your  local  Army 
Medical  Department  Counselorfor 
more  information 

ARMY  MEDICINE. 
BEALLYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army/Army  Reserve  Medicine 
Bldg.  922,  N.  End 
Fort  Gillem 

Forest  Park,  GA  30050 
Call  collect:  (404)  362-3359  or  3374 


CALENDAR 


JANUARY 

>5-29  — Atlanta:  Magnetic 
Resonance  Imaging.  Category  1 
:redit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322. 
PH:404/727-5695. 

FEBRUARY 

1-5  — Atlanta:  Magnetic 
Resonance  imaging.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322. 
PH:404/727-5695. 

4- 9  — Atlanta:  American 
Academy  of  Orthopaedic 
Surgeons.  Category  1 credit. 
Contact  AAOS,  222  S.  Prospect, 
Park  Ridge,  IL  60068.  PH:312/ 
823-7168. 

5- 6  — Atlanta:  Georgia 
Psychiatric  Physicians 
Association.  Category  1 credit. 
Contact  James  M.  Moffett,  938 
Peachtree  St.,  Atlanta  30309. 
PH:404/876-7535  or  800/282-0224 
(in  Ga.) 

5-6  — Augusta:  Advanced 
Trauma  Life  Support.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:404/ 
721-3967. 

12  — Augusta:  AIDS  in 
Obstetrics  and  Gynecology  and 
Family  Practice.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:404/ 
721-3967. 

15-19  — Atlanta:  Magnetic 
Resonance  Imaging.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322. 
PH:404/727-5695. 

17  — Atlanta:  Pulmonary  Forum. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:404/727-5695. 


1 9 — Macon:  Mood  Disorders 
and  Treatment  Failures: 
Therapist-Physician 
Collaboration.  Category  1 credit. 
Contact  Office  of  CME,  Med.  Ctr. 
of  Central  Ga.,  777  Hemlock  St., 
Macon  31208.  PH:91 2/744-1 634. 

20  — Atlanta:  Advances  in  the 
Treatment  of  Coronary  Artery 
Disease.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:404/727- 
5695. 

26- 27  — Augusta:  Flexible 
Fiberoptic  Sigmoidoscopy.  AMA 
Category  1 and  AAFP  prescribed 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:404/ 
721-3967. 

27  — Atlanta:  Advances  in  the 
Treatment  of  Acute  Ischemic 
Heart  Disease.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  School  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:404/727- 
5695. 

27- 28  — Atlanta:  Georgia 
Society  of  Anesthesiologists. 

Category  1 credit.  Contact  Stanley 
Mogelnicki,  M.D.,  5665  Peachtree 
Dunwoody  Rd.,  Atlanta  30342. 

PH  :404/256-7324. 


MARCH 

5 — Atlanta:  Cancer  Care  in 
Community  Hospitals  III:  Breast 
Cancer.  Category  1 credit. 
Contact  Janet  Bonfiglio,  Am. 
Cancer  Soc.,  Ga.  Div.,  46  5th 
St.,  Atlanta  30308.  PH:404/892- 
0026. 

7-1 1 — Atlanta:  Magnetic 
Resonance  Imaging.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322. 
PH:404/727-5695. 


7-12  — Augusta:  Primary  Care 
and  Family  Practice 
Symposium.  AMA  Category  1 
and  AAFP  prescribed  credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:404/828-3967. 

10- 17  — Copper  Mountain,  CO: 
Snow  Job  in  Gynecology  and 
Obstetrics.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:404/727- 
5695. 

11- 12  — Atlanta:  25th  Annual 
Ophthalmology  Conference. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH :404/727-5695. 

11-12  — Sea  Island:  Critical  Care 
Conference.  Category  1 credit. 
Contact  Office  of  CME,  Med.  Ctr. 
of  Central  Ga.,  777  Hemlock  St., 
Macon  31208.  PH:91 2-744-1 634. 

16-18  — Hilton  Head  Island,  SC: 
Clinical  Management  of 
Diabetes  and  Endocrine 
Disorders.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:404/721-3967. 

1 8 — Columbus:  Day  of  Cancer 
— Breast  and  Occult  Cancers. 

Category  1 credit.  Contact  Janet 
Bonfiglio,  Am.  Cancer  Soc.,  Ga. 
Div.,  46  5th  St.  Atlanta  30308. 

PH  :404/892-0026. 

21-26  — Atlanta:  Magnetic 
Resonance  Imaging.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322. 
PH:404/727-5695. 

24-26  — White  Sulphur  Springs, 
WV:  10th  Annual  Pediatric 
Postgraduate  Course. 

Sponsored  by  Scottish  Rite 
Children’s  Hospital.  Category  1 
credit.  Contact  Darlene  Baugus, 
SRCH,  1001  Johnson  Ferry  Rd., 
Atlanta  30363  PH:404/256-5252. 


Elcomp:..the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


it’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
—to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.P.  today— you’ll  never 
feel  better. 

I r Data  General 

IMI  nr  sijsfansjis 

(800)  441-8386  In  Georgia  (404)  565-3407 
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The  benefit  of  antianginal 
protection  plus  safety, ... 


CARDIZEM:  A FULLER  LIFE 


diltiazem  HCI/Marion 


A remarkable  safety  profile1 6 

The  low  incidence  of  side  effects  with  Cordizem  allows  patients  to  feel  better. 


Protection  against  angina  attacks'  5 7 9 

The  predictable  efficacy  of  Card izem  in  stable  exertional*  and  vasospastic 
angina  allows  patients  to  do  more. 

A decrease  in  myocardial  oxygen  demand 

Resulting  from  a lowered  heart  rate-blood  pressure  product. 5 

Compatible  with  other  antianginals6 

Safe  in  angina  with  coexisting  hypertension , 
CQPD,  asthma ; or  PVD1356 

*CARDIZEM®  (diltiazem  HCI)  is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary  artery  spasm  and  in  the 
management  of  chronic  stable  angina  (classic  effort-associated  angina)  in  patients  who  cannot  tolerate  therapy  with 
beta -blockers  and/or  nitrates  or  who  remain  symptomatic  despite  adequate  doses  of  these  agents 

’See  Warnings  and  Precautions 

Please  see  brief  summary  of  prescribing  informafion  on  the  next  page. 


0453S7 
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The  American  Hospital 
Association,  in  its  recently 
released  AIDS  policies, 
recommends  universal 
precautions  in  treating  AIDS 
patients.  The  Centers  for  Disease 
Control  in  Atlanta  has  long 
advocated  the  procedure,  which 
means  that  health  care  workers 
treat  all  patients  as  if  they  were 
infected  with  a blood-borne 
disease,  and  the  Occupational 
Safety  and  Health  Administration 
mandates  it.  All  hospitals  are  now 
required  to  have  policies  and 
procedures  for  practicing 
universal  precautions. 

* * * 

The  Health  Care  Financing 
Administration  is  scheduled 
to  release  its  mortality  data  on 
Medicare  patients  December  14. 
The  data  will  be  published  in 
several  volumes,  listing  hospitals 
alphabetically  by  state. 
Immediately  following  each 
hospital’s  figures  will  be  the 
hospital’s  comments  and 
explanation  of  the  numbers. 

Georgia  Hospital  Association 
cautions  that  the  death  rates  have 
noticeable  shortcomings,  to  wit: 

• The  data  include  every  death 
that  occurs  within  30  days  of 
admission,  regardless  of  its  cause 
or  location.  Thus,  a patient 
admitted  for  treatment  of  heart 
disease  may  be  discharged  and 
die  of  accidental  causes  a week 
later,  yet  the  death  is  included  in 
the  data. 

• The  data  do  not  take  into 
account  severity  of  illness. 

• The  data  do  not  predict  a 
hospital’s  future  performance; 


I T A L NEWS 


next  year’s  rates  can  go  up  or 
down  depending  on  the  severity 
of  illness  of  the  patients,  but  the 
quality  of  care  will  remain  the 
same. 

At  best,  says  GHA,  the  data 
indicate  areas  that  do  not  fall 
within  HCFA’s  norm;  they  do  not 
identify  quality  problems. 

* * * 

Medicare  costs  for  patients 
are  going  up.  Beginning 
January  1 , patients  will  pay  a $540 
deductible  for  hospital  care  — up 
$20  from  this  year’s  $520. 

* * * 

The  government  now  requires 
that  hospitals  have  written 
protocols  for  identifying  potential 
organ  donors.  The  protocols  must 
do  the  following: 

• Ensure  that  families  of 
potential  donors  are  aware  that 
organ  donation  is  possible, 

• Ensure  respect  for  each 
family’s  circumstances  and 
beliefs,  and 

• Require  that  the  hospital 
notify  a designated  organ 
procurement  organization  of 
potential  donors. 

The  rules  apply  to  any  hospital 
receiving  Medicare  or  Medicaid 
funds. 

* * * 

The  Department  of  Health  and 
Human  Services  proposes  to 
charge  hospitals  and  other  health 
care  entities  for  use  of  a national 

data  bank  containing  information 
on  disciplinary  actions  against 
physicians. 

HHS  wants  to  require  hospitals 


HOSPITAL  NEWS  is  sponsored  by  the  Georgia 
Hospital  Association. 


to  make  requests  every  2 years  for 
data  on  disciplinary  and 
malpractice  actions  taken  against 
their  physicians,  and  hospitals 
would  be  fined  as  much  as 
$10,000  for  failure  to  do  so. 

The  Health  Care  Practitioner 
Adverse  Credentialing  Data  Bank 
was  created  last  year  by  Congress 
to  restrict  incompetent 
practitioners  from  moving  state  to 
state  without  disclosing  their  past 

performances. 

* * * 

Georgia  Hospital  Association 
has  launched  a broad 
campaign  to  help  solve  the 
nursing  shortage  in  the  state’s 
hospitals.  Among  the  efforts  now 
in  progress  are: 

• A nursing  recognition 
program.  Hospitals,  potients,  or 
community  members  are 
nominating  nurses  for  recognition 
of  their  services  to  the  health  care 
professionals  or  to  Georgia.  The 
winner  will  be  the  nurse  who  has 
made  the  most  outstanding 
contribution  to  hospital  or 
community.  GHA  will  honor  the 
winner  during  National  Hospital 
Week  in  May.  It  will  use  all  the 
entries  in  media  campaigns  to 
promote  nursing’s  image. 

• An  essay  contest  for  high 
school  seniors,  with  prizes  of 
nursing  school  scholarships.  GHA 
will  have  three  state  winners  and 
six  district  winners. 

• Nursing  recruitment  in 
Georgia’s  high  schools.  Hospital 
Nursing  Administrators  have 
received  a recruitment  packet 
from  GHA  to  help  them  recruit 
students  during  career 
programs.  ■ 
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The  Legislative  Session  of  the  General  Assembly  is  upon 
us.  We  need  to  continue  to  monitor  events  and  give 
our  input.  In  short,  we  need  to  do  those  things  that  we 
must  in  order  to  assure  continued  high  quality  health 
care  for  the  people  of  Georgia.  Each  Session,  there  are 
100-200  bills  that  impact  on  the  health  care  of  our  citi- 
zens and  are  thus  the  legitimate  concern  of  the  physi- 
cians of  this  state.  This  year  is  no  different.  There  is 
legislation  concerning  AIDS,  mandatory  CME,  scope  of 
optometric  practice,  informed  consent,  and  many  others. 

We  have  an  expert  lobbying  team  that  can,  with  all 
its  expertise,  do  so  much.  We  the  physicians  must 
do  the  rest.  We  must  familiarize  ourselves  with  the  issues 
that  involve  our  profession,  our  very  practices.  We  have 
to  continue  to  volunteer  a day  or  more  as  part  of  the 
Physician  Involvement  Program  (PIP).  We  also  need  to 
continue  to  volunteer  for  the  Doctor  of  the  Day  Program. 
By  participating  in  these  programs,  we  show  legislators 
that  we  are  involved  and  that  we  understand  the  issues 
surrounding  health  care.  It’s  our  best  hope  and  only 
logical  option.  ■ 


Our  Legislative  Efforts 


Still  Need  You! 


Jack  F.  Menendez , M.D. 
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Journal  NEWS 

The  May,  1987,  issue  of  the 
Journal,  which  was  a Special  Issue 
devoted  to  breast  cancer,  won  an 
American  Cancer  Society  National 
Honor  Citation  Award  at  the 
Society’s  National  Annual  Meeting 
in  New  York  City.  Co-sponsored  by 
the  Georgia  Division  of  the 
American  Cancer  Society  and  the 
MAG,  this  Special  Issue  of  the 
Journal  provided  information  on 
breast  cancer  screening,  treatment, 
and  patient  rehabilitation  to 
physicians  throughout  Georgia. 

The  American  Cancer  Society’s 
Breast  Cancer  Detection  Awareness 
program  targeted  the  need  to  reach 
primary  care  physicians  with 
information  about  early  breast 
cancer  detection.  The  centerpiece 
of  the  Georgia  Division  Breast 
Cancer  Detection  project  was  the 
Journal. 


QUOTES 

Genius,  in  one  respect,  is  like  gold 
— numbers  of  persons  are 
constantly  writing  about  both,  who 
have  neither. 

Charles  Caleb  Colton 

Dry  happniess  is  like  dry  bread.  We 
eat,  but  we  do  not  dine.  I wish  for 
the  superfluous,  the  useless,  the 
extravagant,  for  the  too  much,  for 
that  which  is  not  good  for 
anything. 

Victor  Hugo 

It  saves  a lot  of  trouble,  instead  of 
having  to  earn  money  and  save  it, 
you  just  go  and  borrow  it. 

Winston  Churchill 

Man  is  not  the  creature  of 
circumstances,  circumstances  are 
the  creatures  of  man. 

Benjamin  Disraeli 
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NEW  MEMBERS 

Asihene,  Regina  J.  — MAA  — 
(Student),  2562  Farley  St.,  East 
Point  30344 

Bakin,  Grant  R.,  Internal  Med./ 
Emergency  Med.  — Clayton- 
Fayette  — (Active  N2),  1022 
Cedar  Forest  Dr.,  Stone  Mountain 
30083 

Balyeat,  Ray  M.,  Ophthalmology  — 
MAA — (Resident),  1116  Pine 
Heights  Dr.,  NE,  Atlanta  30367- 
5201 

Beville,  Roger  W.,  Family  Practice 
— DeKalb  — (Active),  755 
Commerce  Dr.,  Ste.  333,  Decatur 
30033 

Binet,  Eugene  F.,  Radiology  — 
Richmond  — (Active),  Dept,  of 
Radiology,  Medical  College  of 
Georgia,  Augusta  30912 

Black,  J.  Durward,  Jr.,  Urology  — 
Bartow  — (Active  Nl),  962  Joe 
Frank  Harris  Parkway,  Ste.  206, 
Cartersville  30120 

Blackwelder,  Reid  B.,  Family 
Practice  — Richmond  — 

(Active),  Dept,  of  Family  Med., 
Medical  College  of  Georgia, 
Augusta  30912 

Brant,  Jeffrey  R.,  Ophthalmology  — 
Bartow  — (Active),  962  Joe 
Frank  Harris  Parkway,  Ste.  201, 
Cartersville  30120 

Britton,  Linda  J.  — MAA  — 
(Student),  475  Clifton  Rd., 

Atlanta  30307 

Brooks,  William  S.,  Diagnostic 
Radiology  — Richmond  — 
(Active),  2100  Central  Ave., 
Augusta  30903 

Brown,  Cullen  M.,  Ill,  Family 
Practice  — Bartow  — (Active 
N2),  962  Joe  Frank  Harris 
Parkway,  Ste.  203,  Cartersville 
30120 

Brunson,  W.  Edgar  — MAA  — 
(Student),  23  Vernon  Glen  Ct., 
Atlanta  30338 


Carrington,  Elaine  — MAA  — 
(Student),  2733  Rainbow  Forest 
Dr.,  Decatur  30034 

Cassity,  Oscar  T.,  Jr.,  Emergency 
Med.  — Walker-Catoosa-Dade  — 
(Active),  100  Gross  Crescent  Cir., 
Fort  Oglethorpe  30742 

Clary,  Diane  D.,  Diagnostic 
Radiology  — MAA  — (Active 
N2),  6500  Vernon  Woods  Dr., 
#C-23,  Atlanta  30328 

Cole,  Frank  N.,  Internal  Med.  — 
Clayton-Fayette — (Active),  101 
Yorktown  Dr.,  Fayetteville  30214 

Coursey-Prah,  Debora  L., 

Diagnostic  Radiology  — Clayton- 
Fayette  — (Active  N2) , 1 02  White 
Oak  Trail,  Peachtree  City  30269 

Crozier,  Mark  A.,  Gynecology/ 
Oncology  — MAA  — (Active 
N2),  5669  Peachtree  Dunwoody 
Rd.,  Ste.  100,  Atlanta  30342 

Davis,  Lee  S.,  Anesthesiology  — 
MAA  — (Active  N2) , 60 
Montgomery  Ferry  Dr.,  NE, 
Atlanta  30309 

Detlefs,  Richard  L.,  Dermatology  — 
MAA  — (Active  N2),  478 
Peachtree  St.,  Ste.  915-A  Doctors 
Building,  Atlanta  30308 

Dickens,  Andrew  F.  — MAA  — 
(Student),  1423  Tuxworth  Cir., 
Decatur  30033 

Dobson,  Franklin  M.,  Pediatrics/ 
Neonatology  — Dougherty  — 
(Active),  Phoebe  Putney 
Memorial  Hospital,  P.O.  Box 
1282,  Albany  31703 

Dube,  Allick  M.,  Internal  Med.  — 
MAA  — (Active  N2),  77 
Rockridge  Trail,  NW,  Atlanta 
30339 

Elliott,  L.  Franklyn,  Plastic  Surgery 
— MAA  — (Active) , 993-C 
Johnson  Ferry  Rd.,  NE,  Ste.  120,  i 
Atlanta  30342 

Farmer,  Timothy  L.,  Internal  Med. 
— Bartow  — (Active  N2) , 962 
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Joe  Frank  Harris  Parkway,  Ste. 
102,  Catersville  30120 

'igueroa,  Ramon-Edgardo, 
Diagnostic  Radiology  — 
Richmond  — (Active),  Dept,  of 
Radiology,  Medical  College  of 
Georgia,  Augusta  30912 

lallen,  Johnathan  S., 
Anesthesiology  — MAA  — 
(Active  N2),  4031  Bradbury  Dr., 
Marietta  30062 

Iraybeal,  Frank,  Anesthesiology  — 
Ware  — (Active  N2),  P.O.  Box 
938,  Waycross  31502 

Ireer,  Todd  B.  — MAA  — 
(Student),  261 7-C  Paces  Ridge 
Rd.,  Atlanta  30339 

land,  Robert  A.,  Pathology  — 
Richmond  — (Active),  2260 
Wrightsboro  Rd.,  Augusta  30910 

larper,  J.  Kel,  Obstetrics/ 
Gynecology  — MAA  — (Active 
N2),  993  Johnson  Ferry  Rd., 
Building  F,  Ste.  320,  Atlanta 
30342 

lartney,  Thomas  J.,  Internal  Med. 
— Richmond  — (Active),  227 
Thread  Needle  Rd.,  Augusta 
30907 

licks,  Winnie  C.,  Internal  Med.  — 
Bibb  — (Resident),  Medical 
Center  of  Central  Georgia  Box 
88,  Macon  31208 

Jill,  Hank  C.  — MAA  — (Student), 
2909  Campbellton  Rd.  SW,  Apt. 
11-H,  Atlanta  30311 

lobbs,  Elgin,  Emergency  Med.  — 
Richmond  — (Active) , Medical 
College  of  Georgia  HA- 107, 
Augusta  30912 

lolwerda,  Dennis  L.,  Pediatrics  — 
Dougherty  — (Active  N2),  525 
Fourth  Ave.,  Albany  31701 

nsley,  Robert  G.,  Internal  Med.  — 
Thomas  Area  — (Active) , Doctor 
Park,  930  Fourth  St.,  SE,  Cairo 
31728 


Johnson,  Samuel  O.,  Obstetrics/ 
Gynecology  — DeKalb  — (Active 
N2),  5040  Snapfinger  Woods  Dr., 
Ste.  204,  Decatur  30035 

Jones,  Dennis  H.,  General  Surgery 
— Richmond  — (Active),  1503 
Winter  St.,  Augusta  30904 

Jones,  Steven  R.,  Pediatrics  — 
Richmond  — (Resident),  1105 
15th  St.,  #B-2,  Augusta  30901 

Jones,  T.  Stephen,  Public  Health  — 
MAA — (Service),  1336  Pasadena 
Ave.,  Atlanta  30306 

Kahan,  Joel,  Psychiatry  — 
Richmond  — (Active),  Medical 
College  of  Georgia,  Augusta 
30912 

Key,  Thomas  S.,  Cardiology  — 
Richmond  — (Active),  1003 
Chafee  Ave.,  Augusta  30904 

King,  Lisa  Y.  — MAA  — (Student), 
Morehouse  School  of  Medicine, 
720  Westview  Dr.,  P.O.  Box  241, 
Atlanta  30310-1495 

Kingdom,  Todd  T.  — MAA  — 
(Student),  1357  Sheffield  Glen 
Way,  Atlanta  30329 

Klopman,  Beth  D.  Kruse, 

Diagnostic  Radiology  — MAA  — 
(Active),  49  Spring  Oaks  Ct., 
Atlanta  30327 

Kunz,  David  W.,  Family  Practice  — 
Gwinnett-Forsyth  — (Active  N2), 
1846  Lebanon  Rd.,  Lawrenceville 
30245 

Landstrom,  Donald  L.,  Neurology 
— Tift  — (Active),  712  East  18th 
St.,  Tifton  31794 

Loebl,  Donald  H.,  Rheumatology/ 
Internal  Med.  — Richmond  — 
(Active),  Medical  College  of 
Georgia,  Augusta  30912 

Mitchell,  Michael  S.  — MAA  — 
(Student),  720  Westview  Dr.,  Box 
35,  Atlanta  30310 

Morrison,  James  P.,  Pediatrics  — 
Crawford  W.  Long  — (Active), 
1010  Prince  Ave.,  Athens  30606 


ION  NEWS 


Murray,  Andrea  J.  — MAA  — 
(Student),  720  Westview  Dr.,  SW 
#39,  Atlanta  30310-1495 

Nealy,  Robert  J.,  Gynecology  — 

Hall  — (Active),  420  Broad 
Street,  SE,  Gainesville  30505 

Newnam,  Cheryl  L.,  Internal  Med. 
— Richmond  — (Active),  BD  228 
Division  of  ID,  Medical  College 
of  Georgia,  Augusta  30912 

Norman,  Brent  C.,  Ophthalmology 
— Richmond  — (Active),  Dept, 
of  Ophthalmology,  Medical 
College  of  Georgia,  Augusta 
30912 

Pappas,  Jamie  D.,  Internal  Med.  — 
DeKalb  — (Active  N2),  2030 
Pernoshal  Ct.,  Ste.  D,  Atlanta 
30338 

Pettitt,  Barbara  J.,  Pediatric  Surgery 
— DeKalb  — (Active  Nl),  1733 
Trotters  Lane,  Stone  Mountain 
30087 

Poindexter,  James  M.,  Jr.,  Vascular 
Surgery  — MAA  — (Associate), 

35  Butler  St.,  SE,  Ste.  302,  Atlanta 
30355-4001 

Quintanilla,  Pablo,  General  Surgery 
— Clayton-Fayette  — (Active) , 
181-B  Upper  Riverdale  Rd., 
Riverdale  30274 

Ramsingh,  Parshan  S.,  Nuclear 
Radiology/Diagnostic  Radiology 
— Richmond  — (Active), 

Medical  College  of  Georgia, 
Augusta  30912 

Rasler,  Frank  E.,  Emergency  Med. 

— Clayton-Fayette  — (Active) , 33 
S.W.  Upper  Riverdale  Rd.,  Ste. 

102,  Riverdale  30274 

Rodriguez,  Rodovaldo,  Jr.  — MAA 
— (Student),  4203  Buford 
Highway,  Apt.  E-5,  Atlanta  30345 

Rogers,  Jack  A.  Jr.,  Pediatrics  — 
Floyd-Polk-Chattooga  — (Active), 
1825  Martha  Berry  Blvd.,  Rome 
30161 

Rogers,  Laura  Q.,  Internal  Med.  — 


17 


ASSOCIATION  NEWS 


Richmond  — (Active),  Dept,  of 
Medicine,  Medical  College  of 
Georgia,  Augusta  30912 

Russell,  Robert  D.,  Otolaryngology 
— Muscogee  — (Active  N2), 

6100  Brookstone  Blvd., 

Columbus  31904 

Sangster,  Joe  N.  — MAA  — 
(Student),  6800  Peachtree 
Industrial  Blvd.,  Ste.  C-13, 
Doraville  30360 

Scharyj,  George  A.,  Internal  Med. 

— DeKalb  — (Active  N2),  500 
Mount  Washington  Lane,  Stone 
Mountain  30083 

Carolyn  Seymore,  Pediatrics  — 
Richmond  — (Active),  Dept,  of 
Pediatrics,  Medical  College  of 
Georgia,  Augusta  30912 

Shirley,  Steve  M.,  General  Surgery 
— Crawford  W.  Long  — (Active) , 
1270  Prince  Ave.,  Ste.  102, 

Athens  30606 

Shirley,  William  C.,  Jr.,  Obstetrics/ 
Gynecology  — Bibb  — (Active 
N2),  380  Hospital  Dr.,  Macon 
31198 

Shoemaker,  Mark  M., 
Anesthesiology  — Dougherty  — 
(Active  N2),  406  First  Ave.,  Box 
1227,  Albany  31702 

Siegel,  Garry  E.,  Obstetrics/ 
Gynecology  — MAA  — (Active 
N2),  6500  Vernon  Woods  Dr., 
#B-4,  Atlanta  30328 

Smith,  Joy  L.  — MAA  — (Student), 
1012  Summit  North  Dr.,  NE, 
Atlanta  30324 

Stephens,  Augustus  T.,  Ill  — MAA 
— (Student),  720  Westview  Dr., 
Atlanta  30310 

Storniolo,  Frank  R.,  Anesthesiology 
— MAA  — (Active  N2),  12070 
Brookmill  Point,  Alpharetta 
30201 

Stubbs,  Miguel  E.  — MAA  — 
(Student),  1178  Piedmont  Ave. 
#6-A,  Atlanta  30309 


Trytko,  Rodney  L.,  Anesthesiology 
— MAA  — (Active  N2),  1984 
Peachtree  Rd.,  NW,  Ste.  515, 
Atlanta  30309 

Vann,  David  F.  — MAA  — 
(Student),  1303  Stillwood  Dr., 
Atlanta  30306 

Wagner,  Michelle  B.,  Emergency 
Med.  — Richmond  — (Active), 
Emergency  Services  HA  107, 
Medical  College  of  Georgia, 
Augusta  30912 

Wagner,  Richard  G.,  Jr.,  Pediatrics 
— MAA  — (Active) , Prado  East 
#380,  5600  Roswell  Rd.,  Atlanta 
30342 

Wilson,  Joe  E.,  Obstetrics/ 
Gynecology  — Richmond  — 
(Active),  3614-D  J Dewey  Gray 
Cir.,  Augusta  30909 


PERSONALS 

Colquitt  CMS 

Nancy  LaFuente,  M.D.,  a 

recent  graduate  of  Indiana 
University  School  of  Medicine,  has 
opened  a family  medicine  practice 
in  Moultrie. 

DeKalb  CMS 

Family  practitioner  Omar  A. 

Najjar,  M.D.,  was  recently 
elected  to  the  Board  of  Directors  of 
the  Georgia  Academy  of  Family 
Physicians.  He  will  serve  as 
Director  from  the  Fourth  District 
from  1987  to  1990. 

Emanuel  CMS 

James  L.  Ray,  M.D.,  a board 
certified  family  physician  in 
Swainsboro,  received  an  American 
Academy  of  Family  Physicians 
“Family  Practice  Teachers  Award” 


at  the  Academy’s  annual  meeting 
last  November.  The  awards  are 
presented  in  recognition  of  family 
physicians  who  have  volunteered  at 
least  75  hours  of  their  time 
teaching  in  any  area  of  family 
practice  medicine  in  1986. 

Georgia  Medical  Society 

Savannah  surgeon,  Roy  Powell 
Barker,  M.D.,  was  recently 
inducted  as  a Fellow  into  the 
American  College  of  Surgeons. 

Ogeechee  River  CMS 

Claxton  cardiologist  Curtis 

Hames,  M.D.,  was  awarded 
the  Georgia  Southern  College 
School  of  Health,  Physical 
Education,  Recreation,  and  Nursing 
Award  for  1987.  Dr.  Hames  was 
cited  for  his  internationally 
recognized  work  in  geographically  J 
linked  cardiovascular  diseases. 

A1  Mooney,  Jr.,  M.D.,  a 

Statesboro  family  practitioner 
and  Director  of  Willingway 
Hospital,  is  one  of  two  physicians 
appointed  by  Governor  Joe  Frank 
Harris  to  the  newly  established 
statewide  commission  on  drug 
awareness  and  prevention. 

Peachbelt  CMS 

Daniel  E.  Nathan,  M.D.,  a 

family  practitioner  from  Fort 
Valley,  has  been  named  volunteer 
chairperson  of  the  Peach  County 
Campaign  for  Excellence  for  the 
Mercer  University  School  of 
Medicine  in  Macon. 


DEATHS 

Floyd-Polk-Chattooga  CMS 

Robert  M.  Harbin,  M.D.,  of 

Rome  died  last  October  at  the 
age  of  84.  Dr.  Harbin  had  retired 
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from  his  practice  of  medicine  and 
general  surgery  at  the  Harbin  Clinic 
in  June,  1975,  ending  45  years  of 
service. 

A graduate  of  Darlington  School, 
the  University  of  Georgia  and 
Emory  University  Medical  School, 
Dr.  Harbin  interned  at  Peter  Bent 
Brigham  Hospital  in  Boston. 

In  addition  to  his  state  and 
national  medical  association 
memberships,  Dr.  Harbin  was  a 
Fellow  of  the  American  College  of 
Surgeons.  He  was  also  involved  in 
community  and  church  activities, 
serving  as  a Board  member  and 
trustee,  respectively. 

Survivors  include  his  wife,  two 
daughters,  four  grandchildren,  and 
several  nieces  and  nephews. 

Georgia  Medical  Society 

Ralph  Marsicano,  M.D.,  a 

family  practitioner  in 
Savannah,  died  in  June  of  1987. 

Dr.  Marsicano  was  born  in  New 
York  City  and  began  his  medical 
education  by  graduating  from  Long 
Island  University  and  Duke 
University’s  medical  school.  He 
continued  his  medical  education 
by  postgraduate  training  in 
Richmond,  Virginia,  and  New  York 
City.  During  World  War  II,  he 
served  with  distinction  in  the  U.S. 
Army  Medical  Corps  and  was 
promoted  to  the  rank  of  Major. 

After  the  War  he  established  a 
family  practice  in  Columbus,  Ohio. 
In  1975,  he  moved  to  Savannah 
where  he  opened  a new  practice. 

Dr.  Marsicano  is  survived  by  his 
wife,  and  two  sons. 

Wilbert  Otho  Brown,  M.D., 

died  last  June  in  Savannah 
after  a short  illness. 

A native  of  San  Bernito,  Texas, 

Dr.  Brown  received  his 
undergraduate  and  medical 
degrees  from  the  University  of 


Texas.  He  served  his  internship  in 
Pittsburgh  and  his  residency  at  the 
University  of  Illinois  Medical 
School  in  Chicago  where  he  taught 
for  7 years.  He  was  a faculty 
member  at  Baylor  University,  and 
later  went  into  private  practice 
working  for  32  years  in  Pueblo, 
Colorado,  and  Scottsbluff, 

Nebraska,  using  his  hobby  of  flying 
to  facilitate  a multiple  clinic 
practice. 

After  a long  and  distinguished 
career,  including  the  publication  of 
numerous  medical  articles,  he 
retired  and  moved  to  Savannah  in 
1979.  Not  content  to  dissociate 
himself  from  medicine,  he 
immediately  joined  the  Georgia 
Medical  Society  and  actively 
participated  in  the  Society’s 
activities  and  meetings. 

Muscogee  CMS 

Columbus  internist  McLeod 
Patterson,  M.D.,  a native  of 
Alabama  died  last  October  at  the 
age  of  72. 

Dr.  Patterson  graduated  from  the 
University  of  Florida,  at  Gainesville, 
and  then  from  Tulane  University  of 
Louisiana  Medical  School.  He 
served  a rotating  internship  at 
Charity  Hospital  in  New  Orleans  in 
1940,  following  which  he  started  an 
internal  medicine  residency  which 
was  interrupted  by  the  outbreak  of 
World  War  II.  He  entered  tne  Army 
in  1941,  and  spent  the  entire  war 
as  physician  on  troop  transports, 
making  44  roundtrips  between  the 
U.S.  and  Europe,  on  this  very 
hazardous  duty,  in  which  he 
attained  the  rank  of  Lieutenant- 
Colonel. 

Thereafter  he  resumed  his 
residency  and  entered  practice  in 
Somerset,  Kentucky  in  1949. 

Dr.  Patterson  came  to  Columbus 
in  1966  as  director  of  medical 
education  at  Medical  Center 
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Hospital  where  he  directed  the 
opening  of  the  first  coronary  care 
and  renal  dialysis  practice,  serving 
on  the  staffs  of  St.  Francis  and 
Medical  Center  Hospitals  until 
semi-retirement  in  1983. 

He  is  survived  by  his  wife, 
daughter,  two  sons,  and  four 
grandchildren. 


QUOTES 

At  the  base  and  birth  of  every  great 
business  organization  was  an 
enthusiast,  a man  consumed  with 
earnestness  of  purpose,  confidence 
in  his  powers,  and  faith  in  the 
worthwhileness  of  his  endeavors. 
The  original  Henry  Ford  was  the 
quintessence  of  enthusiasm.  In  the 
days  of  difficulties, 
disappointments  and 
discouragements,  when  he  was 
wrestling  with  his  balky  motor 
engine  — and  wrestling  likewise 
with  poverty  — only  his 
inexhaustible  enthusiasm  saved 
him  from  defeat. 

B.C.  Forbes 

Do  men  like  to  fish  or  do  they  just 
like  to  get  away  from  it  all? 

William  Feather 

There's  lots  of  people  in  this  world 
who  spend  so  much  time  watching 
over  their  health  that  they  haven 't 
time  to  enjoy  it. 

Josh  Billings 

Be  gracious  to  all  men,  but  choose 
the  best  to  be  your  friends. 

Isocrates 

Fidelity  bought  with  money  is 
overcome  by  money. 

Seneca 

I am  a great  friend  to  public 
amusements,  for  they  keep  people 
from  vice. 

Samuel  Johnson 
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An  Interview  With  U. 
Senator  Wyche  Fowle 

U.S.  Senator  Wyche  Fowler 


Ed.  Note:  The  following  interview  was  conducted 
in  US.  Senator  Wyche  Fowler's  office  in  Atlanta 
on  September  21,  1987.  In  attendance  were  the 
Journal’s  editor  and  managing  editor;  James  A. 
Kaufmann,  M.D.,  Chairman  of  MAG's  Council  of 
Legislation;  and  Steve  Davis,  Ph.D.,  MAG’s  Direc- 
tor of  Education. 


MAG:  Senator,  why  don 't  you  tell  us  how  you 
got  here?  You  know,  it’s  always  fascinating  to 
see  somebody  like  you,  who  starts  off  in  a local 
political  environment  like  Atlanta,  and  goes  to 
the  Congress  and  to  the  United  States  Senate. 
You  begin  to  ask  yourself,  ‘ Where’s  this  guy  going 
to  stop?’’  Are  you  happy  where  you  are? 

SENATOR  FOWLER:  First  of  all,  I’m  stopped! 
[Laughs.] 

I’ll  try  to  ramble  a little  bit,  in  no  special  order. 


I was  in  the  Army  in  1964-65,  in  Army  Intelligence. 
I had  just  come  out  of  the  infantry,  and  I was 
assigned  to  the  Pentagon,  when  those  little  girls 
were  killed  in  the  Birmingham  church  bombing. 
The  Congressman  from  Atlanta,  Charles  Weltner, 
whom  I had  never  met,  took  the  floor  of  the  House 
that  morning  and  said  that  we  all  share  blame 
for  this  kind  of  thing  because  those  who  have 
been  elected  to  lead  have  failed  to  lead,  and  that 
if  racial  prejudice  is  going  to  be  dealt  with,  it  had 
to  be  confronted  by  all  of  us,  especially  the  elected 
officials  in  the  South. 

When  I read  this  — it  was  on  the  front  page 
of  the  Washington  Post  — I just  picked  up  the 
phone,  called  him  up,  and  told  him  that  I was 
an  Atlantan,  that  I was  proud  of  him  as  a Geor- 
gian, and  that  I would  like  to  meet  him  sometime. 
So  he  invited  me  over  for  a cup  of  coffee.  The 
next  thing  I knew,  I got  out  of  the  Army  6 months 
later  and  took  over  as  Congressman  Weltner’s 
chief  of  staff.  That’s  really  how  I got  into  politics. 
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Things  sort  of  moved  fast  after  that.  I was  with 
Congressman  Weltner  for  2 years,  until  he 
resigned  his  seat  in  Congress  on  a matter  of  con- 
science in  1966.  By  then  I was  27  and  had  been 
supposed  to  go  to  law  school.  So,  I came  home 
for  the  first  time  in  nearly  10  years  and  went  to 
Emory. 

About  the  fourth  quarter  I got  a little  antsy. 
Everett  Milliken  was  retiring  from  the  City  Coun- 
cil. I had  Congressman  Weltner’s  district-wide 
mailing  list,  and  of  course  I knew  a lot  of  people 
through  him.  Also,  I had  all  of  that  “free  labor” 
out  there  (what  they  call  students).  So  14  of  us 
from  Emory  Law  School  ran  a city-wide  campaign 
for  less  than  $4,000.  I called  myself  an  urban 
consultant,  rather  than  a student.  You  know,  it 
used  to  be  that  if  someone  came  around  with  a 
card  that  said  “consultant,”  you  knew  they  were 
unemployed.  But  now  a “consultant”  is  the  fan- 
ciest thing  you  can  possibly  be! 


MAG:  Before  your  election  to  the  Board  of  Al- 
dermen, weren't  you  also  ombudsman  and  night 
mayor? 

SENATOR  FOWLER:  That’s  right,  while  I was 
in  law  school.  One  night  I called  down  to  Mayor 
Ivan  Allen  about  5:30,  and  I got  this  recording  at 
City  Hall.  I had  known  Mayor  Allen  through 
Charles  Weltner.  I couldn’t  believe  that  I used  to 
work  in  Congress  until  9 or  10  o’clock  every  night, 
but  nobody  was  at  City  Hall  at  5:30!  I thought  it 
was  terrible.  I went  down  to  see  Mayor  Allen,  and 
I said,  “Look,  you  can’t  have  those  people  work- 
ing out  in  the  streets,  waitresses,  carpenters,  peo- 
ple working  shifts  that  have  legitimate  business 
at  City  Hall,  not  getting  through  on  the  phone. 
You  can’t  act  like  it  is  some  corporate  office  and 
work  9 to  5.  Somebody  has  got  to  be  down  here 
at  least  to  answer  phones  and  be  polite  to  people 
and  take  messages  for  the  next  day.” 
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He  said,  “That’s  a great  idea!  What  damn  fool 
can  we  get  to  stay  down  here?” 

Says  I,  “You’re  looking  at  him.” 

MAG:  Weren’t  you  also  called  “night  mayor”  of 
Atlanta? 

SENATOR  FOWLER:  Well,  there  wasn’t  that 
much  to  do.  When  the  reporters  came  down  to 
City  Hall  and  asked,  “What  are  you  doing  down 
here?”,  I sort  of  fudged  a little  bit  and  said,  “Well, 
I’m  sort  of  a ‘night  mayor.’” 

So  the  next  morning’s  headlines  read:  “Night 
Mayor  Runs  the  City.”  Ivan  Allen  called  me  the 
next  morning  and  said,  “You  trickster!  What  have 
you  done?  What  are  you  running  for?”. 

I had  one  of  those  Ralph  Nader  unsafe-at-any- 
speed  Corvairs,  and  I just  put  a little  sign  on  it 
— my  only  billboard  when  I was  running  for 
Alderman  — and  the  sign  just  said,  “NIGHT 
MAYOR  RUNS  FOR  ALDERMAN.”  I’d  take  it  and 
park  it  at  Lenox  Square  and  let  it  sit  there  for  2 
or  3 days  and  everybody  would  see  it.  Then  I 
would  move  it  to  another  shopping  center. 

But  that  was  really  the  secret  of  my  first  elec- 
tion — an  unelected  public  office  and  a move- 
able  billboard! 

MAG:  Is  there  a question  that  you  would  like  to 
be  asked  in  an  interview  that  you  rarely  if  ever 
are  asked? 


SENATOR  FOWLER:  Nothing  comes  imme- 
diately to  mind,  but  I do  enjoy  most  interviews 
conducted  by  students.  I spend  a lot  of  time  on 
college  campuses  and  at  high  schools  talking 
with  students  because  I enjoy  their  straightfor- 
wardness and  their  insights.  They  ask  tough 
questions. 

When  you  speak  to  civic  clubs,  adults  are  much 
more  worried  about  what  people  think  of  their 
questions  than  about  what  the  answer  is  going 
to  be.  Sometimes  they  become  very  predictable. 

MAG:  You  went  to  Davidson,  is  that  right?  The 
college  has  graduated  a lot  of  preachers.  How 
did  you  avoid  becoming  one? 

SENATOR  FOWLER:  I did  think  I was  going 
to  be  a minister  all  through  high  school.  I grew 
up  attending  Second  Ponce  De  Leon  Baptist 
Church  under  Dr.  Monroe  Swilley,  who  was  a 
great  influence.  I won  a couple  of  little  speaking 
contests  when  I was  in  Sunday  School  when  I 
was  13  or  14.  Then  the  statewide  Community 
Chest  put  me  on  the  circuit,  speaking  on  behalf 
of  the  Community  Chest  when  I was  15,  so  that 
I moved  around  the  state,  mostly  speaking  in 
churches  and  Sunday  schools,  things  like  that. 

I went  up  to  Davidson  with  my  father  and  liked 
the  school.  A lot  of  Atlantans  were  going  up  there 
at  that  time;  people  at  Northside  and  Westmin- 
ster. When  I went,  coming  out  of  high  school,  I 
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did  think  that  I wanted  to  study  the  ministry.  But 
the  good  Lord  obviously  had  other  plans. 

MAG:  If  one  follows  your  career,  you  ’ue  shown 
that  you  have  an  interest  in  people.  In  political 
terms,  you ’ve  been  known  as  a liberal.  Do  you 
like  that  image,  or  do  you  think  you  have  it?  Does 
it  bother  you  that  people  talk  about  Wyche  Fow- 
ler being  a liberal? 

SENATOR  FOWLER:  Yes,  it  bothers  me,  be- 
cause the  term  is  now  used  only  as  a taunt  — it 
is  not  descriptive.  Your  opponents  believe  that’s 
the  worst  thing  they  can  say  about  you.  They  try 
to  put  you  in  a box  and  label  you.  They  fear  it 
will  be  libelous  if  they  call  you  a “communist” 
or  a “socialist,”  so  they  say  you  are  liberal,  and 
that  is  supposed  to  conjure  up  all  the  most  un- 
desirable traits  that  Georgians  would  reject  in 
their  politicians. 

That  was  the  foremost  tactic  used  against  me 
in  my  statewide  race  for  the  Senate,  and  it  was 
not  very  subtle  both  in  the  television  advertise- 
ments and  in  innuendoes  all  over  south  Georgia. 
My  opponents  would  simply  say,  “Fowler  is  this 
liberal  representing  all  those  blacks.”  You  get  the 
message. 

But  thank  goodness  people  are  a lot  smarter 
than  that.  I feel  like  I’ve  been  washed  and  cleansed 
by  the  voters  of  Georgia.  They  dismissed  the  la- 
bels and  voted  for  the  man. 


MAG:  You  used  the  words  you  thought  that  peo- 
ple in  Georgia  had  washed  you  clean  or  some- 
thing like  that.  . . . 

SENATOR  FOWLER:  Well,  every  time  you  put 
your  name  on  the  ballot  and  give  up  the  office 
you  have,  then  go  into  the  fire,  you  don’t  know 
whether  you  will  be  consumed  or  whether  you 
will  emerge  victorious.  In  the  Congressional  races, 
there  are  no  free  shots.  You  have  to  give  up  what 
you  have  to  achieve  what  you  might  become.  I 
have  always  liked  our  system,  because  that  puts 
you  in  the  hands  of  people,  and  they  understand 
that  you’ve  put  it  all  on  the  line,  that  your  fate  is 
in  their  hands.  And  that  is  what  creates  the  part- 
nership between  those  who  elect  and  those  of 
us  who  are  elected  to  serve  them.  You  have  got 
some  positions  in  the  state  where  incumbents 
can  take  “free  shots”  and  yet  keep  their  seats  if 
they  lose.  That’s  not  putting  it  on  the  line. 

MAG:  During  the  Iran-Contra  hearings,  George 
Schultz  made  the  remark  that  if  you  want  a job 
so  badly  that  you  are  not  willing  to  give  it  up, 
you  really  can’t  do  it  well,  or  something  to  that 
effect.  Do  you  think  this  is  an  important  state- 
ment? 

SENATOR  FOWLER:  Yes.  People  have  differ- 
ent views  of  public  life.  I happen  to  believe  that 
public  service  is  really  unlike  any  other  job  in 
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our  private  enterprise  structure,  in  that  all  of  your 
authority  and  your  power  is  drawn  from  the  cit- 
izens. If  you  believe  in  this  Constitution  of  ours, 
the  people  are  the  government  in  this  country. 
It’s  not  some  detached  body;  that’s  the  sort  of 
mystical  part  of  our  democracy.  The  elected  have 
got  to  know  that  we  are  serving  under  your  au- 
thority and  that  you  are  the  ones  that  confer  the 
office. 

Therefore,  if  you  trust  people  — which  admit- 
tedly many  politicians  don’t  — but  if  you  trust 
them  to  make  the  right  decision,  or  the  better 
decision  between  candidates,  the  citizens  pick 
that  up.  They  can  see  clearly  those  who  trust 
them  and  who  are  willing  to  place  one’s  destiny, 
one’s  fate,  in  their  hands,  and  those  who  are 
removed  from  them  and  distrustful  of  them. 

I have  been  very  fortunate.  People  have  been 
extraordinarily  good  to  me.  They  know  that  not 
only  am  I not  afraid  of  them  but  also  more  im- 
portantly, they  sense  that  I am  comfortable  with 
them,  because  1 get  my  strength  and  my  reservoir 
of  energy  from  them.  I call  it  an  “umbilical  bond” 
between  the  voter  and  those  who  seek  to  serve. 


I have  no  idea  whether  I am  “liberal”  or  “con- 
servative.” If  it  is  liberal  to  want  to  conserve 
the  land  and  to  have  the  cleanest  air  and  the 
cleanest  water,  to  worry  about  toxic  pollution  of 
ground  water  for  our  grandchildren,  to  try  to  con- 
serve policies  that  will  insure  the  finest  quality 
for  our  nation’s  health  — if  that  is  liberal,  then 
I guess  I’m  liberal.  If  it  is  conservative  to  make 
sure  that  the  Defense  Department  does  not  spend 
$180,000  for  coffee  makers,  or  $8,000  for  widgets, 
then  I am  very  conservative. 

My  chief  confession  is  that  I’m  very  old-fash- 
ioned. I understand  that,  and  people  who  watched 
my  campaign  understand  that,  because  I rejected 
most  technology.  I rejected  the  advice  of  experts, 
including  all  the  experts  who  advised  me  not  to 
run  because  I couldn’t  win.  And  then  I just  trusted 
the  people,  going  in  a very  old-fashioned  way 
from  county  to  county,  community  to  commu- 
nity, and  talking  about  where  I thought  we  could 
do  a better  job  in  the  Congress:  education,  our 
nation’s  health,  how  we  create  jobs  in  a very 
competitive  international  market.  In  all  the  things 
we  used  to  sell  in  the  South,  like  cheap  wages 
and  unlimited  use  of  water  and  forests,  we  have 
been  outbid  by  the  Taiwanese  and  the  Koreans. 
They  say,  “If  you  will  come  over  here,  we  will 
give  you  cheaper  wages  and  more  unlimited  tim- 
ber and  water,  and  we’re  not  going  to  put  any 
environmental  controls  on  you.”  So  the  jobs  have 
moved  away.  I just  think  that  we  can  come  up 
with  a lot  better  policies  and  go  to  work. 

MAG:  You  like  to  read  fine  old  novels,  such  as 
Anthony  Trollope,  and  perhaps  a little  poetry  now 
and  then.  Where  do  the  arts  fit  into  your  life  or 
into  your  political  views? 

SENATOR  FOWLER:  My  education  was  a sim- 
ple liberal  arts  education.  My  majors  were  Eng- 
lish and  philosophy.  I believe  in  the  value  of 
education  as  not  only  the  best  guide  to  living  but 
also  living  well.  I don’t  go  around  quoting  Trol- 
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lope  or  Yeats  in  my  speeches,  but  it  beats  reading 
the  budget! 

I had  a professor  in  law  school,  a wonderful 
fellow  named  Tarver  Rountree.  When  I wrote  up 
my  little  announcement  that  I was  going  to  run 
for  office,  I took  it  in  to  him.  I had  spent  some 
time  in  Ireland  following  Yeats,  who  is  a great 
hero  of  mine,  around  his  country  — the  Galway 
coast,  his  bars  and  taverns,  and  where  he  is  bur- 
ied. One  of  his  fine  poems  is  called  “An  Irish 
Airman  Foresees  His  Death.”  The  ending  goes 
something  like,  “Those  that  I guard  I do  not  love 
/ those  that  I fight  I do  not  hate.  / Only  a lonely 
impulse  of  delight  / led  me  to  this  tumult  in  the 
clouds.  . . So  in  my  press  release  I had  written 
that  one  of  the  reasons  I was  running  was  “a 
lonely  impulse  of  delight.” 

Professor  Rountree  read  it,  but  he  was  strangely 
silent.  I said,  “Come  on,  tell  me  what  you  think.” 
He  said,  “No,  it’s  fine.  I just  have  one  suggestion.” 
Of  course,  very  smugly  I knew  what  it  was,  but 
I said,  “Well,  what  is  it?”  He  said,  “Wyche,  I just 
believe  that  if  you’re  going  to  have  a future  in 
politics  in  Georgia,  I hope  that  this  is  the  last 
time  you  match  subject  and  verb.” 

Anyway,  he  didn’t  mess  with  the  Yeats. 

MAG:  Do  United  States  Senators  play  baseball 
on  the  Mall  near  the  Capitol?  You  are  a baseball 
player;  what  advice  would  you  give  to  Ted  Turner 
to  help  the  Braves? 

SENATOR  FOWLER:  I’d  give  him  plenty  of  ad- 
vice, but  unfortunately  it  all  has  to  do  with  the 
size  of  his  checkbook.  They  have  a Congres- 
sional softball  team;  my  office  has  a team  that 
plays  on  the  Mall,  but  I quit  doing  that  3 or  4 
years  ago.  I have  been  dragged  kicking  and 
screaming  into  middle  age.  I’m  now  protecting 
my  rotator  cuff. 

MAG:  Let’s  talk  about  morality.  As  physicians, 
we  are  concerned  with  some  of  the  public’s 
thinking  that  they  can ’t  trust  us,  or  the  govern- 


ment suggesting  that  it  can ’t  trust  our  sense  of 
fiscal  responsibility.  What  do  you  think?  How  do 
you  look  at  our  profession?  Do  you  as  an  outsider 
from  medicine  worry  about  the  state  of  ethics  in 
organized  medicine? 

SENATOR  FOWLER:  Well,  I don’t  have  all 
those  answers.  Let  me  just  say  this.  I believe  that 
the  medical  profession  represents  an  extraordi- 
nary gift  of  public  trust.  It  is  one  of  the  highest 
callings  in  our  society  — the  calling  to  heal  and 
to  comfort  the  afflicted.  1 must  say  I have  certainly 
been  impressed  over  the  years  by  the  quality  of 
the  men  and  women  who  enter  medical  service 
at  all  levels,  from  nursing  to  doctoring. 

I have  a long-term,  sustained  interest  in  health 
care,  because  I know  instinctively  how  difficult 
and  challenging  the  demands  on  the  profession 
are.  A lot  of  these  so-called  “moral”  questions 
are  going  to  get  tougher  and  multiply  as  the  pop- 
ulation ages  and  increases,  and  as  the  combi- 
nation of  science  and  technology  forces  a re- 
examination of  traditional  practices  by  the  med- 
ical profession. 

The  primary  thing  that  anybody  over  60  years 
old  is  concerned  with  90  percent  of  the  time  is 
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health  care:  how  legislation  affects  them,  whether 
or  not  prescription  drugs  come  from  Medicare, 
whether  or  not  they  can  get  better  artificial  limbs 
from  the  Veterans  Administration.  Then  there  are 
even  more  difficult  questions  that  I believe  are 
inappropriate  for  the  legislative  domain:  ques- 
tions of  when  life  begins,  when  it  ought  to  be 
terminated,  under  what  circumstances?  These  are 
really  ethical  questions;  they  are  theological  and 
medical  questions.  They  should  not  be,  in  my 
opinion,  decided  by  legislative  bodies. 

On  the  questions  regarding  individuals  and 
their  own  health  and  how  they  feel  about  them- 
selves — and  when  they  are  hurt  who  they  will 
go  to  to  heal  them  — I want  to  keep  those  ques- 
tions to  the  greatest  possible  extent  between  the 
doctor  and  the  patient.  I don’t  want  the  govern- 
ment circumscribing  precisely  the  manner,  place, 
or  the  technique  of  treatment. 

MAG:  How  about  telling  us  anything  else  that's 
on  your  mind  that  you  want  us  to  tell  the  doctors 
in  the  state  of  Georgia. 


SENATOR  FOWLER:  I don’t  know  that  I have 
any  great  message  except  one  of  respect,  as  I 
have  already  indicated.  I am  pleased  to  see  more 
and  more  doctors  assuming  positions  of  respon- 
sibility and  leadership  in  their  communities  — 
outside  of  the  medical  profession.  Physicians  are 
one  of  the  few  professional  groups  who  receive 
tremendous  respect  and  trust  before  they  prac- 
tice their  profession,  just  by  having  the  term  M.D. 
after  their  name  from  the  moment  they  graduate 
from  medical  school.  They  are  given  an  inordi- 
nate amount  of  public  trust  and  responsibility 
before  they  have  had  the  opportunity  to  earn  it. 
And  if  they  realize  that  and  guard  that  trust,  then 
I think  they  would  be  surprised  how  their  influ- 
ence will  be  felt  on  all  other  matters  of  human 
endeavor  in  which  they  are  naturally  interested 
as  citizens. 

MAG:  Senator  Fowler,  thanks  for  your  time. 

SENATOR  FOWLER:  I’ve  enjoyed  it.  But  watch 
out  — this  Journal  interview  will  probably  cause 
some  subscription  cancellations!  [Laughs.]  ■ 
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When  you  help  the  United  Negro 
College  Fund,  you’re  really  help- 
ing yourself.  Because  when  you 
need  someone  to  fill  a position, 
you’ll  have  a qualified  graduate 
that  you  helped  educate. 

UNCF  member  schools  prepare 
their  students  for  demanding 
business  careers.  They’re  taught 


business  management,  computer 
science,  accounting,  engineering. 
So  they’re  ready  to  graduate  into 
a business  like  yours. 

Your  contribution  to  the  United 
Negro  College  Fund  helps  support 
41  private,  predominately  black 
colleges  and  universities.  Where 
thousands  of  students  graduate 


each  year  with  the  skills  and 
education  that  could  be  just  what 
you’re  looking  for. 

So  help  them  now. 

Send  your  check  to  the  United 
Negro  College  Fund,  Box  K,  500 
East  62nd  St.,  New  York,  N.Y.  10021 
And  they’ll  be  ready  when  you 
need  them. 


GIVE  TO  THE  UNITED  NEGRO  COLLEGE  FUND. 
A MIND  IS  A TERRIBLE  THING  TO  WASTE. 
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Specify  Adjunctive 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-2GB-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytlc  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1-2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1-3-4  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosageto  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 

53159-001-10. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
didinium  bromide 


Please  consult  complete  prescribing  information,  a summary  of  which 
follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National  Acad- 
emy of  Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  indications  as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable 
colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  fur- 
ther investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder 
neck  obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or 
didinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  ( e.g operating  machinery,  driving). 
Physical  and  psychological  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium®  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including  convulsions)  reported 
following  discontinuation  of  tne  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy. 

Advise  patients  to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective 
amount  to  preclude  ataxia,  oversedation,  confusion  (no  more  than 
2 capsules/day  initially;  increase  gradually  as  needed  and  tolerated). 
Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  pharmacology  of 
agents,  particularly  potentiating  drugs  such  as  MAO  inhibitors,  pheno- 
thiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treating  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  especially 
in  elderly  and  debilitated;  avoidable  in  most  cases  by  proper  dosage 
adjustment,  but  also  occasionally  observed  at  lower  dosage  ranges.  Syn- 
cope reported  in  a few  instances.  Also  encountered:  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  increased  and  decreased  libido — 
all  infrequent,  generally  controlled  with  dosage  reduction;  changes  in 
EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HCI,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  mouth,  blurring  of  vision,  urinary  hesitancy,  constipation.  Con- 
stipation has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


P.l.  0186 


It’s  time 

for  the  Peacemaker 


In  irritable  bowel  syndrome*  anxiety  can  aggravate  intestinal  symptoms,  which  may 
further  intensify  anxiety — a distressing  cycle  of  brain/bowel  conflict.  Librax  intervenes  with 
two  well-known  compounds.  The  Librium®  (chlordiazepoxide  HCl/Roche)  component 
safely  relieves  anxiety.  And  Quarzan®  (clidinium  bromide/Roche)  provides  antisecretory 
and  antispasmodic  action  to  relieve  discomfort  associated  with  intestinal  hypermotility. 

Dual  action — for  peace  between  brain  and  bowel.  Because  of  possible  CNS  effects,  caution 
patients  about  engaging  in  activities  requiring  complete  mental  alertness.  Specify  Adjunctive 


LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  bromide 


^Librax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  the  irritable  bowel  syndrome. 
Copyright  c.  1987  by  Roche  Products  Inc.  All  rights  reserved.  Please  see  summary  of  prescribing  information  on  adjacent  pagers* 


Points  of  View 


The  emergence  of  the  drug  repackaging  industry  as  well  as  the  new  Rules  of 
the  Georgia  State  Board  of  Pharmacy  have  generated  much  debate  about  the 
dispensing  of  drugs  by  physicians.  These  issues  will  likely  be  addressed  at  the  1988 
Georgia  General  Assembly,  though  as  of  this  printing,  we  do  not  know  what,  if  any, 
legislation  will  be  introduced.  Presented  here  are  two  opinions  on  the  issues:  one 
from  a physician  representing  his  group  practice  and  the  other  from  a pharmacist 
and  the  Executive  Director  of  the  Georgia  Pharmaceutical  Association. 


Points 


The  Physicians5  Experience 
W Scott  James,  M.D. 


• • We  have  been 
dispensing  medications 
from  our  office  for  just 
over  one  year,  and  as 
our  poll  predicted,  we 
have  had  excellent 
acceptance  and 
appreciation  for  this 
service  from  our 
patients . 9> 


The  horse-and-buggy  days  of 
practicing  medicine  have  long 
since  disappeared  and  are  almost 
forgotten,  except  for  those  who  ven- 
ture to  Jefferson,  Georgia,  and  visit 
the  Crawford  W.  Long  Museum. 
While  roaming  through  this  histor- 
ically rich  museum,  one  can  imag- 
ine the  country  doctor  of  the  past 
visiting  his  patients  at  home  and 
dispensing  various  medications  out 
of  his  large  black  bag. 

Eventually,  of  course,  apothecar- 
ies sprang  up  around  the  country- 
side, staffed  by  pharmacists  who 
were  trained  in  the  art  of  using  their 
mortar  and  pestle  for  mixing  com- 
plicated medications,  carefully  fol- 
lowing the  doctor’s  instructions 
scribbled  on  a piece  of  paper  — 
usually  in  Latin.  In  rural  areas,  some 
physicians  continued  the  dispen- 
sing of  medication,  but  in  urban 
areas  where  pharmacies  became 
more  abundant,  the  physician  left 
the  timely  mixing  and  dispensing 
of  drugs  to  the  pharmacist,  who  op- 


Dr.  James  practices  pediatrics  in  a six-man  group 
and  serves  on  MAG’s  Ad  Hoc  Committee  on  Phy- 
sician Dispensing  and  Drugs.  Send  reprint  requests 
to  him  at  993-D  Johnson-Feriy  Rd.,  Atlanta,  GA 
30342. 


erated  in  a store  stocked  with  nu- 
merous medicinal  ingredients. 

Over  the  years,  modern  phar- 
maceutical research  and  industrial- 
ization removed  much  of  the  mys- 
tique of  the  mortar  and  pestle, 
substituting  for  them  multi-colored 
capsules,  enteric  coated  tablets, 
syrupy  liquids,  and  powdered  an- 
tibiotics that  are  the  products  of  to- 
day’s large  pharmaceutical  houses. 
As  a result,  the  pharmacist’s  func- 
tion changed.  No  longer  a com- 
pounder of  original  medicines,  the 
druggist  became  primarily  a keeper 
of  packaged  medications.  While  the 
physician  might  have  with  him  a 
dozen  or  two  pharmaceutical 
agents,  the  pharmacist  kept  on  hand 
a multitude  of  drugs  in  varying  dos- 
ages, ready  for  dispensing  when- 
ever the  physician  prescribed.  Not 
surprisingly,  the  number  of  physi- 
cians who  dispensed  has  dropped 
dramatically.  In  the  1940s,  perhaps 
25%  of  practicing  physicians  in  the 
United  States  dispensed  drugs.  This 
number  fell  to  10%  by  1967;  it  is 
even  smaller  today. 

At  the  same  time,  rapidly  ad- 
vancing medical  technology,  in- 

Continued  on  p.  32 
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Physician  Dispensing  of  Drugs 


Counterpoint:  The  Pharmacists’  Experience 

John  T.  Sherrer 
Larry  Braden 


«A  s pharmacists,  we 
believe  that  it  is  our 
responsibility  to  ensure 
that  this  safety  net  is 
maintained  for  the 
good  of  patients  and 
that  medical 
practitioners  dispensing 
be  extremely 
limited.  J J 


SINCE  THE  VAST  MAJORITY  of  US  who 
are  practicing  medicine  or 
pharmacy  in  this  country  received 
our  education  here  in  the  United 
States  with  its  Western-European 
history,  we  tend  to  think  of  Hip- 
pocrates when  asked  about  the  or- 
igin of  the  practice  of  medicine. 
Hippocrates  and  his  fellow  Greek 
intellectuals  sought  rational  expla- 
nations of  everything.  Their  best 
writings  and  practices  established 
the  fundamentals  of  the  scientific 
method  and  began  the  process  of 
the  rejection  of  unsupported  theory 
and  superstition,  thereby  paving  the 
way  for  today’s  rational  and  extraor- 
dinarily effective  health  care  sys- 
tem. 

Pharmacy  and  medicine  were  es- 
sentially one  in  the  same  from  the 
earliest  recorded  history  until  the 
13th  century  when  most  historians 
feel  that  the  two  professions  had 
evolved  to  the  point  that  health  leg- 
islation was  enacted  in  the  King- 
dom of  the  Two  Sicilies  that  pro- 


Mr.  Sherrer  is  a pharmacist,  and  Mr.  Braden  is 
Executive  Director  of  the  Georgia  Pharmaceutical 
Association.  Send  reprint  requests  to  Mr.  Sherrer, 
833  Campbell  Hill  St.,  Marietta,  GA  30060. 


vided  for  the  separation  of  pharmacy 
from  medicine.  That  legislation  es- 
tablished official  supervision  of  the 
oractice  of  pharmacy  and  obligated 
the  pharmacist  by  oath  to  prepare 
drugs  reliably,  according  to  skilled 
art,  in  a uniform,  suitable  quality. 
Through  the  ensuing  centuries 
medicine  and  pharmacy  have 
evolved  separately  but  always  in 
tandem,  providing  today’s  patients 
with  a vast  array  of  pharmaceutical 
products,  the  expertise  of  highly 
skilled  physicians,  and  the  exper- 
tise of  highly  skilled  pharmacists. 
Today’s  physicians  can  prescribe 
for  their  patients’  needs  from  an  ar- 
mamentarium of  some  3000  drugs 
stocked  by  the  typical  pharmacy. 
Physicians  can  call  upon  the  phar- 
macists’ experience  and  unique 
knowledge  gained  by  some  6-7 
years’  academic  training  to  assist  in 
determining  available  and  appro- 
priate product  forms  and  dosages 
in  virtually  any  variation  or  com- 
bination necessary  to  provide  their 
patient  with  optimum  therapy. 

During  the  last  couple  of  dec- 
ades, pharmacists  and  physicians 
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creasing  urbanization,  and  changes 
in  America’s  lifestyles  have  not  only 
made  it  possible  but  almost  oblig- 
atory for  the  primary  care  physician 
to  add  new  services  to  his  or  her 
office  practice.  We  are  now  per- 
forming many  more  laboratory  and 
testing  services  for  our  patients  than 
we  did  20  years  ago  — throat  cul- 
tures, rapid  latex  strep  tests,  urine 
cultures,  CBCs,  aminophyllin  lev- 
els, etc.  — which  save  the  patient 
time,  energy,  and  expense,  as  well 
as  give  immediate  results.  Conven- 
ience and  good  patient  care  are  thus 
assured. 

The  same  motivations  of  good 
patient  care  and  convenience 
spawned  another  service  that  phy- 
sicians are  performing  in  their  of- 
fices today.  Several  years  ago,  drug 
repackaging  houses  sprang  up 
around  the  country  offering  physi- 
cians the  choice  of  medications  to 
dispense  from  their  offices.  Pres- 
ently, some  two  dozen  pharmaceu- 
tical repackagers  serve  physicians, 
veterinarians,  podiatrists,  and  den- 
tists who  wish  to  dispense  as  well 
as  prescribe  drugs. 

£ £ . . . there  needs  to 
be  separate  rules  and 
regulations  governing 
the  dispensing 
physician,  applicable  to 
the  office  setting, 
which  by  nature  of  its 
operation  is  not  akin  at 
all  to  the  pharmacist’s 

setting . 99 

When  approached  by  one  of  these 
companies  for  the  purpose  of  dis- 
pensing in  our  pediatric  office,  my 
partners  and  1 initially  gave  a neg- 
ative response.  Later,  however,  we 
took  a poll  of  our  patients  and  were 
somewhat  surprised  by  the  over- 
whelming (90%)  positive  attitude  of 
our  patients  concerning  office  dis- 


pensing. 1 have  since  learned  that 
other  groups  have  taken  polls  of 
their  patients  and  have  had  simi- 
larly positive  results.  Our  poll  in- 
dicated that  our  patients’  parents 
favored  office  dispensing  of  medi- 
cations largely  because  of  the  con- 
venience for  them,  and  the  fact  that 
they  would  not  have  to  spend  from 
20  to  60  minutes  from  the  time  they 
left  our  office  to  get  the  medication 
until  they  arrived  home  with  their 
sick  child.  A total  of  24%  of  the 
respondents  felt  that  the  price  might 
also  be  a factor  in  deciding  to  get 
their  medications  from  our  office. 
By  and  large,  the  parents  did  not 
want  to  have  to  take  a sick  child 
(especially  two  or  three)  through 
traffic,  wait  for  the  prescription  to 
be  filled,  and  then  finally  get  home 
before  the  first  dose  of  medicine 
was  administered. 

We  have  been  dispensing  med- 
ications from  our  office  for 
just  over  one  year,  and  as  our  poll 
predicted,  we  have  had  excellent 
acceptance  and  appreciation  for  this 
service  from  our  patients.  We  would 
not  have  started  this  new  service  for 
our  patients  had  they  not  over- 
whelmingly favored  it.  As  in  years 
gone  by,  this  is  seen  as  a service 
and  convenience  by  our  patients 
from  their  physician.  Every  time  we 
dispense  medication,  it  does  take 
some  extra  time,  but  it  is  well  worth 
it.  We  simply  let  the  parent  know 
that  this  is  available  if  they  choose 
to  use  it,  and  those  who  have  used 
the  service  previously,  usually  ask 
“Do  you  have  this  medicine  here  in 
your  office?”  Many  times  we  do  not 
have  a particular  medication  that 
we  want  to  prescribe,  and  therefore 
we  write  many  prescriptions  each 
day.  The  fact  that  we  dispense  med- 
ications has  not  in  any  way  changed 
our  method  or  choice  of  prescrib- 
ing. In  reviewing  our  charts,  I have 
noticed  that  none  of  us  in  our  group 
of  six  pediatricians  has  been  pre- 
scribing more  medications  since  we 
started  dispensing.  In  other  words, 
in  our  experience,  our  practice  of 
medicine  remains  the  same,  except 
that  we  offer  a new  service  in  our 


office.  Additionally,  our  prices  for 
the  medications  to  our  patients  have 
not  increased  since  we  started  dis- 
pensing in  October  of  1986  — in 
fact  in  two  instances  the  price  has 
decreased.  The  slight  increase  in 
cash  flow  from  dispensing  has  off- 
set to  some  degree  our  increased 
overhead  during  the  last  year. 

Some  of  the  unexpected  rewards 
from  office  dispensing  have  been 
noted  in  expressions  of  gratitude 
from  our  patients’  parents  in  having 
this  service  available  for  them  — 
usually  from  the  convenience  of  not 
making  an  extra  trip  with  a sick  child 
to  get  their  medications  prior  to  re- 
turning home.  Several  mothers  have 
exclaimed  to  me  “Why  haven’t  you 
been  doing  this  (dispensing)  be- 
fore now?” 

Good  patient  care  and  conven- 
ience also  involve  not  only  the 
obtaining  but  also  the  administer- 
ing of  the  medication.  Those  of  us 
who  have  been  in  practice  for  20 
years  or  more  will  sometimes  rem- 
inisce on  the  numerous  house  calls 
that  we  made  prior  to  going  home 
for  supper,  and  the  injections  and 
medications  that  we  dispensed  at 
the  bedside.  The  patients  appreci- 
ated the  convenience  of  our  dem- 
onstrating the  proper  use  of  eye- 
drops  or  eardrops  in  a squirming 
child.  No  lengthy  directions  on  a 
label  of  eyedrops  or  advice  from  a 
well-meaning  pharmacist  could  ever 
take  the  place  of  a mother’s  own 
physician  helping  her  with  her  baby 
— especially  if  this  first-time  mother 
had  never  seen  or  helped  anyone 
do  this  before.  We  have  had  moth- 
ers tell  us  on  a return  visit  that  they 
certainly  appreciated  our  putting 
eardrops  in  the  child’s  ears  while 
on  the  examining  table,  giving  him 
his  pain  medication,  and  adminis- 
tering the  first  dose  of  the  oral  an- 
tibiotic prior  to  leaving  the  office. 
In  each  instance,  the  child  felt  bet- 
ter by  the  time  they  had  arrived 
home,  and  the  mother  knew  that 
the  antibiotic  was  already  working 
on  the  infection. 
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have  increasingly  worked  closer  to- 
gether in  both  the  community  and 
the  institutional  setting  where  phar- 
macists play  key  rolls  in  P & T de- 
cisions, provide  specialized  hi-tech 
preparations  for  patients,  and  with 
increasing  frequency  make  rounds 
to  assist  the  attending  physician  in 
selecting  and  monitoring  appropri- 
ate drug  therapy.  In  the  nursing 
home  environment,  pharmacists 
have  assumed,  under  federal  re- 
quirements and  guidelines,  in- 
creasing roles  designed  to  assist  the 
attending  physician  and  nursing 
staff  in  monitoring  rational  and  cost- 
effective  drug  therapy. 

Never  a day  goes  by  in  the  normal 
practice  of  community  medicine 
and  pharmacy  that  the  physician 
and  pharmacist  don’t  interact  on 
behalf  of  the  patient.  Whether  it  is 
the  simple,  routine  call  from  the 
pharmacist  to  check  for  an  OK  on 
a refill,  or  the  occasional  life-threat- 
ening prescriber  error  or  drug  in- 
teraction, pharmacists  and  physi- 
cians have  been  a close  team  with 
tremendous  benefits  for  our  health 
care  delivery  system  with  surpris- 
ingly few  instances  of  friction  or 
misunderstandings. 

If  the  system  has  evolved  so  log- 
ically and  is  working  so  well,  then 
why  is  this  current  controversy 
swirling  around  physicians  selling 
drugs  for  profit,  a controversy  that 
has  even  led  to  congressional  pro- 
posals to  outlaw  the  activity? 

The  answer  can  be  found  pri- 
marily in  the  emergence  of  a new 
“growth  industry,”  the  so-called  re- 
packaging industry,  which  is  di- 
rected towards  capitalizing  on  some 
of  the  basic  economic  principles  of 
our  nation’s  drug  distribution  sys- 
tem but,  in  the  eyes  of  pharmacists 
and  many  others,  at  the  ultimate 
expense  of  patients  and  our  high- 
quality  health  care  delivery  system. 

What  is  a repackaging  house? 

Repackagers  are  compa- 
nies which  obtain  a federal  license 
to  purchase  drugs  in  bulk  quan- 
tities and  then  repackage  them  into 
smaller  containers  with  appropriate 
relabeling.  Recognizing  that  the 


universal  “80-20”  rule  of  econom- 
ics exists  in  pharmacy  operations 
as  in  virtually  every  other  industry, 
the  majority  of  gross  revenue,  i.e. 
80%,  will  be  generated  by  less  than 
20%  of  the  existing  inventory.  Con- 
versely, more  than  80%  of  the  items 
carried  by  the  typical  pharmacy  cre- 
ate less  than  20%  of  revenue.  But 
it  is  those  items  which  provide  the 
physician  with  the  broadest  range 
of  therapeutic  alternatives  available 
to  any  medical  practitioners  any- 
where in  the  world.  It  is  those  prod- 
ucts which  are  infrequently  used  by 
the  typical  practitioner,  occasion- 
ally needed  by  the  atypical  patient, 
the  products  which  pharmacists 
maintain  for  the  benefit  of  the  phy- 
sician and  the  patient.  Frequently, 
it  is  in  areas  of  medical  practice 
dealing  with  those  infrequently  used 
products  that  the  pharmacist  and 
physician  find  themselves  interact- 
ing on  a personal  basis  in  order  to 
help  a patient. 

Repackagers,  however,  would 
lead  physicians  into  disregarding 
any  thought  about  the  ultimate  ef- 
fect on  our  total  drug  distribution 
system  in  exchange  for  the  lure  of 
promises  stating  that  you  can  ex- 
pect “thousands  of  dollars  added 
to  your  bottom  line”  if  you,  the  pre- 
scriber, will  only  choose  to  capi- 
talize on  the  system,  sell  the  drugs 
you  most  frequently  prescribe,  when 
it  is  convenient  for  you,  and  leave 
the  night,  emergency,  weekend,  and 
expensive,  less  profitable  drugs  for 
your  patients  to  acquire  from  their 
pharmacist. 

By  any  reasonable  definition,  this 
situation,  which  has  been  created 
largely  by  the  profit  motives  of  re- 
packagers enticing  physicians  to  lay 
aside  traditional  concerns  about 
ethics  and  their  responsibilities 
within  the  entire  health  care  deliv- 
ery system,  causes  grave  concerns 
in  the  minds  of  many  persons  about 
the  conflict  of  interest  which  is  cre- 
ated when  a physician  sells  drugs 
for  profit. 

Three  prominent  medical 

spokesmen  have  recently  cau- 


tioned their  colleagues  against  phy- 
sician drug  sales.  Dr.  Arnold  S.  Rei- 
man, editor  of  the  New  England 
Journal  of  Medicine,  recently  wrote 
Congressman  Ron  Wyden  (D-OR), 
who  has  introduced  legislation  to 
prohibit  prescribers  selling  drugs 
for  profit.  In  his  letter  Dr.  Reiman 
stated,  “I  favor  your  bill  because  it 
supports  the  basic  ethical  code  of 
the  medical  profession  and  helps 
to  counter  forces  that  lately  have 
been  commercializing  the  practice 
of  medicine.  Any  arrangement  that 
encourages  doctors  to  become  ven- 
dors of  drugs  they  prescribe  creates 
conflicts  of  interest  that  tend  to 
weaken  the  role  of  the  doctor  as  the 
patient’s  agent  and  trustee.” 


requirements  and 
professional  standards 
for  record  keeping, 
labeling,  and  dispensing 
which  pharmacists 
must  adhere  to  are  well 
founded  in  good 

patient  care . yy 

During  an  interview  on  ABC’s 
“Good  Morning,  America,”  AMA 
Trustee  Dr.  Robert  McAffee  com- 
mented, “We  think  this  is  not  in  the 
best  interest  of  patients  — for  doc- 
tors to  participate  in  that  kind  of 
endeavor  on  a regular  basis.  Cer- 
tainly in  those  areas  where  ethical 
pharmacists  and  suppliers  of  de- 
vices are  available  to  patients,  we 
don’t  think  that  physicians  on  a reg- 
ular basis  should  participate  for 
profit.” 

During  that  same  interview,  ABC 
Medical  Editor  Dr.  Timothy  John- 
son agreed  with  McAffee:  “I  do  have 
an  objection  (to  physicians  selling 
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Compliance  is  an  important  part 
of  prescribing  medication, 
and  if  one  dispenses  in  the  office, 
one  is  sure  of  the  initial  compliance 
and  usually  sure  that  the  child  will 
get  the  medication  as  directed, 
since  the  medicine  is  already  in  the 
mother’s  possession. 

Since  we  began  dispensing,  a na- 
tional study  has  been  released  that 
confirms  our  experience.  A report 
presented  at  the  Rutgers  University 
Pharmaceutical  Conference  last 
June  showed  that  noncompliance 
— patients  failing  to  have  their  pre- 
scriptions filled  and  failing  to  take 
medications  as  directed  by  the  phy- 
sician — was  a major  health  prob- 
lem in  this  country,  leading  to  lost 
work  days,  unnecessary  hospitali- 
zations, and  as  many  as  125,000 
deaths  annually.  Physician  dispens- 
ing not  only  ensures  the  filling  of 
the  prescription  but  it  also  im- 
proves the  patient’s  compliance 
with  the  physician’s  instructions. 
The  Rutgers  report  indicated  that 
while  only  43%  of  the  respondents 
could  recall  a pharmacist  giving 
them  instructions,  fully  92%  re- 
membered how  their  doctor  gave 
them  detailed  directions  on  dosage 
at  the  time  they  received  the  pre- 
scription.1 


£ ^ Office  dispensing 
affords  greater 
convenience  and 
compliance  for  our 

patients . yy 


In  our  practice,  we  have  had  sev- 
eral instances  prior  to  our  dispens- 
ing where  a parent  would  call  us 
at  7:00  o’clock  at  night  complaining 
of  a high  fever  after  the  child  had 
been  in  the  office  earlier  in  the  day. 
Our  response  was  that  the  anti- 
biotic had  not  had  a chance  to  work 
as  yet  — especially  when  we 
learned  from  the  mother  that  the 
father  had  just  gotten  home  from 
work,  and  the  baby  had  not  re- 
ceived the  first  dose  — 6 hours  after 


being  seen  in  the  office.  When  we 
dispense  medication  to  our  pa- 
tients, we  hand  it  to  the  parent  and 
verbally  give  her  or  him  instructions 
as  we  point  to  the  label.  If  the  par- 
ent has  any  questions  at  that  time, 
she  or  he  can  ask  us  directly.  We 
also  have  the  child’s  chart  in  front 
of  us  and  thereby  know  if  he  or  she 
is  allergic  to  certain  medications, 
does  not  take  one  brand  or  generic 
as  well  as  another  one,  or  any  other 
idiosyncracies  that  might  apply.  We 
are  all  human  and  are  subject  to 
mistakes,  but  this  system  seems 
more  fool-proof  than  any  I know. 

One  other  beneficial  spin-off  from 
office  dispensing  is  that  we  can  be 
certain  of  the  generic  drugs  our  pa- 
tients may  be  receiving.  However, 
when  we  prescribe  a drug,  we  are 
familiar  with  its  action,  but  we  have 
no  knowledge  of  the  therapeutic 
rating  or  manufacturer  of  a generic 
that  may  be  substituted  by  a phar- 
macist. It  is  important  that  we  know 
which  generic  our  patient  is  getting 
— especially  in  light  of  the  new  ge- 
neric prescription  law  that  went  into 
effect  last  October  1 . 

I also  wish  to  point  out  that  before 
beginning  to  dispense  drugs  in 
our  office,  we  studied  the  state  stat- 
utes concerning  the  dispensing  of 
medicines.  It  is  only  natural  that 
rules  and  regulations  be  in  place  to 
control  the  quality  and  to  standard- 
ize the  dispensing  of  medications. 
If  a physician  dispenses  medica- 
tion from  his  own  office,  there  is 
no  pharmacist  or  other  third  party 
involved,  and  we  are  essentially 
back  to  the  “black  bag”  days  where 
the  physician,  trained  in  disease, 
pathology,  diagnosis,  and  treat- 
ment, is  able  to  decide  which  med- 
icine his  or  her  patient  needs.  He 
or  she  therefore  handles  it  in  a more 
direct  manner  without  actually  writ- 
ing a note  to  a third  party  saying 
what  the  patient  should  receive.  Our 
nurses  are  trained  in  medication 
doses,  and  we  rely  on  them  to  draw 
up  Demerol,  antibiotics,  and  other 
medications  in  a syringe,  and  ad- 
minister them  to  our  patients  di- 
rectly. We  can  also  entrust  to  the 
same  nurse  the  job  of  helping  us 


add  water  to  powder  in  a pre-meas- 
ured  bottle  in  order  to  make  a sus- 
pension. The  physician  must  have 
direct  control  of  the  whole  opera- 
tion and  must  hand  the  medication 
directly  to  the  parent  or  patient  with 
some  verbal  instructions  as  well  as 
written  instructions.  And  as  they  do 
with  their  medical  records,  physi- 
cians should  keep  an  accurate  ac- 
count of  the  drugs  that  are  dis- 
pensed in  the  office.  Under  these 
circumstances,  it  would  seem  re- 
dundant to  require  the  practicing 
physician  to  be  under  the  very  same 
rules  and  regulations  which  apply 
to  a pharmacist. 

But  the  point  here  is  that  there 
needs  to  be  separate  rules  and  reg- 
ulations governing  the  dispensing 
physician,  applicable  to  the  office 
setting,  which  by  nature  of  its  op- 
eration is  not  akin  at  all  to  the  phar- 
macist’s setting.  The  Composite 
State  Board  of  Medical  Examiners, 
which  governs  the  practice  of  med- 
icine in  this  State,  should  address 
this  situation  and  formulate  new 
rules  that  would  pertain  to  the  dis- 
pensing physician.  This  situation 
can  be  handled  effectively  by  the 
Composite  Board,  and  I am  sure 
that  dispensing  physicians  would 
welcome  such  a move. 

Office  dispensing  has  been  a 
learning  experience  for  us  in 
many  ways,  has  brought  us  closer 
to  some  of  our  patients  — improv- 
ing the  doctor-patient  relationship 
— and  has  been  appreciated  by  al- 
most all  who  partake  in  it.  Our  ex- 
perience with  dispensing  has  been 
a very  positive  one,  both  for  the  pa- 
tient and  the  physician.  In  this  ar- 
ticle, I am  only  relating  how  dis- 
pensing evolved  in  our  practice,  and 
what  results  we  have  obtained  so 
far.  We  certainly  do  not  expect  that 
all  physicians  would  either  feel  the 
need  for  or  want  to  initiate  this  serv- 
ice in  their  offices,  but  it  is  a service 
that  should  be  understood  and 
evaluated  for  the  possible  benefits 
to  all. 
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drugs)  if  they  are  sold  at  profit.”  He 
said,  “I  think  that  when  a patient 
comes  to  a doctor,  there  should  be 
no  question  that  the  doctor  is  there 
to  serve  in  an  overall  advisory  role, 
not  as  a vendor  of  drugs  or  prod- 
ucts.” 

As  pharmacists,  we  strongly  op- 
pose the  practice  of  medical 
practitioners  dispensing  prescrip- 
tion medication  to  their  patients. 
Physicians  are  experts  in  diagnos- 
ing health  problems  and  in  pre- 
scribing therapy,  while  pharmacists 
are  experts  in  ensuring  the  rational 
use  of  drugs  and  in  communicating 
that  information  to  patients  and 
other  health  care  professionals. 

We  believe  strongly  that  all  pa- 
tients receiving  medications  are  en- 
titled to  comprehensive  pharma- 
ceutical services  including,  but  not 
limited  to,  maintaining  patients’ 
medication  profiles,  i.e. , complete 
manual  or  computer  records  of  all 
drugs  taken  by  the  patient,  and 
counseling  patients.  These  essen- 
tial elements  of  patient  care  are 
sacrificed  when  medications  are 
dispensed  by  medical  practition- 
ers. Few  patients  have  a single  phy- 
sician. Every  pharmacist  can  cite 
numerous  examples  of  drug  inter- 
actions that  have  been  avoided  by 
the  intervention  of  the  pharmacist 
when  a patient  is  referred,  or  goes 
unreferred,  to  first  one  physician, 
then  another,  perhaps  to  a dentist, 
and  utilizes  the  increasing  number 
of  increasingly  potent  non-pre- 
scription medications.  The  sepa- 
ration of  prescribing  and  dispens- 
ing responsibilities  provides 
essential  checks  and  balances  that 
result  in  better  therapy  and  guard 
against  inadvertent  prescriber  er- 
rors, which  can  be  life-threatening 
to  the  patient. 

A recent  court  decision  recog- 
nized the  pharmacist’s  essential  and 
complementary  role  in  this  system 
of  checks  and  balances.  The  court, 
in  the  case  of  Riff  v.  Morgan,  noted 
that,  “if  the  consensus  of  the  med- 
ical community  is  that  a safety  net 
of  over-lapping  responsibilities  is 
necessary  to  serve  the  best  interests 
of  patients,  it  is  not  for  the  judiciary 


to  dismantle  the  safety  net  and  leave 
the  patients  at  the  peril  of  one  man’s 
(the  physician’s)  human  frailty.”  As 
pharmacists,  we  believe  that  it  is 
our  responsibility  to  ensure  that  this 
safety  net  is  maintained  for  the  good 
of  patients  and  that  medical  prac- 
titioners dispensing  be  extremely 
limited. 

The  legal  requirements  and 
professional  standards  for 
record  keeping,  labeling,  and 
dispensing  which  pharmacists  must 
adhere  to  are  well-founded  in  good 
patient  care.  Physicians  and  other 
prescribers  who  wish  to  engage  in 
dispensing  drugs  must  assume  full 
responsibility  for  all  appropriate 
laws  and  regulations.  It  is  important 
to  note  that  each  of  the  volumes  of 
federal,  state,  and  Board  of  Phar- 
macy laws  and  regulations  pertain- 
ing to  the  practice  of  pharmacy  was 
established  in  direct  response  to  a 
demonstrated  need.  Everything  from 
standards  for  refrigeration  and  light 
exposure  to  child-resistant  pack- 
aging requirements  to  detailed  in- 
ventory and  record-keeping  of  con- 
trolled substances  was  established 
in  response  to  some  problem  which 
had  developed  and  for  which  pub- 
lic policy  dictated  a regulatory  con- 
trol. Those  laws  and  regulations 
were  developed  to  protect  the  pub- 
lic and  to  affect  certain  congres- 
sional and  legislative  objectives, 
e.g.,  the  limited  distribution  of  con- 
trolled substances,  and  it  is  the  re- 
sponsibility of  pharmacists  and  dis- 
pensing prescribers  alike  to  see  that 
the  myriad  of  laws  and  regulations 
is  fully  complied  with. 

As  pharmacists,  we  are  also  ex- 
tremely concerned  about  the 
inherent  financial  incentive  for  dis- 
pensing physicians  to  narrow  a pa- 
tient’s therapeutic  options  to  those 
medications  carried  in  the  physi- 
cian’s limited  stock,  which  in  most 
cases  will  be  fewer  than  50  prod- 
ucts. This  extremely  limited  but,  ac- 
cording to  repackagers,  profitable 
inventory  restricts  the  physician’s 
ability  to  provide  patients  in  every 
instance  with  the  most  cost-effec- 
tive and  therapeutically  effective 
drug.  With  a prescription  order  in 


hand,  patients  have  the  ability  to 
shop  for  a price  and  service  that 
they  feel  is  fair. 

One  of  the  arguments  put  forth 
by  proponents  of  prescribers 
selling  drugs  is  that  it  will  somehow 
enhance  competition.  There  are  ap- 
proximately 50,000  pharmacies  in 
the  United  States,  some  4,000  in 
Georgia.  They  are  accessible  to 
every  citizen.  These  pharmacies  ac- 
tively compete  for  patients  by  pro- 
viding a variety  of  price  and  service 
options,  including  convenient 
hours,  dictated  by  free  market  com- 
petition. What  could  be  more  com- 
petitive than  a statewide  distribu- 
tion system  of  thousands  of 
pharmacies  actively  competing  for 
patients?  What  could  be  less  com- 
petitive than  a prescriber  in  the 
closed  confines  of  an  examination 
room  advising  an  elderly  or  ill  pa- 
tient that  “when  you  leave,  stop  by 
the  front  desk  and  we’ll  have  your 
medicine  ready  for  you”? 


• • The  separation  of 
prescribing  and 
dispensing  provides 
essential  checks  and 

balances . yy 

When  medical  practitioners  dis- 
pense, the  openly  competitive 
pharmacy  market  is  converted  into 
a closed  market  in  which  the  pa- 
tient is  controlled  by  the  physician- 
patient  relationship.  Physicians  are 
perceived  as  authority  figures,  and 
few  patients  — particularly  the  el- 
derly, the  less  educated,  and  the 
less  assertive  — would  reject  a phy- 
sician’s offer  to  dispense  medica- 
tions regardless  of  the  price  or  any 
other  concerns  the  patient  might 
have  but  not  feel  free  to  voice.  A 
subtle,  yet  powerful  psychologic 
force  is  at  work  here,  one  that  com-  [ 
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pels  the  typical  patient  “to  do  what 
the  doctor  orders.”  That  is  an  im- 
portant force  in  the  relationship  be- 
tween physician  and  patient,  and  it 
is  one  which  should  not  be  jeop- 
ardized for  3 or  4 more  dollars’ 
profit. 

In  summary,  our  Western  and 
American  health  care  distribu- 
tion system  has  evolved  into  a highly 
specialized,  sophisticated,  and 
complex  process.  Physicians,  phar- 
macists, nurses,  and  numerous  an- 
cillary personnel  have  vital  roles  to 
play  in  the  system.  Physicians  still, 
even  in  the  face  of  increased  pres- 
sure from  governmental  agencies, 


insurers,  and  others,  play  the  pri- 
mary role  in  determining  the  care 
of  their  patients.  A congressional 
staff  person  recently  made  com- 
ments which  succinctly  summarize 
the  feelings  of  many  by  saying,  in 
effect,  “A  physician  is  a Trustee  for 
the  patient.  Any  Trustee,  whether  it 
be  for  the  purposes  of  executing  a 
will,  assuming  responsibility  for  or- 
phaned minor  children,  or  the  af- 
fairs of  any  other  party,  is  to  be  held 
to  the  highest  level  of  accountabil- 
ity. It  is  not  sufficient  to  avoid  a 
conflict  of  interest;  it  is  mandatory 
that  even  the  appearance  of  a con- 
flict of  interest  be  avoided.  If  we 


have  established  reams  of  laws  to 
develop  standards  of  responsibility 
for  Trustees  in  every  capacity  from 
universities  to  corporate  boards  of 
directors  to  executors  of  estates, 
shouldn’t  there  be  protection  from 
the  few  who  would  capitalize  on 
their  patients  by  selling  them 
drugs?” 

Pharmacists  strongly  support  the 
traditional  system  and  the  tradi- 
tional roles  of  physician  and  phar- 
macists working  together.  We  hope 
that  the  leadership  of  medicine  will 
step  forward  and  help  us  preserve 
this  time-honored  process  which 
serves  your  patients  so  well.  ■ 
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HeRpecin-l 


“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes."  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MDt  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratorjes, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Georgia  HERPECIN-L  is  available  at  all  Bee  Thrifty,  Drugs  Mutual,  Eckerd, 
Reed,  Revco,  RiteAid,  SupeRx  and  Treasury  and  other  select  pharmacies. 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet'. 

Precautions:  While  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals,  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

In  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet 
Bare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  (brand  of  cimetidine  hy- 
drochloride) Injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  Hi  patients. 

Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants:  therefore,  dose  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  ( Theo-Dur ®,  Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  All 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 

*py) 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet -treated  patients  (approximately  1 per 
1 00,000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  Tagamet'  has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  1 00;  300  mg.  tablets  in  bottles  of  1 00  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only);  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  1 00  (intended  for  institutional  use 
only),  and  800  mg.  Tiltab ® tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  1 00  (intended  for  insti- 
tutional use  only). 

Liquid:  300  mg./5  ml.,  in  8 ft.  oz.  (237  ml.)  amber 
glass  bottles  and  in  single-dose  units  (300  mg./ 5 ml.), 
in  packages  of  10  (intended  for  institutional  use 
only). 

injection: 

Vials:  300  mg./2  ml.  in  single-dose  vials,  in  packages 
of  10  and  30,  and  in  8 ml.  multiple-dose  vials,  in 
packages  of  10  and  25. 

Prefilled  Syringes:  300  mg./2  ml.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  in  50  ml.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage ®*  Vials:  300  mg./ 2 ml,  in  single-dose 
ADD-Vantage ® Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet'  HCI  (brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  600 1 5. 

* ADD-Vantage®  is  a trademark  of  Abbott  Laboratories. 
BRS-TG:L73B  Date  of  issuance  Apr.  1987 

SK&F  LAB  CO. 

Cidra,  P.Ft.  00639 
©SK&F Lab  Co.,  1988 


In  peptic  ulcer: 

RELIEF 

REASSURANCE 

REWARD 


You  'll  both  feel  good  about  it. 


This  space  contributed  as  a public  service. 


A defense  against  cancer 
can  be  cooked  up  in  your  kitchen. 


Fruits,  vegetables,  and  whole- 
grain  cereals  such  as  oatmeal,  bran 
and  wheat  may  help  lower  the  risk 
of  colorectal  cancer. 

Foods  high  in  fats,  salt-  or 
nitrite-cured  foods  like  ham,  and 


There  is  evidence  that  diet 
and  cancer  are  related.  Some 
foods  may  promote  cancer,  while 
others  may  protect  you  from  it. 

Foods  related  to  lower- 
ing the  risk  of  cancer  of  the 
larynx  and  esophagus  all  have 
high  amounts  of  carotene, 
a form  of  Vitamin  A which 
is  in  cantaloupes,  peaches, 
broccoli,  spinach,  all  dark 
green  leafy  vegetables,  sweet 
potatoes,  carrots,  pumpkin, 
winter  squash  and  tomatoes, 
citrus  fruits  and  brussels 
sprouts. 

Foods  that  may 
help  reduce  the  risk 
of  gastrointestinal 
and  respiratory 
tract  cancer  are 
cabbage,  broccoli, 
brussels  sprouts, 
kohlrabi,  cauliflower. 


fish  and 

types  of  sausages  smoked  by  tradi- 
tional methods  should  be 
eaten  in  moderation. 

Be  moderate  in 
consumption  of  alco- 
hol also. 

A good  rule  of 
thumb  is  cut  down  on 
fat  and  don’t  be  fat. 
Weight  reduction  may 
lower  cancer  risk.  Our 
12-  year  study  of  nearly  a 
million  Americans  uncovered 
high  cancer  risks  particularly 
among  people  40%  or  more 
overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your  own 
defense  against  cancer.  So  eat 
healthy  and  be  healthy 

No  one  faces 


cancer  alone. 
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Rules  of  the  Georgia  State  Board 

of  Pharmacy 

Chapter  480-28 

Practitioner  Dispensing  of  Drugs 
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480-28-.01  Definitions.  For  purpose  of  these 
Rules  and  Regulations,  the  following  definitions 
apply: 

(a)  Drugs.  Drugs  shall  mean  drugs  as  defined 
in  O.C.G.A.  Ch.  26-4  and  controlled  substances 
as  defined  in  O.C.G.A.  Ch.  16-13. 

(b)  Practitioner  or  Dispensing  Practitioner. 
Practitioner  or  dispensing  practitioner  means 
a person  licensed  as  a dentist,  physician,  po- 
diatrist, or  veterinarian  under  Chapter  11,  34, 
35  or  50,  respectively,  of  Title  43  of  the  Official 
Code  of  Georgia  Annotated. 

480-28-.02  General  Requirements.  All  prac- 
titioners who  dispense  drugs  shall  comply  with 
all  record-keeping,  labeling,  packaging,  and  stor- 
age requirements  imposed  upon  pharmacists  and 
pharmacies,  with  regard  to  such  drugs  pursuant 
to  O.C.G.A.  Ch.  26-4  and  Ch.  16-13,  and  those 
regulations  contained  in  this  Chapter. 

480-28-.03  Notification  of  Intent  to  Dis- 
pense. Any  practitioner  who  desires  to  dispense 
drugs  shall  notify,  at  the  time  of  the  renewal  of 
that  practitioner’s  license  to  practice,  that  prac- 


titioner’s respective  examining  board  of  that 
practitioner’s  intention  to  dispense  drugs.  That 
examining  board  shall  notify  the  Georgia  State 
Board  of  Pharmacy  regarding  each  practitioner 
concerning  whom  that  board  has  received  a no- 
tification of  intention  to  dispense  drugs.  The  ex- 
amining board’s  notification  shall  include  the  fol- 
lowing information: 

(a)  The  name  and  address  of  the  practitioner; 

(b)  The  state  professional  license  number  of 
the  practitioner; 

(c)  The  practitioner’s  Drug  Enforcement 
Administration  license  number;  and 

(d)  The  name  and  address  of  the  office  or  fa- 
cility from  which  drugs  shall  be  dispensed  and 
the  address  where  all  records  pertaining  to  such 
drugs  shall  be  maintained. 

480-28-.04  Record-keeping  and  Filing. 

(1)  Requirements  of  a prescription.  A practi- 
tioner shall  write  a prescription  for  each  drug 
dispensed.  The  prescription  shall  contain  the  fol- 
lowing information: 

(a)  The  full  name  and  address  of  the  person 
for  whom  the  drug  is  prescribed; 
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(b)  The  name,  quantity,  and  strength  of  such 
drug; 

(c)  The  directions  for  taking; 

(d)  The  signature  of  the  practitioner  and  the 
date  the  prescription  was  written;  and 

(e)  For  controlled  substance  drugs,  the  name, 
address,  and  Drug  Enforcement  Administra- 
tion number  of  the  dispensing  practitioner. 

(2)  Documentation  required  for  filling  or  re- 
filling a prescription.  A practitioner  who  fills  or 
refills  a prescription  shall  write  on  the  prescrip- 
tion itself  the  date  it  was  filled  or  refilled  and  the 
signature  of  the  practitioner  who  fills  and  refills 
the  prescription. 

(3)  Prescription  copies.  Only  a practitioner,  or 
an  assistant  acting  under  the  immediate  and  per- 
sonal supervision  of  a practitioner,  may  prepare 
a copy  of  a prescription  or  read  a prescription 
to  any  person,  and  then  only  to  persons  author- 
ized to  receive  such  information.  When  such  pre- 
scription copy  is  given,  the  person  giving  such 
copy  shall  record  immediately  upon  the  prescrip- 
tion: 

(a)  That  a copy  has  been  given; 

(b)  To  whom  given;  and 

(c)  The  date  given. 

(4)  Retention  of  records.  Prescriptions  shall  be 
kept  on  file  by  a practitioner  for  a period  of  two 
years  from  the  date  the  prescription  is  filled  and 
shall  be  accessible  for  inspection  by  the  Georgia 
Drugs  and  Narcotics  Agency  and  its  inspectors. 

(5)  Special  requirements  for  record-keeping 
and  filing  of  controlled  substance  prescriptions. 

(a)  Invoices.  A record  of  all  controlled  sub- 
stance drugs  received  and  disposed  of  by  a 
dispensing  practitioner  must  be  kept.  All  in- 
voices of  Schedule  II  controlled  substances 
must  be  kept  or  maintained  in  a separate  file. 
All  invoices  of  Schedule  III,  IV  or  V controlled 
substances  must  be  kept  or  maintained  in  a 
separate  file,  provided  that  these  invoices  must 
be  filed  with  other  invoices  only  if  the  letter 
“C”  in  red  ink  is  stamped  on  each  invoice  of 
Schedule  III,  IV,  or  V controlled  substances  so 
that  such  invoices  can  be  easily  accessible  and 
retrievable. 

(b)  Inventory.  An  inventory  of  all  controlled 
substances  must  be  kept  separately  and  taken 
biennially  on  May  1st  on  every  odd-numbered 
year,  unless  a different  date  is  authorized  by 
the  Drug  Enforcement  Administration  or  its  au- 
thorized representative. 

(c)  Files.  A prescription  for  a controlled  sub- 


stances must  be  filed  in  one  of  the  following 
ways: 

1 . A practitioner  can  maintain  three  separate 
files;  one  for  all  Schedule  II  controlled  sub- 
stances dispensed,  one  for  all  Schedule  III, 
IV,  and  V controlled  substances  dispensed, 
and  one  for  all  non-controlled  substance 
drugs  dispensed. 

2.  A practitioner  can  maintain  two  files;  one 
for  all  Schedule  II  controlled  substances 
dispensed  and  one  for  all  other  drugs  dis- 
pensed. If  this  method  is  utilized,  the  pre- 
scriptions for  Schedule  III,  IV,  and  V con- 
trolled substances  must  be  stamped  with 
the  letter  “C”  in  red  ink,  not  less  than  one 
inch  high,  in  the  lower  right-hand  corner, 
so  that  such  records  are  easily  accessible 
and  retrievable. 

3.  A practitioner  can  maintain  two  files;  one 
for  all  controlled  substance  drugs  dis- 
pensed and  one  for  all  non-controlled  sub- 
stance drugs  dispensed.  If  this  method  is 
utilized,  the  prescriptions  for  Schedule  III, 
IV,  and  V controlled  substances  must  be 
stamped  with  the  letter  “C”  in  red  ink,  not 
less  than  one  inch  high,  in  the  lower  right- 
hand  corner,  so  that  such  records  are  easily 
accessible  and  retrievable. 

480-28-.05  Labeling.  All  drugs  dispensed  by 
a practitioner  must  be  labeled  with  the  following 
information: 

(a)  Date  and  identifying  serial  number; 

(b)  Name  of  patient; 

(c)  Name  of  practitioner  prescribing; 

(d)  Name,  address  and  telephone  number  of 
the  dispensing  practitioner; 

(e)  Name  of  drug  and  strength; 

(0  Directions  for  use  to  the  patient; 

(g)  The  expiration  date  of  the  drug;  and 

(h)  Any  other  information  required  by  the  Drug 
Enforcement  Administration  or  the  Food  and 
Drug  Administration. 

480-28-.06  Packaging.  All  drugs  dispensed  by 
a practitioner  must  be  dispensed  in  containers 
meeting  the  requirements  of  the  Food  and  Drug 
Adminstration  and  the  Consumer  Protection 
Agency,  including  the  use  of  child-proof  and 
moisture-proof  containers. 

480-28-.07  Storage. 

(1)  All  practitioners  shall  exercise  diligent  care 
in  protecting  controlled  substance  drugs  and 
records  processed  from  loss  or  theft.  Agents 
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of  the  Georgia  Drugs  and  Narcotics  Agency 
shall  have  the  responsibility  of  offering  to  prac- 
titioners written  recommendations  concerning 
the  satisfactory  storage,  keeping,  handling,  and 
security  of  such  controlled  substances  and  rec- 
ords. When  not  in  actual  use,  all  controlled 
substance  drugs  shall  be  kept  in  a place  which 
is  secured. 

(2)  All  drugs  which  bear,  or  are  required  to 
bear,  upon  the  package,  the  words  “Caution, 
Federal  Law  Prohibits  Dispensing  Without  Pre- 
scription,” or  words  of  like  import,  shall  be 
stored  in  a secured  area  by  a practitioner  pos- 
sessing such  drugs.  All  drugs  shall  be  kept 
beyond  the  normal  reach  of  small  children. 

(3)  There  shall  be  provided  within  each  prac- 
titioner’s office  sufficient  shelf,  drawer,  or  cab- 
inet space  for  the  neat  and  orderly  storage  of 
all  drugs.  In  addition,  there  shall  be  clear  floor 
space  within  such  office  to  permit  a practi- 
tioner and  his  assistant  employed  therein  to 
adequately,  safely,  and  accurately  fulfill  their 
duties  related  to  prescriptions  and  drugs. 

(4)  There  shall  be  provided  within  each  dis- 
pensing practitioner’s  office  adequate  facilities 
for  the  proper  storage  of  drugs  which  require 
refrigeration,  and  such  drugs  shall  be  stored 
therein  in  such  manner  as  to  preserve  their 
therapeutic  activity. 

(5)  No  dispensing  practitioner  shall  operate  in 
any  manner  or  dispense  any  drugs  under  un- 
clean, unsanitary,  overcrowded,  or  unhealthful 
conditions,  or  under  any  condition  which  en- 
dangers the  health,  safety,  or  welfare  of  the 
public. 

(6)  A practitioner  shall  cause  to  be  removed 
from  stock  all  outdated  and  deteriorated  drugs, 
and  such  shall  be  done  at  regular  intervals  of 
not  more  than  six  months  duration,  and  under 
no  circumstances  will  any  practitioner  permit 
any  drug  to  be  dispensed  which  bears  a date 
of  expiration  which  has  been  reached,  or  any 
drug  which  is  in  a deteriorated  condition. 

480-28-.08  Practitioner’s  Assistants.  Noth- 
ing in  these  rules  shall  prohibit  any  person 
from  assisting  any  duly  licensed  practitioner 
in  the  measuring  of  quantities  of  medication 
and  the  typing  of  labels  therefor,  but  excluding 
the  dispensing,  compounding,  or  mixing  of 
drugs,  provided  that  such  practitioner  shall  be 
physically  present  and  actually  observing  the 
actions  of  such  person  in  doing  such  meas- 
uring and  typing,  and  provided,  further,  that 
no  prescription  shall  be  given  to  the  person 
requesting  the  same  unless  the  contents  and 


the  label  thereof  shall  have  been  verified  by  a 
licensed  practitioner.  No  practitioner  shall  be 
assisted  by  more  than  one  such  person  at  any 
one  time. 

480-28-.09  Practitioner  in  Charge  of  Com- 
mon Inventory.  Whenever  more  than  one  prac- 
titioner dispenses  drugs  from  a common  inven- 
tory, one  of  the  practitioners  shall  be  designated 
“practitioner  in  charge”  of  said  inventory.  All 
practitioners  in  charge  shall  insure  that  a com- 
plete and  accurate  record  of  all  controlled  sub- 
stances on  hand,  received,  manufactured,  sold, 
dispensed,  or  otherwise  disposed  of  has  been 
kept  in  accordance  with  the  record-keeping  re- 
quirements of  federal  law,  state  law,  and  the  rules 
of  the  board. 

480-28-.10  Loss  or  Theft  of  Controlled  Sub- 
stances. A loss  or  theft  of  any  controlled  sub- 
stance drugs  must,  upon  discovery,  be  reported 
to  the  Drug  Enforcement  Administration  and  the 
Georgia  Drugs  and  Narcotics  Agency.  A written 
report  must  be  made  regarding  any  theft  or  loss 
of  controlled  substances  by  completing  DEA  Form 
106.  The  original  and  one  copy  of  the  report  must 
be  sent  to  the  Drug  Enforcement  Administration 
and  one  copy  must  be  sent  to  the  Georgia  Drugs 
and  Narcotics  Agency.  The  report  shall  include 
the  following  information: 

(a)  Full  name  and  address  of  practitioner; 

(b)  DEA  registration  number; 

(c)  Date  of  theft; 

(d)  Type  of  theft; 

(e)  List  of  cost  codes,  or  identification  symbols 
on  package  stolen;  and 

(0  List  of  controlled  substances  missing. 

480-28-.il  Inspection  of  Records.  The  Geor- 
gia Drugs  and  Narcotics  Agency  and  its  inspec- 
tors shall  have  the  authority  to  conduct  inspec- 
tions or  audits  of  all  records  of  drugs  received 
and/or  disposed  of  by  any  practitioner.  Drug  in- 
spectors shall  have  the  authority  to  examine  and 
copy  all  such  records,  and  to  examine  and  in- 
ventory all  controlled  substances.  It  shall  be  the 
responsibility  of  all  practitioners  possessing  such 
drugs  or  records  to  make  the  same  available  for 
such  inspection,  copying,  examination,  or  inven- 
torying by  said  drug  inspectors.  Any  practitioner 
possessing  controlled  substances  or  records  may 
request  that  such  an  inspection  be  made,  and 
upon  receipt  of  such  written  request,  the  chief 
drug  inspector  shall  make,  or  cause  to  be  made, 
without  unreasonable  delay,  an  inspection  and 
compliance  with  said  request. 


JANUARY  1988,  Vol.  77 


39 


A SPECIAL  PLACE 


Woodridge,  a free  standing  center  for  the  treatment  of  addic- 
tive diseases,  is  located  in  the  beautiful  Blue  Ridge  Mountains  of 
northeast  Georgia.  The  Woodridge  approach  to  treatment  is  unique, 
combining  a carefully  chosen  well  trained  staff  with  a modern  facility 
and  a total  care  program  that  offers  hope,  help,  and  the  tools  for  ad- 
diction free  living.  At  Woodridge  recovery  is  a way  of  life  that  is  prac- 
ticed as  well  as  taught  by  the  staff.  We  invite  you  to  call  our  toll  free 
number  for  more  information  regarding  our  inpatient  and  aftercare 
treatment  programs  for  alcoholism,  drug  addiction,  and  eating 
disorders. 


CALL  NOW 
TOLL  FREE 


IN  GEORGIA 

1-800-342-8863 


OTHER  STATES 

1-800-235-7759 


The  complete 
journal  for 
family  practice 
physicians 

a Reaches  79,000  family  physicians  monthly 

a Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

a Written  by  physicians  for  physicians 
a The  most  current  clinical  updates  in: 

Cardiology  Ob/Gyn 
Diabetes  Psychiatry 

Pediatrics  Gastroenterology 

a Provides  20  hours  of  CME  Category  1 Credit 
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Pain  pathways,  page  63 

Family  Practice  Recertification 
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CLINICAL  ARTICLES 


f|p  Endometrial  Cancer:  Causes  and  Patient  Evaluation 
H Pain  Management  in  Primary  Care 

Controlling  Side  Effects  of  Antipsychotic  Drugs. 
Part  2:  Extrapyramidal  Symptoms 

Osteoporosis.  Part  2:  Prevention  and  Treatment 
KEEPING  CURRENT 


Assessing  lni{>aimient  of  Eldcrh 
Hospitalized  Patients 
Routine  Radiological  Testing  for 
Respiratory  Illness 
l ’sing  Ultrasound  to  Detect  Hip 
Abnormalities 

Diagnosing  Bone  Infection  Under 
Pressure  Sores 

Slowing  IVogression  of  Diahetit 
Nephropathy 

Behavioral  Disorders  .Among 
Children  of  Alcoholic  Fathers 
Catheter-Related  Septic  Central 
Venous  ThroinlHisis 


Withdrawing  Patients  I-rom 
Antihypertensive  Drug  Thcrap> 
Cesarean  Section  and  Infant 
Survival 

Preventing  Neonatal  Group  B 
Streptococcal  Disease 
Diagnosing  Acute  Scrotal  Pain 
Urinary  Tract  Infections  Among 
l neircumcised  Infants 
Colonoscopy:  Detecting  Recurren 
Colorectal  Cancer 
Surgical  Management  of  Chronic 
Intestinal  Ischemia 
Preventing  Travelers'  Diarrhea 


SPECIAL  FEATURE 


Willingway;  A Fellowship  in  Alcoholism  and  Drug  Aitdicfi 


PRACTICAL  - CLINICAL  - EDUCATIONAL  - CURRENT 


Medical  Association  of  Georgia’s 
1987  Report  on 


Human  Immunodeficiency  Vims 
AIDS  Related  Complex 
and 

Acquired  Immunodeficiency  Syndrome 


Introduction 

JUST  6 YEARS  AGO,  the  United  States 
and  Georgia  identified  their  first 
cases  of  what  was  to  become  Ac- 
quired Immunodeficiency  Syn- 
drome, commonly  known  as  AIDS. 
This  disease  is  caused  by  infection 
from  a virus  referred  to  as  the  Hu- 
man Immunodeficiency  Virus  (HIV). 
The  degree  of  spread  of  this  disease 
in  just  6 years  is  epidemic.  From 
the  first  cases  in  1981,  there  are  now 
over  41,000  AIDS  cases,  and  this 
number  is  expected  to  rise  to 
323,000  by  1991.  The  U.S.  Public 
Health  Service  projects  that  as  many 
as  200,000  of  those  infected  may  be 
dead  by  1991. 

The  AIDS  virus  has  now  been  iso- 
lated from  human  blood,  semen, 
bone  marrow,  tears,  saliva,  urine, 
cerebrospinal  fluid,  lymph  nodes, 
feces,  and  brain  tissue.  The  virus 
has  also  been  found  in  some  in- 
sects such  as  mosquitoes,  ticks,  and 
lice;  however,  there  are  no  known 
cases  of  insect-borne  transmission. 
The  greatest  rate  of  transmission  has 
occurred  through  sexual  contact 
between  homosexual  and  bisexual 
men  (66%).  The  next  largest  cate- 
gory involves  intravenous  drug 
abusers  (17%),  and  an  additional 
8%  has  been  through  homosexual 
male  IV  drug  users;  thus  91%  of  all 
patients  have  become  infected 
through  one  of  these  methods. 


The  Centers  for  Disease  Control 
has  recently  issued  a revised  and 
expanded  definition  of  AIDS  to  be 
more  consistent  with  current  diag- 
nostic practice  (See  Appendix  1 for 
C.D.C.  Definition).  This  new  defi- 
nition should  lead  to  a 15%  to  20% 
increase  in  the  classification  of  per- 
sons having  AIDS.  Expanded  statis- 
tics are  also  being  maintained  on 
those  persons  who  develop  ARC  or 
AIDS  Related  Complex.  The  con- 
version rate  of  HIV  seropositive  per- 
sons to  AIDS  or  ARC  or  related  ill- 
ness in  some  studies  appears  to  be 
70%  to  80%  rather  than  the  original 
20%  projection.  Current  estimates 
suggest  that  up  to  2,000,000  Amer- 
icans may  be  infected  with  HIV  and 
that  by  1991  AIDS  is  expected  to  be 
the  second  leading  cause  of  pre- 
mature deaths  among  American 
men. 

In  recognition  of  this  significant 
health  care  problem,  the  Medical 
Association  of  Georgia  established 
an  ongoing  special  panel  of  experts 
to  study  and  make  recommenda- 
tions concerning  what  Georgia’s 
physicians  consider  to  be  the  most 
important  communicable  disease 
hazard  in  our  State.  The  panel  con- 
sists of  representatives  in  the  spe- 
cialties of  surgery,  family  medicine, 
pediatrics,  pathology,  psychiatry, 
internal  medicine,  dermatology,  as 
well  as  representatives  from  the 


Centers  for  Disease  Control,  the 
Georgia  Hospital  Association,  the 
Department  of  Human  Resources, 
the  Auxiliary  to  the  Medical  Asso- 
ciation of  Georgia,  the  Mercer  Uni- 
versity School  of  Medicine,  the 
Medical  College  of  Georgia,  the 
Morehouse  School  of  Medicine,  and 
the  Georgia  Task  Force  on  AIDS. 
Special  thanks  and  appreciation  are 
extended  to  the  American  Medical 
Association,  the  Georgia  Hospital 
Association,  the  American  College 
of  Physicians,  the  Infectious  Dis- 
ease Society  of  America,  and  the 
Surgeon  General’s  Report  on 
Acquired  Immune  Deficiency  Syn- 
drome. Each  group  has  signifi- 
cantly contributed  to  the  recom- 
mendations expressed  herein.  This 
report  reflects  an  intentional  effort 
by  health  care  providers  to  coor- 
dinate their  policies  where  possible 
and  gratefully  acknowledges  use  of 
various  materials  contributed  by 
each  group. 

Since  AIDS  is  a relatively  new  and 
deadly  disease,  extensive  re- 
search is  being  conducted  on  a 
world-wide  basis.  New  information 
becomes  available  almost  daily.  The 
policies  and  recommendations  that 
follow  should  be  considered  in  light 
of  this  constantly  changing  infor- 
mation. These  policies  and  rec- 
ommendations must  remain  flexi- 
ble and  amendable.  A policy  that  is 
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viable  today  may  be  outmoded  to- 
morrow by  new  scientific  discov- 
eries, new  state  and  federal  laws 
and  regulations,  and  the  constantly 
changing  legal  developments. 
Therefore,  nothing  contained  in  this 
report  should  be  regarded  as  legal 
advice  or  in  any  manner  regulating 
or  controlling  the  practice  of  any 
MAG  member  physician.  Likewise, 
no  statement  in  this  report  should 
be  interpreted  as  a recommenda- 
tion or  establishment  of  statewide 
standards,  guidelines,  or  policies 
for  any  hospital,  physician,  or  other 
health  care  provider. 

The  purpose  of  this  report  is  to 
provide  relevant  guidance  and 
suggestions  to  physicians,  health 
care  providers,  state  government, 
the  General  Assembly,  and  the 
public  as  each  attempts  to  com- 
prehend and  effectively  respond  to 
this  growing  health  crisis. 


Recommendation  1.  Fight  Fear 
With  Facts. 

This  simple  phrase  used  by  the 
American  Red  Cross  concisely 
expresses  the  need  to  provide  ra- 
tional, scientifically  based,  and  ac- 
curate information  to  both  health 
care  professionals  and  the  public. 
There  is  a great  need  for  AIDS  ed- 
ucation. Physicians  should  assume 
a major  role  in  educating  their  pa- 
tients and  the  public.  The  Medical 
Association  of  Georgia  is  commit- 
ted to  active  participation  on  a ma- 
jor scale  in  the  education  of  health 
care  providers  and  the  public. 
Printed  materials,  slide  shows,  and 
video  presentations,  along  with 
personal  physician  participation  are 
currently  being  developed  and 
made  available.  In  addition,  the 
Auxiliary  to  MAG  is  responding  to 
the  need  for  public  education  by 
taking  a Red  Cross-designed  train- 
ing session  and  providing  speakers 
and  AIDS  educational  materials  to 
schools,  churches,  and  civic  groups 
in  their  local  areas. 


Recommendation  2.  Education 
and  counseling  are  significant  tools 
in  preventing  the  spread  of  HIV. 

Mass  education  and  individual 
counseling  as  to  how  the 
AIDS  virus  is  transmitted  are  nec- 
essary to  slow  the  spiraling  trans- 
mission of  the  disease.  Known  ac- 
tivities that  spread  the  virus,  such 
as  high  risk  sexual  behavior  and 
sharing  of  intravenous  needles,  are 
generally  consentual  and  voluntary 
acts.  Teaching  the  public  and  in- 
dividual patients  about  these  un- 
safe health  hazards  should  help  in 
slowing  the  spread  of  AIDS. 

Recommendation  3.  Physicians 
should  consider  incorporating  into 
their  practice  standard  procedures 
for  taking  complete  sexual  and 
drug  use  histories  of  their  patients 
and  should  have  candid  commu- 
nication with,  and  participate  in  the 
education  of  persons  known  to  be 
at  risk  for  HIV. 

Research  indicates  that  Ameri- 
cans are  often  poorly  in- 
formed about  health  issues  and  fre- 
quently act  on  information  that  is 
incomplete  or  misinterpreted.  AIDS 
is  an  example  of  this  health  care 
information  gap  that  can  be  nar- 
rowed through  better  communica- 
tion between  physician  and  patient. 
Because  of  the  complex  nature  of 
the  disease  and  the  constant 
emergence  of  new  information, 
physicians  should  make  special  ef- 
forts to  remain  currently  informed 
about  the  latest  information  even  if 
they  do  not  have  any  patients  with 
AIDS  or  ARC. 

Though  there  is  a general  reluc- 
tance to  discuss  sexual  preference 
and  practices  or  illegal  intravenous 
drug  abuse,  physicians  are  encour- 
aged to  take  the  sexual  and  drug 
use  history  of  their  patients,  espe- 
cially of  new  patients.  If  a physician 
feels  that  a patient  may  be  in  one 
of  the  high  risk  groups,  then  the 
physician’s  responsibility  is  to  be 
frank  and  explicit  with  those  pa- 
tients in  educating  and  discussing 


the  consequences  of  their  behav- 
ior. The  infectious  nature  of  the  dis- 
ease, the  methods  of  transmission, 
and  the  steps  that  an  be  taken  to 
lessen  exposure  to  the  virus  should 
be  discussed  candidly  with  such 
patients. 


Recommendation  4.  Physicians, 
nurses,  and  other  health  care  pro- 
viders are  urged  to  provide  com- 
petent and  humane  care  to  all  pa- 
tients, including  patients  infected 
with  HIV,  or  who  have  developed 
ARC  or  AIDS. 

Physicians  are  under  an  oath  and 
ethical  obligation  to  treat  per- 
sons in  need  of  medical  care.  At 
the  same  time,  the  American  Med- 
ical Association  and  the  Medical 
Association  of  Georgia  recognize 
the  inherent  right  of  a physician  to 
accept  or  reject  a particular  patient. 
The  AMA’s  Council  on  Ethical  and 
Judicial  Affairs  states: 

“Physicians  are  free  to  choose 
whom  they  will  serve.  They  phy- 
sician should , however,  respond 
to  the  best  of  his  ability  in  case 
of  an  emergency  where  first  aid 
treatment  is  essential.  Once  hav- 
ing undertaken  a case,  the  phy- 
sician should  not  neglect  the  pa- 
tient, nor  withdraw  from  the  case 
without  giving  notice  to  the  pa- 
tient, the  relative,  or  responsible 
friend  sufficiently  long  in  ad- 
vance of  withdrawal  to  permit 
another  medical  attendant  to  be 
secured.  ” 

The  decision  to  withdraw  or  re- 
fuse to  treat  a patient  should  not  be 
made  solely  on  the  basis  that  the 
patient  has  HIV  seropositive  or  has 
AIDS  or  ARC.  The  likelihood  of  the 
physician  or  health  care  worker 
contracting  the  virus  through  med- 
ical care  contact  is  extremely  re- 
mote if  properly  applied  safety 
guidelines  are  followed  (see  Ap- 
pendix 2 for  CDC  suggested  safety 
precautions).  Physicians  should 
also  be  aware  that  the  bylaws  of  a 
hospital  could  be  modified  or  pres- 
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ently  may  already  require  a staff 
physician  to  treat  all  patients.  This 
could  include  AIDS  patients,  Med- 
icaid patients,  indigent  patients,  etc. 
Before  a physician  refuses  to  treat 
an  AIDS  patient  in  a hospital,  the 
hospital  bylaws  should  be  re- 
viewed. 

Physicians  have  a long  and  hon- 
ored tradition  of  tending  compas- 
sionately and  courageously  to  pa- 
tients afflicted  with  infectious 
diseases  and  that  tradition  must 
and  will  be  continued  throughout 
the  AIDS  epidemic. 

Recommendation  5.  Counseling 
and  testing  for  the  AIDS  virus 
should  he  readily  available  to  all 
who  wish  to  be  tested. 

The  local,  state  and  federal  gov- 
ernments should  insure  that 
both  counseling  and  testing  are 
available  for  all  individuals,  includ- 
ing those  who  cannot  afford  to  pay 
for  it.  The  availability  of  testing  alone 
is  insufficient  to  meet  the  needs  of 
individuals  at  risk.  Testing  must  be 
accompanied  with  competent 
counseling. 

Recommendation  6.  Mandatory 
testing  of  the  general  population 
or  even  all  hospital  or  emergency 
room  admissions  is  not  necessary 
at  this  time,  however  there  is  am 
appropriate  role  of  some  limited 
mandatory  testing.  (Discussed  in 
detail  in  other  recommendations.) 

The  knowledge  that  a person  is 
infected  with  the  AIDS  virus  can 
be  the  crucial  predicate  to  alter  a 
patient’s  behavior.  Thus,  testing  for 
an  antibody  to  the  AIDS  virus,  when 
used  in  conjunction  with  appropri- 
ate counseling,  serves  the  impor- 
tant public  health  purpose  of  pro- 
viding impetus  for  behavior  changes 
that  could  minimize  the  risk  of 
transmitting  the  AIDS  virus. 

Clearly,  the  need  for  HIV  testing 
has  expanded  beyond  its  original 
use,  the  screening  of  blood  donors. 
Guidelines  for  the  appropriate  use 


of  HIV  testing  must  center  on  the 
following  justifications: 

1.  To  identify  infected  persons,  to 
offer  treatment  where  possible, 
and  to  protect  uninfected  third 
parties. 

2.  To  offer  education  and  counsel- 
ing that  could  modify  high  risk 
behavior. 

3.  To  solicit  patient  cooperation  for 
locating  and  referring  sex  part- 
ners. 

4.  To  obtain  broadened  epide- 
miological statistics  on  the  prev- 
alence of  HIV  infection  in  the 
population. 

In  addition,  when  considering  the 
merits  of  voluntary  versus  manda- 
tory testing,  these  facts  about  AIDS 
should  be  kept  in  mind: 

1 . AIDS  is  caused  by  an  infectious 
agent  and  therefore  is  an  infec- 
tious disease.  Appropriate  pre- 
cautions, procedures,  and  pol- 
icies should  be  applied  to 
protect  the  community  from  the 
spread  of  the  disease. 

2.  The  extent  to  which  the  AIDS 
virus  already  has  spread  into 
the  general  population  is  not 
completely  known.  Current 
projections  are  based  on  a 
number  of  unverified  assump- 
tions. 

3.  The  transmission  of  the  AIDS 
virus  has  not  been  shown  to 
occur  through  casual  person- 
to-person  contacts  such  as 
hand  shaking,  using  the  tele- 
phone, etc.  Sexual  contact, 
septic  intravenous  equipment, 
and  the  administration  of  in- 
fected blood  and  blood  prod- 
ucts are  the  main  modes  of 
transmission. 

4.  Heterosexual  transmission  of 
the  AIDS  virus  does  occur. 
Transmission  can  occur  from 
female  to  male  (as  shown  by 
high  incidence  in  Africa).  Cur- 
rent U.S.  data  shows  a higher 
incidence  of  male  to  female 
transmission. 

5.  HIV  seropositive  pregnant 
women  will  transmit  the  virus 
to  their  babies  in  a high  per- 
centage of  cases. 


6.  Health  care  workers,  especially 
those  who  perform  invasive 
surgical  procedures,  emer- 
gency room  and  laboratory  per- 
sonnel, or  any  workers  who  are 
exposed  to  blood  or  other  body 
fluids  are  at  some  risk  when 
caring  for  HIV  seropositive, 
ARC,  or  AIDS  patients. 

7.  No  patient  with  a clinical  case 
of  AIDS  has  survived  the  dis- 
ease. The  disease  has  been 
uniformly  fatal. 

8.  The  disease,  not  its  victims,  is 
the  threat  from  which  society 
must  be  protected. 

9.  The  confidentiality  of  the  doc- 
tor/patient relationship  is  vi- 
tally important  but  not  abso- 
lute. 

10.  Physicians  have  an  ethical  and 
professional  obligation  to  be- 
have in  a scientifically  respon- 
sible manner. 

Because  the  risk  to  health  care 
personnel  will  be  slight  in  most 
areas,  any  effort  at  mandatory  test- 
ing of  certain  patients  should  be 
instituted  after  voluntary  testing  has 
failed  and  where  a variety  of  factors, 
e.g.,  the  cost  and  availability  of 
proper  testing  and  counseling  as 
measured  against  the  risk  pre- 
sented by  the  relative  presence  of 
a high  risk  patient  population,  weigh 
in  favor  of  mandatory  testing. 

When  considering  AIDS  legis- 
lation, the  General  Assembly 
should  review  and  give  consider- 
ation to  a comprehensive  revision 
and  consolidation  of  various  health 
care  statutes  such  as  those  in- 
volving communicable  diseases, 
infectious  diseases,  tuberculosis, 
preventable  disease,  etc.  For  infor- 
mation purposes,  a summary  of  a 
comprehensive  1986  Texas  statute 
is  attached  as  Appendix  3. 

One  section  of  the  Texas  statute 
established  a procedure  for  em- 
ployer-required HIV  testing  of  cer- 
tain employees.  Under  this  statute 
the  employer  has  the  right  to  test 
an  employee  if  the  test  is  necessary 
as  a “bona  fide  occupational  qual- 
ification” which  is  reasonably  re- 
lated to  the  satisfactory  perform- 
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ance  of  the  duties  of  the  employee. 
This  might  include  an  employee 
whose  occupation  requires  inti- 
mate contact  with  patients  or  blood 
handling.  The  Texas  statute  also 
provides  that  testing  for  HIV  may 
be  required  in  order  to  manage  ac- 
cidental exposure  to  blood  or  other 
body  fluids. 

Recommendation  7.  Testing  for 
the  AIDS  virus  should  be  man- 
datory for  donors  of  blood  and 
blood  fractions,  organs  and  other 
tissues  intended  for  transplanta- 
tion in  the  U.S.  or  abroad,  for  do- 
nors of  semen  or  ova  collected  for 
artificial  insemination  or  in-vitro 
fertilization,  for  immigrants  to  the 
United  States  and  for  military  per- 
sonnel. 

Military  personnel  have  tradi- 
tionally been  subject  to 
mandatory  immunizations  and  our 
defense  forces,  of  course,  must  be 
as  strong  as  possible.  Immigrants 
should  be  tested  as  the  nation  cer- 
tainly has  the  right  to  bar  entrants 
with  communicable  diseases.  The 
need  to  test  donors  of  blood,  or- 
gans and  semen  has  never  been 
questioned. 

Recommendation  8.  Testing  for 
the  AIDS  virus  of  local,  county  and 
state  prison  inmates  should  be 
mandatory  if  the  sexual  and  drug 
use  history  of  the  inmate  indicates 
any  high  risk  behavior;  likewise, 
the  test  should  be  available  for  any 
inmate  requesting  the  test.  Addi- 
tionally, jails  and  prison  systems 
should  meet  their  obligation  to 
protect  the  general  (unexposed) 
prison  population  by  segregating 
HIV  seropositive  patients. 

Prison  inmates,  because  they  are 
confined  and  are  exposed  to  a 
higher  number  of  high-risk  individ- 
uals than  the  general  population, 
require  special  protection.  Data  on 
HIV  seropositive  inmates  is  limited 
at  this  time,  therefore  MAG  feels  that 
the  decision  to  order  mandatory 
testing  of  all  inmates  should  be  re- 


served until  more  complete  infor- 
mation is  obtained.  The  State  of 
Maryland  conducted  a study  on  a 
limited  sample  of  inmates  which  in- 
dicated that  7%  of  their  prisoners 
were  HIV  seropositive. 

Since  Georgia  has  an  inmate 
population  of  18,000,  application  of 
the  Maryland  study  to  Georgia  sta- 
tistics would  indicate  approxi- 
mately 1300  HIV  seropositive  in- 
mates in  Georgia.  This  estimation 
may  be  inaccurate  because  of  the 
small  sample  used  in  the  Maryland 
study  and  because  Georgia  has  a 
higher  incidence  of  AIDS  cases. 

The  Department  of  Corrections 
is  urged  to  immediately  make  the 
test  available  upon  requests  to  all 
inmates.  Presently  the  test  is  given 
to  an  inmate  only  if  he  is  already 
sick  and  showing  “medically  indi- 
cated” ARC  or  AIDS  symptoms  or 
upon  a “documented  exposure  in- 
cidence.” Even  with  this  limited 
testing,  DOC  has  identified  approx- 
imately 125  inmates  as  being  HIV 
seropositive.  Presently  70  inmates 
are  HIV  seropositive,  4 more  have 
AIDS  and  an  additional  16  have  ARC. 
As  of  November  1,  1987  13  Georgia 
prison  inmates  have  died  from 
either  ARC  or  AIDs. 

The  Department  of  Corrections 
should  also  immediately  imple- 
ment mandatory  testing  of  all  ho- 
mosexuals, all  bisexuals,  all  sex 
offenders  and  all  drug  offenders. 
Inmate  intake  procedures  should 
be  modified  to  require  administra- 
tive review  of  all  inmate  records 
to  determine  if  the  inmate  is  in  any 
of  the  high  risk  categories.  For  ex- 
ample, the  present  intake  process 
asks  if  the  inmate  has  ever  “used 
drugs”  but  fails  to  ask  if  intravenous 
use  has  occurred.  Also,  the  rate  of 
inmates  admitting  to  using  drugs 
appears  to  be  lower  than  actual 
users.  Attention  should  be  given  to 
the  development  of  a plan  includ- 
ing HIV  testing  and  family  coun- 
seling to  follow  parolees  and  other 
released  inmates  who  are  homo- 
sexual, bisexual,  sex  offenders,  drug 
offenders  or  have  any  history  to  in- 
dicate high  risk  behavior. 


Presently  all  HIV  seropositive  in- 
mates are  separately  housed  at  the 
Augusta  Correctional  Medical  Insti- 
tution. Regardless  of  the  size  of  the 
HIV  seropositive  inmate  popula- 
tion, MAG  feels  that  the  Department 
of  Correction  has  a duty  to  protect 
the  uninfected  population  from  ex- 
posure to  the  virus.  Because  of  the 
nature  of  the  population  (high  in- 
cidence of  violence,  deviant  be- 
havior, drug  abuse,  etc.)  and  be- 
cause of  the  high  incidence  of 
coerced  homosexual  acts  (esti- 
mated as  high  as  60%),  it  is  rec- 
ommended that  HIV  seropositive 
inmates  be  segregated. 

Recommendation  9.  Counseling 
and  testing  should  be  strongly  en- 
couraged and  offered  for  the  fol- 
lowing individuals  in  the  following 
settings: 

1.  Patients  at  sexually  transmitted 
disease  clinics. 

2.  Patients  at  drug  abuse  clinics. 

3.  Pregnant  women  at  high  risk. 

4.  Individuals  seeking  family  plan- 
ning services  who  are  at  high  risk 
or  who  engage  in  high-risk  prac- 
tices. 

5.  Patients  requiring  surgical  or 
other  invasive  procedures  who 
are  at  high  risk  or  who  engage 
in  high-risk  practices.  If  the  vol- 
untary policy  is  not  sufficiently 
accepted  or  if  a treatment  facil- 
ity is  located  in  an  area  with  a 
high  incidence  of  AIDS,  the 
treatment  facility  and  medical 
staff  should  consider  a manda- 
tory program  for  the  facility.  This 
should  be  on  a case-by-case  ba- 
sis and  should  not  apply  to  all 
treatment  facilities. 

MAG  urges  physicians  to  rou- 
tinely counsel  and  encourage  any- 
one to  be  tested  for  the  antibody  to 
the  AIDS  virus  who  is  homosexual 
or  bisexual,  has  a histoiy  of  intra- 
venous drug  use,  or  is  a spouse  or 
sexual  partner  of  a homosexual, 
bisexual,  prostitute  or  any  other 
person  who,  given  his  or  her  per- 
sonal history,  the  physician  be- 
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lieves  may  be  at  some  risk.  MAG 

does  not  feel  that  it  is  appropriate 
for  mandatory  testing  of  all  mar- 
riage license  applicants.  Current 
studies  are  inadequate  to  draw  such 
a conclusion.  Therefore,  MAG 
recommends  that  DHR  initiate  a 
pilot  test  program  to  obtain  the 
necessary  data  from  which  a 
proper  policy  can  be  developed. 
MAG  also  recommends  develop- 
ment of  a program  to  distribute 
AIDS  educational  materials  to  all 
marriage  applicants  that  would 
explain  who  is  at  high  risk  and  en- 
courage those  at  high  risk  to  ob- 
tain HIV  counseling  and  testing. 

Recommendation  10.  Absent  a 
specific  patient  directive,  a phy- 
sician should  exercise  medical 
judgment  when  ordering  an  HIV 
test. 

Physicians  should  encourage 
voluntary  HIV  testing  for  indi- 
viduals whose  history  or  clinical 
status  warrant  such  action  based 
on  medical  judgment.  Physicians, 
however,  are  not  bound  by  statute 
to  specifically  disclose  each  and 
every  test  or  procedure  after  a pa- 
tient has  placed  himself  under  a 
physician’s  care.  MAG  feels  that  it 
is  therefore  the  responsibility  of  a 
physician  to  exercise  medical  judg- 
ment when  ordering  an  HIV  test. 

Georgia’s  Medical  Consent  Act 
requires  disclosure  of  the  general 
course  of  the  proposed  treatment  or 
procedure.  It  does  not  require  dis- 
closure of  the  “risks  of  treatment” 
nor  each  and  every  test  or  proce- 
dure to  be  applied  to  a particular 
patient.  Consent  for  HIV  testing  is 
an  issue  over  which  legal  experts 
will  disagree  because  there  has  not 
as  yet  been  a case  in  Georgia  liti- 
gated on  this  issue.  There  are  two 
important  points  for  a physician  to 
consider.  First,  some  contend  that 
because  of  the  fear  of  lawsuits  sur- 
rounding AIDS  patients  that  a phy- 
sician consider  getting  either  a gen- 
eral written  release  or  an  HIV 
specific  release.  Second,  a patient 
in  Georgia  has  the  right  to  refuse 


“treatment,”  therefore  if  a patient 
specifically  instructs  his  physician 
not  to  conduct  an  HIV  test,  then  it 
should  not  be  performed.  Likewise, 
if  the  patient  refuses  to  follow  or 
cooperate  with  the  medical  judg- 
ment of  the  physician,  then  the  phy- 
sician is  within  proper  bounds  to 
terminate  the  physician/patient  re- 
lationship. 

Because  of  the  fear  of  litigation 
physicians  more  and  more  are  se- 
curing the  patient’s  written  consent 
to  treatment  and  testing  although 
such  consent  is  not  required  by 
statute.  Some  utilize  a general  re- 
lease, while  others  have  elected  to 
secure  the  patient’s  signature  on  a 
special  consent  form  which  specif- 
ically addresses  the  HIV  antibody 
test.  This  voluntary  form  might  de- 
scribe to  the  patient  something 
about  the  test,  the  possibilities  of 
false  positives,  and  that  the  testing 
procedure  will  involve  more  than 
one  test  if  the  initial  test  is  positive. 
Many  of  these  voluntary  forms  also 
explain  to  the  patient  what  may 
happen  to  the  results  of  the  tests. 
For  example,  the  form  could  in- 
clude discussion  about  the  release 
of  the  test  results  to  other  physi- 
cians and  health  care  practitioners 
responsible  for  the  patient’s  care 
and  treatment.  In  addition,  the  form 
could  acknowledge,  as  with  any 
other  document  reflecting  medical 
information,  that  it  could  be  subject 
to  release  by  subpoena  or  other  le- 
gal process  as  may  be  required  by 
Georgia  law.  The  patient’s  acknowl- 
edgment of  the  fact  that  the  results 
will  become  part  of  the  patient’s 
medical  record  could  prove  helpful 
in  defending  a later  claim  by  the 
patient  that  release  of  AIDS-related 
information  enclosed  in  the  record 
was  unauthorized  or  illegal.  Special 
attention  should  be  given  to  re- 
quests for  insurance  information  if 
the  medical  record  contains  any  HIV 
testing  information.  (See  Appendix 
IV  for  examples  of  both  general  and 
HIV  specific  release  forms.)  (For  a 
more  complete  discussion  of  var- 
ious legal  issues  see  Appendix  V 
which  is  an  article  that  appeared  in 


the  January,  1987,  issue  of  the  Jour- 
nal of  the  Medical  Association  of 
Georgia .) 

Recommendation  11.  Physi- 
cians should  assist  patients  with 
AIDS  in  coping  with  the  reality  of 
the  generally  fatal  nature  of  the 
disease. 

One  of  the  problems  of  AIDS  is 
the  debilitation  and  death  of 
young  persons  who  have  not  yet 
thought  about  dealing  with  health 
care  emergencies  or  death.  Health 
care  providers  must  also  prepare 
themselves  to  face  the  terminally  ill 
patient  who,  rather  than  being  in 
his  seventies  or  eighties  is  in  his 
twenties,  thirties  or  forties.  Below 
are  some  provisions  of  the  law 
which  should  be  brought  to  the 
health  care  provider’s  attention  in 
order  to  aid  with  these  problems. 

Georgia  law  provides  for  the  des- 
ignation of  a person  to  be  ap- 
pointed as  one’s  guardian  should 
one  become  mentally  or  physically 
incapacitated.  This  can  be  helpful 
when  the  patient’s  family  is  expe- 
riencing difficulty  in  coping  with  the 
patient’s  lifestyle  and  where  the  pa- 
tient would  prefer  a non-family 
member  to  make  medical  deci- 
sions for  him/her.  See  O.C.G.A.  29- 
5-2 (c)  (1). 

Living  wills  may  also  be  impor- 
tant to  those  with  AIDS.  Institutional 
health  care  providers  should  be 
careful  not  to  exceed  the  legal  lim- 
itations as  to  the  distribution  of 
sample  living  will  forms,  but  per- 
haps mentioning  such  to  friends  or 
family  members  of  the  patient  would 
be  appropriate.  Physicians  may  dis- 
tribute living  will  forms  in  their  pri- 
vate practices.  Living  Will  forms  can 
be  obtained  free  of  charge  by  con- 
tacting MAG. 

Georgia  is  a state  that  allows  what 
is  commonly  referred  to  as  a “du- 
rable” power  of  attorney.  That  sim- 
ply means  that  the  powers  given  by 
an  adult  to  another  adult  to  act  on 
his/her  behalf  endure  or  continue 
even  if  the  consenting  adult  be- 
comes incapacitated.  A power  of 
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attorney  generally  is  limited  to  busi- 
ness affairs,  but  some  legal  au- 
thorities feel  that  a power  of  attor- 
ney could  also  include  health  care 
decisions.  This  specific  issue  has 
not  been  litigated  in  Georgia  and 
should  be  made  effective  only  when 
the  person  is  incapacitated.  MAG 
urges  the  General  Assembly  to  re- 
solve this  uncertainty  by  amend- 
ing O.G.C.A.  10-6-5  to  specifi- 
cally include  health  care  decisions. 


Recommendation  12.  HIV  test 
results,  ARC,  and  AIDS  infor- 
mation should  be  treated  as  con- 
fidential medical  information  the 
same  as  any  other  medical  infor- 
mation. 

All  health  care  providers  have  a 
legal  and  ethical  obligation 
to  respect  the  privacy  and  confi- 
dentiality rights  of  all  patients,  re- 
gardless of  their  ailment.  Under 
Section  24-9-40  of  the  Official  Code 
of  Georgia  Annotated,  hospitals  and 
physicians  are  prohibited  from  re- 
leasing any  medical  information 
concerning  a patient  without  the 
patient’s  written  authorization,  a 
valid  subpoena,  or  a court  order. 
Any  proposed  release  of  AIDS-re- 
lated information  must  therefore  be 
governed  by  this  and  other  Georgia 
legal  requirements.  Privacy  and 
confidentiality  are  particularly  im- 
portant to  the  AIDS  patient  because 
disclosing  the  fact  that  a patient  has 
AIDS  can  have  serious  conse- 
quences on  various  factors  in  the 
patient’s  life.  However,  since  AIDS 
is  also  a communicable  disease, 
there  are  certain  instances  where 
release  of  information  is  deter- 
mined by  statute,  regulation,  case 
law  or  ethical  considerations  when 
such  disclosure  is  in  the  interest  of 
protecting  the  public  health. 

There  is  constant  conflict  be- 
tween the  patient’s  right  of  privacy 
and  the  public’s  right  to  be  pro- 
tected from  unnecessary  spread  of 
any  communicable  disease.  Phy- 
sicians must  therefore  be  extremely 
careful  in  handling  any  patient- 


identifiable  HIV  information.  The 
competing  interests  mentioned 
above  must  be  balanced  on  a case- 
by-case  basis.  Physicians  should  be 
aware  that  there  are  both  tort  and 
criminal  actions  that  can  be  brought 
in  certain  circumstances  for  the  im- 
proper release  of  medical  infor- 
mation. The  tort  actions  most  likely 
would  center  around  “privacy”  vi- 
olations. The  criminal  sanctions 
range  from  a possible  $50,000  fine 
for  violation  of  the  Federal  statute 
governing  release  of  records  of  al- 
cohol and  drug  abusers  to  state 
misdemeanor  violations  involving 
the  release  of  information  in  child 
abuse  and  rape  cases.  (See  O.C.G.A. 
19-7-5,  49-5-44  and  16-6-23).  When 
a medical  record  contains  HIV  in- 
formation special  attention  should 
be  given  to  any  “Notice  for  Produc- 
tion of  Documents.”  These  are 
commonly  used  by  the  adverse  party 
in  a lawsuit  to  obtain  the  medical 
records  of  a physician’s  patient. 
Consult  with  the  patient  and  the  pa- 
tient's attorney  before  releasing 
such  information.  Close  coopera- 
tion and  consultation  are  also  ad- 
visable between  the  physician  and 
his/her  own  legal  counsel. 

Recommendation  13.  Physi- 
cians and  certain  other  health  care 
providers  should  be  given  the  stat- 
utory authority  to  notify  third  par- 
ties who  may  be  at  risk  of  infection 
from  a patient  of  the  physician. 

Physicians  are  presently  caught 
in  a legal  crossfire  between  the 
patient’s  right  of  confidentiality  and 
the  physician’s  duty  to  protect  the 
public  or  specific  third  parties  from 
the  spread  of  this  fatal  communi- 
cable disease.  The  General  As- 
sembly needs  to  pass  specific  stat- 
utory authority  for  physicians  to 
disclose  to  forseeable  third  parties 
who  are  potentially  at  risk  of  con- 
tracting the  virus.  Given  the  life  or 
death  consequences,  the  unsus- 
pecting third  party  should  be 
warned  because  there  is  no  cure 
and  because  it  may  not  be  respon- 
sible to  rely  solely  on  the  infected 


person  to  provide  suitable  warning. 

If  the  patient  refuses  to  cooperate 
and  release  the  physician  to  dis- 
close to  third  parties,  then  alter- 
natives (absent  statutory  change) 
should  be  considered  by  the  phy- 
sician. The  only  present  approach 
is  to  notify  county  boards  of  health 
or  appropriate  public  health  per- 
sonnel. They  can  then  inform  the 
third  parties  under  the  communi- 
cable disease  statutes. 

As  a practical  matter,  health  care 
providers  will  have  to  choose  be- 
tween the  potential  for  suit  for  in- 
vasion of  privacy  and  the  potential 
for  suit  for  failure  to  protect  the 
health  of  others.  Georgia  courts 
have  recognized  liability  on  the  part 
of  one  sexual  partner  who  failed  to 
inform  the  other  that  he/she  had 
herpes.  Long  v.  Adams , 175  Ga.  App. 
538  (1985).  Persons  who  are  found 
to  be  HIV  positive  should  be  aware 
of  this  potential  for  liability.  It  is 
possible  that  insome  instances  stat- 
utory and/or  case  law  may  also  de- 
velop to  require  notification  of  one’s 
own  sexual  partners  of  any  sexually 
transmitted  contagiousness. 

It  should  be  noted  that  release  of 
information  concerning  HIV  posi- 
tive patients  should  be  dealt  with 
carefully.  Unless  legislation,  regu- 
lations or  court  decisions  author- 
izing release  in  other  instances  are 
put  into  effect,  such  information 
should  not  be  released  without  a 
release,  subpoena  or  court  order 
unless  the  protection  of  the  physi- 
cal health  of  others  is  at  stake. 

Specific  statutes  must  be  drafted 
by  the  General  Assembly  which, 
while  protecting  to  the  greatest  ex- 
tent possible  the  confidentiality  of 
patient  information,  (a)  provide  a 
method  of  warning  unsuspecting 
sexual  partners,  (b)  protect  physi- 
cians from  liability  for  failure  to 
warn  the  unsuspecting  third  party, 
(c)  establish  clear  standards  for 
when  a physician  should  inform  the 
public  health  authorities,  and  (d) 
provide  clear  guidelines  for  public 
health  authorities  who  need  to  trace 
the  unsuspecting  sexual  partners  of 
the  infected  person. 
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Recommendation  14.  Individu- 
als who  are  found  to  be  HIV  sero- 
positive should  be  reported  to  ap- 
propriate public  health  officials  on 
a confidential  basis  with  enough 
information  to  be  epidemiologi- 
cally  significant. 

AIDS  is  reportable  in  Georgia 
and  has  been  a reportable 
disease  in  most  states  since  1983. 
The  Georgia  Department  of  Human 
Resources  is  empowered  to  declare 
certain  diseases  and  injuries  to  be 
“diseases  requiring  notice”  and  to 
require  the  reporting  of  such  dis- 
eases to  the  county  board  of  health 
and  to  the  Department  of  Human 
Resources.  Such  data  “as  are 
deemed  necessary  and  appropriate 
for  the  prevention  of  certain  dis- 
eases and  accidents  as  are  deter- 
mined by  the  department”  may  be 
required  to  be  reported.  DHR’s  Of- 
fice of  Epidemiology  regularly  is- 
sues an  updated  list  of  all  “notifi- 
able” diseases,  42  in  all,  which 
includes  hepatitis,  mumps,  rabies, 
syphilis,  gonorrhea,  and  tetanus. 
AIDS  was  added  to  the  list  on  Jan- 
uary 4,  1984.  All  such  reports  and 
data  are  deemed  confidential  and 
are  not  open  to  inspection  by  the 
public.  Those  submitting  good  faith 
reports  or  data  to  DHR  in  compli- 
ance with  this  statute  are  protected 
from  liability  from  civil  damages. 
O.C.G.A.  section  31-12-2. 

Although  an  identified  AIDS  case 
is  presently  reportable,  the  fact  that 
a person  is  HIV  seropositive  is  not 
mandatorily  reportable.  From  1981 
through  November  1987  there  have 
been  1,006  AIDS  cases  reported  in 
Georgia.  Official  DHR  estimates  in- 
dicate that  the  number  of  HIV  sero- 
positive persons  (the  potential  car- 
riers of  AIDS)  is  somewhere 
between  30,000  and  60,000  per- 
sons. MAG  urges  DHR  to  exer- 
cise its  authority  to  expand  the 
scope  of  reportability  to  include 
persons  who  are  HIV  seroposi- 
tive. If  DHR  fails  to  do  so,  then  the 
General  Assembly  should  mandate 
HIV  seropositive  reporting.  The  only 
exception  to  this  reporting  require- 
ment should  be  that  test  results  ob- 


tained at  the  10  DHR  HIV  testing 
sites  would  remain  anonymous. 
However,  counseling  at  those  sites 
should  encourage  HIV  seropositive 
persons  to  immediately  seek  med- 
ical attention  and  advice  for  their 
own  benefit  and  for  the  protection 
of  society.  The  justification  for  HIV 
seropositivity  reporting  include  as- 
sisting in  tracking  the  extent  of  in- 
fection, further  identification  of  in- 
dividuals at  risk,  and  allowing  for 
contact  tracing  when  indicated.  The 
prevention  of  infection  by  other 
sexually  transmitted  diseases  may 
be  important  in  lessening  the  prob- 
ability of  an  HIV  seropositive  per- 
son from  developing  AIDS  or  ARC 
and  adds  further  impetus  to  requir- 
ing the  reporting  of  HIV  seroposi- 
tivity. Recent  reports  of  greater  re- 
sponse to  the  drug  AZT  by  patients 
whose  treatment  began  early  also 
supports  HIV  seropositive  report- 
ing. 

Recommendation  15.  Civil  and 
criminal  sanctions  should  be  im- 
posed against  those  who  are  HIV 
seropositive  and  who  fail  to  act  re- 
sponsibly to  prevent  the  spread  of 
the  virus. 

Given  the  risk  of  infection  being 
transmitted  sexually,  and 
given  the  dire  potential  conse- 
quence of  transmission,  serious 
consideration  should  be  given  to 
sanctions,  at  least  in  circumstances 
where  an  unsuspecting  sexual  part- 
ner subsequently  finds  out  about  a 
partner’s  infection  and  brings  a 
complaint  to  the  attention  of  au- 
thorities. 

MAG  urges  the  Board  of  the 
Department  of  Human  Resources 
to  revise  its  rules  involving  sexual 
offender  testing  to  include  a more 
comprehensive  listing  of  “high 
risk”  offenders.  (See  Appendix  6 
for  a more  complete  position.)  Civil 
tort  actions,  along  with  specific 
criminal  statutes  should  also  be  en- 
acted by  the  General  Assembly. 

Recommendation  16.  Physi- 
cians should  enter  HIV  test  results 
into  the  patient’s  medical  record. 


i 

While  recognizing  the  need  for 
confidentiality,  a physi- 
cian’s duty  is  both  to  his  patient  and 
to  recognize  the  main  purpose  of  a 
medical  record.  The  medical  rec- 
ord, though  the  property  of  the  phy- 
sician and  for  his/her  primary  use, 
is  also  to  provide  a complete  and 
accurate  history  of  relevant  medical 
facts.  The  record  is  a document  to 
which  the  patient  has  an  absolute 
right  to  obtain.  The  patient  may  want 
the  record  because  he  wishes  to 
change  physicians,  or  the  physi- 
cian may  no  longer  be  available  to 
treat  the  patient. 

There  is  no  statutory  requirement 
that  a positive  or  even  negative  HIV 
test  result  be  or  not  be  entered  into 
the  medical  record.  However,  there 
is  a potential  for  liability  if  someone 
is  harmed  by  the  failure  to  enter  the 
test  result  into  the  record.  Physi- 
cians are  urged  to  enter  HIV  infor- 
mation into  the  medical  record  the 
same  as  any  other  relevant  medical 
information. 

Recommendation  17.  The  Gen- 
eral Assembly  should  revise  the 
present  O.C.G.A.  31-14,  “Hospi- 
talization for  Tuberculosis”  and 
O.C.G.A.  31-12,  “Control  of  Haz- 
ardous Conditions,  Preventable 
Diseases,  and  Metabolic  Disor- 
ders” to  comply  with  current  due 
process  procedural  requirements. 

Both  the  statute  dealing  with  Tu- 
berculosis and  the  statute 
covering  Preventable  Diseases  pro- 
vide for  the  involuntary  isolation  or 
segregation  of  infected  persons. 
Both  statutes  predate  many  of  the 
state  and  federal  court  decisions 
concerning  due  process  rights  when 
one’s  liberty  is  restricted.  As  the 
AIDS  virus  continues  to  spread  and 
when  some  infected  persons  act  ir- 
responsibly, then  these  alternatives 
to  criminal  incarceration  need  to  be 
available  to  protect  society. 

There  is  also  a method  of  invol- 
untary commitment  through  the 
mental  health  statutes  (O.C.G.A., 
Title  37).  It  is  felt  that  mental  health 
commitment  should  be  reserved  for 
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those  HIV  seropositives,  ARC  or 
AIDS  patients  who  are  exhibiting 
specific  mental  health  manifesta- 
tions or  are  otherwise  commitable 
for  other  reasons. 

Recommendation  18.  The  De- 
partment of  Human  Resources  is 
encouraged  to  increase  its  pro- 
gram of  contact  tracing.  The  Gen- 
eral Assembly  is  urged  to  provide 
adequate  funding. 

The  Department  of  Human  Re- 
sources has  already  instituted 
a limited  program  of  contact  tracing 
of  those  persons  who  have  been 
exposed  to  the  disease  by  a HIV 
seropositive  person.  This  program 
needs  to  be  expanded  and  prepa- 
rations need  to  be  made  for  the  in- 
creased number  of  infected  per- 
sons to  be  contacted.  The  General 
Assembly  must  recognize  the  im- 
portance of  this  DHR  public  health 
function  and  provide  adequate 
funding  for  staff  and  support  serv- 
ices. One  reason  the  virus  is 
spreading  so  rapidly  is  that  many 
“carriers”  are  unaware  of  their  in- 
fection. Once  they  learn  of  this  in- 
fected state,  their  prior  sexual  part- 
ners need  to  be  contacted  and 
tested. 

Recommendation  19.  The  De- 
partment of  Human  Resources 
should  develop  a comprehensive 
plan  to  deal  with  the  long-term 
health  care  needs  and  related  costs 
of  AIDS  and  ARC  patients. 

When  AIDS  was  first  identified 
in  1981,  the  life  expectancy 
of  a victim  was  from  6 to  9 months. 
The  present  expectancy  is  up  to  an 
average  of  18  months  and  should 
continue  to  increase  with  the  ad- 
vent of  new  treatment  drugs  such 
as  AZT.  Newly  identified  AIDS  pa- 
tients this  year  will  generate  an  es- 
timated $2.25  billion  in  hospital 
costs  alone.  Indirect  costs  and  out- 
patient services  are  additional  ex- 
penses. 

Alternatives  to  extensive  and 
costly  hospitalizations  need  to  be 
identified  and  established.  Nursing 


home  beds  need  to  be  made  avail- 
able and  hospice  programs  modi- 
fied to  meet  the  specific  needs  to 
AIDS  patients.  The  lack  of  available 
community  based  options  for  AIDS 
patients  in  most  cities  contributes 
to  prolonged  and  more  costly  hos- 
pital admissions. 

Regardless  of  the  treatment  al- 
ternative to  acute  hospital  care  (i.e., 
nursing  homes,  home  health  care, 
hospice,  etc.),  greater  utilization  of 
ambulatory  services  should  result 
in  earlier  and  less  intensive  medi- 
cal intervention  and  treatment  bet- 
ter suited  to  a patient’s  immediate 
needs.  Appropriate  use  and  sup- 
port of  these  services  will  also  re- 
sult in  a reduction  in  the  overall 
cost  of  care  for  both  provider  and 
patient. 

Comprehensive  planning  and  de- 
velopment of  alternatives  to  exten- 
sive hospitalizations  must  be  eval- 
uated and  implemented  in  the  near 
future.  The  General  Assembly  will 
again  play  a major  role  by  providing 
adequate  funding. 

Recommendation  20.  Children 
who  are  HIV  seropositive  or  have 
ARC  or  AIDS  should  be  allowed 
to  attend  school.  Additionally,  sex 
education  including  AIDS  infor- 
mation should  be  included  in  the 
school’s  curricula. 

None  of  the  identified  cases  of 
AIDs  in  the  United  States  are 
known  or  are  suspected  to  have 
been  transmitted  from  one  child  to 
another  in  school,  day  care  or  foster 
care  settings.  Transmissions  would 
require  exposure  of  open  cuts  to 
the  blood  or  other  body  fluids  of 
the  infected  child,  a highly  unlikely 
occurrence.  Routine  safety  proce- 
dures for  handling  blood  or  other 
body  fluids,  which  should  be  stand- 
ard for  all  children  in  the  school  or 
day  care  setting,  should  be  effective 
in  preventing  transmission  to  chil- 
dren in  schools  from  those  who  are 
HIV  seropositive,  have  ARC  or  AIDS. 
Special  consideration  is  warranted 
for  those  children  who  are  HIV  se- 
ropositive and  who  lack  control  over 
body  secretions,  prone  to  biting, 


spitting,  or  vomiting  or  have  open 
skin  lesions. 

Children  with  AIDS  are  highly 
suspectible  to  infections  from  other 
children  who  have  childhood  dis- 
eases, such  as  chicken  pox.  Each 
child  with  AIDS  should  be  exam- 
ined by  a doctor  before  attending 
school  or  before  returning  to  school, 
day  care  or  foster  care  settings  after 
an  illness.  No  blanket  rules  can  be 
made  for  all  school  boards  to  cover 
all  possible  aspects  of  children  with 
AIDS.  Therefore  each  case  should 
be  considered  separately  and  in- 
dividualized to  the  child  and  the 
setting,  as  would  be  done  with  any 
child  having  a special  problem, 
such  as  cerebral  palsy  or  asthma. 
A good  team  to  make  such  deci- 
sions with  the  school  board  would 
be  the  child’s  parents,  physician  and 
a public  health  official.  MAG  urges 
school  boards  to  adopt  policies  that 
call  for  decision-making  on  chil- 
dren with  AIDS  to  be  made  on  a 
case  by  case  basis  which  is  founded 
on  medical  judgment,  not  on  emo- 
tionalism or  unfounded  fears. 

Casual  social  contact  between 
children  and  persons  infected  with 
the  AIDS  virus  is  not  dangerous. 
Schools  will  have  special  problems 
in  the  future  as  they  attempt  to  deal 
with  the  complexities  of  AIDS.  Ed- 
ucation about  AIDS  should  start  in 
early  elementary  school  and  at 
home  so  that  children  can  grow  up 
knowing  what  behavior  to  avoid  and 
how  to  protect  themselves  from  ex- 
posure to  the  AIDS  virus.  The  threat 
of  AIDS  can  provide  an  opportunity 
for  parents  to  instill  in  their  children 
moral  and  ethical  standards. 

Parents,  educators  and  commu- 
nity leaders  — indeed  all  adults  — 
cannot  disregard  this  responsibility 
to  educate  our  children.  The  need 
is  critical  and  the  price  of  neglect 
is  high.  The  lives  of  our  young  peo- 
ple depend  on  the  appropriate  ex- 
ecution of  that  responsibility. 

Adolescents  and  pre-adolescents 
are  those  whose  behavior  we  wish 
to  influence  especially  because  of 
their  vulnerability  while  exploring 
their  own  sexuality,  and  perhaps 
experimenting  with  drugs.  Teen- 
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agers  often  consider  themselves 
immortal,  and  uninformed  young 
people  may  be  putting  themselves 
at  great  risk. 

Education  concerning  AIDS 
should  be  part  of  a health  and  hy- 
giene program.  Educational  profes- 
sionals in  conjunction  with  health 
care  professionals  should  develop 
the  appropriate  curriculum  on  AIDS 
education.  Care  should  be  given  in 
selecting  the  grade  level  in  which 
to  insert  AIDS  education.  Special 
care  should  be  given  to  the  quali- 
fications of  persons  teaching  infor- 
mation on  AIDS.  Only  teachers  with 
special  instructions  on  AIDS  should 
be  permitted  to  lead  such  classes. 
There  is  no  doubt  now  that  we  need 
sex  education  in  schools  and  that 
it  must  include  information  on  sex- 
ual relationships.  The  threat  of  AIDS 
should  be  sufficient  to  permit  a sex 
education  curriculum  with  a heavy 
emphasis  on  prevention  of  AIDS  and 
other  sexually  transmitted  dis- 
eases. 

Closing 

The  Medical  Association  of 
Georgia  intends  to  continually 
review  its  evaluation  of  the  devel- 
oping AIDS  epidemic.  Information 
and  treatment  are  changing  daily. 
Modifications  of  these  recommen- 
dations will  be  made  as  the  situa- 
tion warrants.  This  report  was  for- 
mally adopted  by  MAG’s  Board  of 
Directors  on  September  19,  1987, 
with  final  changes  made  and 
adopted  by  the  MAG’s  Ad  Hoc  Com- 
mittee on  AIDS  on  November  2, 
1987. 

Jack  F.  Menendez,  M.D.,  Chairman 
Robert  DeJarnette,  M.D. 
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• Even  moderate  social  drinkers 
may  risk  liver  damage. 

• Women  are  more  likely  to  suffer 
liver  damage  from  alcohol 
than  men. 


• Most  victims  of  liver  disease  are 
not  alcoholics. 


All  three  statements  are  true . 
How  many  did  you  get  right? 


Many  people  are  confused  about 
the  effects  of  alcohol  on  the  liver — 

and  what  you  don’t  know  can  hurt 
you. 

A pamphlet  on  myths  and  facts 
tells  what  you  can  do  to  protect 
yourself  and  your  loved  ones.  For 
your  free  copy  send  a stamped 
self-addressed  business 
envelope  to: 


American  Liver 
Foundation 

Box  AL 

Cedar  Grove,  N.J.  07009 
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Some  Comparisons  Between  MAG  and 
DHR  !s  Policy  Statements  on  AIDS 

Richard  Greene 


( 4 The  DHR  Task 
Force  on  AIDS  and 
some  social  groups 
have  endorsed  AIDS- 
specific  strict 
confidentiality 
legislation . This  is 
probably  the  most 
significant  point  of 
demarcation  between 
MAG's  position  and 
that  of  the  DHR  Task 
Force , 


Mr.  Greene  is  MAG’s  General  Counsel.  Direct 
inquiries  to  him  at  938  Peachtree  St.,  Atlanta,  GA 
30309. 


In  this  issue  of  the  Journal,  you 
will  find  a copy  of  MAG’s 
policy  statement  on  AIDS  (p.  41) 
which  was  adopted  by  the  Board 
of  Directors.  It  was  developed  by 
the  Task  Force  appointed  and 
chaired  by  MAG  President  Jack  F. 
Menendez,  M.D.  The  Georgia 
Department  of  Human  Resources 
(DHR)  also  established  an  AIDS 
Task  Force  chaired  by  one  of 
MAG’s  members,  W.  Douglas 
Skelton,  M.D.  Regrettably,  the 
length  of  the  DHR  Task  Force’s 
Report  precludes  its  inclusion  in 
the  Journal.  This  article,  however, 
will  highlight  some  of  the 
similarities  and  differences 
between  the  two  reports.  (A  copy 
of  DHR’s  Report  may  be  obtained 
from  Mr.  Dave  Humphreys  at  DHR 
in  Atlanta.) 

MAG  and  the  DHR  Task  Force 
agreed  on  more  points 
than  they  differed.  The  DHR  Task 
Force  is  to  be  complimented  for 
its  call  for:  (1)  more  education  of 
the  public  about  AIDS;  (2) 
supporting  criminal  sanction 
against  HIV  seropositive 
individuals  who  knowingly  expose 
others;  (3)  supporting  a provision 
to  permit,  but  not  require, 
physicians  to  notify  spouses  or 
known  sexual  partners  of  an  HIV 


seropositive  patient  and  also 
provide  immunity  from  liability  to 
the  notifying  physician;  (4) 
supporting  legislation  that  makes 
it  clear  that  health  care  providers 
can  disclose  HIV  information  to 
other  necessary  health  care 
workers;  (5)  supporting  the 
concept  of  counseling  of  HIV 
patients;  and  (6)  opposing 
unnecessary  mandatory  HIV  tests. 

The  DHR  Task  Force  on  AIDS 
and  some  social  groups  have 
endorsed  AIDS-specific  strict 
confidentiality  legislation.  This  is 
probably  the  most  significant 
point  of  demarcation  between 
MAG’s  position  and  that  of  the 
DHR  Task  Force.  The  Task  Force 
also  differs  in  that  it  supports 
anti-discrimination  statutes 
involving  employment  and 
insurance,  revising  the 
handicapped  code  to  include 
AIDS  patients,  and  it  opposes 
adding  HIV  seropositivity  to  the 
list  of  sexually  transmitted 
diseases.  MAG  obviously  does  not 
endorse  discrimination  of  AIDS 
patients,  nor  do  we  endorse  new 
legislation  that  wouid  create 
numerous  lawsuits  and  additional 
expense  to  the  employers  in  the 
state.  MAG  feels  that  HIV 
seropositivity  should  be  reported 
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to  DHR  and  that  DHR  should 
conduct  more  contact  tracing. 

MAG  also  calls  upon  the  Georgia 
General  Assembly  to  provide 
adequate  funding  to  expand 
contact  tracing,  thereby  helping  to 
slow  the  spread  of  this  dreaded 
disease. 


There  is  constant  conflict 

between  the  patient’s  right  of 
privacy  and  the  public’s  right  to 
be  protected  from  the 
unnecessary  spread  of  a 
communicable  disease. 

Physicians  must,  therefore,  be 
extremely  careful  in  handling  any 
patient-identifiable  HIV  or  other 
communicable  disease 
information.  The  competing 
interests  mentioned  above  must 
be  balanced  on  a case-by-case 
basis.  Physicians  should  be  aware 
that  there  are  both  tort  and 
criminal  actions  that  can  be 
brought  in  certain  circumstances 
for  the  improper  release  of 
medical  information.  The  tort 
actions  most  likely  would  center 
around  “privacy”  violations.  The 
criminal  sanctions  range  up  to  a 
possible  $50,000  fine  for 
violations  involving  the  release  of 
information  in  child  abuse  and 
rape  cases.  (O.C.G.A.  19-7-5,  49-5- 


44  and  16-6-23).  When  a medical 
record  contains  HIV  information, 
special  attention  should  be  given 
to  any  “Notice  for  Production  of 
Documentation.”  These  are 
commonly  used  by  the  adverse 
party  in  a lawsuit  to  obtain  the 
medical  records  of  a physician’s 
patient.  Consult  with  the  patient 
and  the  patient’s  attorney  before 
releasing  such  information.  Close 
cooperation  and  consultation  are 
also  advisable  between  the 
physician  and  his/her  own  legal 
counsel. 

MAG  is  opposed  to  AIDS- 
specific  confidentiality  legislation. 
MAG  feels  that  HIV,  ARC,  and 
AIDS  information  should  be 
treated  the  same  as  any  other 
medical  information.  While 
recognizing  that  AIDS-related 
information  is  sensitive  and 
should  be  handled  with  care,  the 
law  currently  provides  a cause  of 
action  against  a person  who 
wrongfully  releases  any 
confidential  medical  information. 
Such  for  an  additional  statute 
which  would  create  new  staff 
problems  and  confusion. 

It  is  MAG’s  position  that  there  is 
no  need  for  such  legislation 
because  all  health  care  providers 
presently  have  a legal  and  ethical 
obligation  to  respect  the  privacy 


and  confidentiality  rights  of  all 
patients,  regardless  of  their 
illness.  Under  Section  29-9-40  of 
the  Official  Code  of  Georgia 
Annotated,  hospitals  and 
physicians  are  prohibited  from 
releasing  any  medical  information 
concerning  a patient  without  the 
patient’s  written  authorization,  a 
valid  subpoena,  a court  order,  or 
as  required  by  statute  to  DHR. 

Any  proposed  release  of  AIDS- 
related  information  must  therefore 
be  governed  by  these  and  other 
Georgia  legal  requirements. 

Privacy  and  confidentiality  are 
particularly  important  to  the  AIDS 
patients,  because  disclosing  the 
fact  that  a patient  has  AIDS  can 
have  serious  consequences  on 
various  aspects  of  the  patient’s 
life.  However,  since  AIDS  is  also  a 
communicable  disease,  there  are 
certain  instances  where  release  of 
information  is  permitted  by 
statute,  regulation,  case  law,  or 
ethical  consideration,  generally 
when  such  disclosure  is  in  the 
interest  of  protecting  the  public 
health. 

You  are  urged  to  contact  your 
legislators  and  educate  them 
about  the  problems  surrounding 
AIDS-specific  confidentiality 
statutes  while  you  educate  them 
about  AIDS  in  general.  ■ 
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I HE  A LTH  QUIP,  I INC. 

“Liquidators  for  the  Medical  Professions  ” 

FOR  SALE 

Brand  Name  Medical  Products 
and  Equipment 

40%  rItail 


\p-v 


— Exam  Room  Equipment 


Examination  Tables, 
Lamps,  Stainless  Steel  Carts, 
Stools 


ALL  PRICES  CASH  & CARRY 
Visit  Our  Showroom 


WED  - FRI.  1 0:00  - 5:00  SAT.  1 0:00  - 3:00 


SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 


Wishes  to  thank  the  many  members  of 
the  Medical  Profession  who  have 
recommended  The  Weight  Watchers 
Program  to  their  patients  in  their 
treatment  of  obesity. 


Sincerely 

Anne  & Harry  Friedman 
Co-Directors 


ARAFATE 


(sucralfate) 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (1 2 times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gmfourtimesa 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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Ulcer  therapy 
that  won’t  yield, 
even  to  smoking 
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What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine1  and  ranitidine2 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers34  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine5: 


Ulcer  healing  rates: 

(at  four  weeks  of  therapy)5 

Sucralfate: 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


All  patients 


79.4% 


Smokers 

81.6%* 

Cimetidine: 

All  patients 

76.3% 

Smokers  62.5% 

ARAFATE 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 
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Geogia  Department  of  Human  Resources1 

FiveAfear  Plan  on  AIDS 


Robin  Yaeger 


The  1987  Georgia  General  Assembly  passed 
House  Resolution  166,  directing  the  state’s 
Department  of  Human  Resources  (DHR)  to  pre- 
pare a 5-year  plan  detailing  the  impact  of  the 
Acquired  Immune  Deficiency  Syndrome  (AIDS) 
on  Georgia’s  human  and  fiscal  resources.  With 
the  cooperation  and  assistance  of  many  public 
and  private  agencies,  physicians,  hospitals  and 
individuals,  the  plan  is  complete  and  has  been 
forwarded  to  the  General  Assembly. 

The  document  highlights  issues  and  recom- 
mendations in  the  following  key  public  policy 
areas:  prevention,  antibody  testing  and  counsel- 
ing, service  delivery,  legislation,  and  costs.  Spe- 
cial AIDS  issues  in  the  care  of  pediatric  patients, 
persons  with  hemophilia,  intravenous  drug  users, 
mental  health  clients,  and  incarcerated  popula- 
tions, and  in  the  management  of  persons  with 
AIDS  (PWAs)  who  require  adult  guardianship,  are 
also  explored  in  the  plan.  Recommendations  were 
derived  from  agency,  community,  and  provider 
surveys  in  both  the  public  and  private  sectors, 
from  other  states’  experiences,  and  from  the  cur- 
rent literature.  Statements,  projections,  and  other 
data  represent  the  best  concensus  about  AIDS 
planning  in  1987.  Readers  of  the  plan  are  cau- 
tioned that  this  epidemic  is  a dynamic  one,  and 
that  both  its  data  and  its  recommendations  may 
be  subject  to  change  based  on  new  information. 


Ms.  Swift  is  AIDS  Planning  Coordinator,  Division  of  Public  Health,  Georgia 
Department  of  Human  Resources,  878  Peachtree  St.,  Atlanta,  GA  30309.  Direct 
inquiries  to  her. 


Swift,  M.P.H. 


This  article  summarizes  the  plan’s  major  rec- 
ommendations and  the  background  data 
which  supports  them.  Georgia’s  current  AIDS  ep- 
idemiology forms  the  basis  for  the  Department’s 
long-range  planning:  some  5000  new  cases  of 
AIDS  will  be  reported  in  Georgia  between  1988- 
1991.  A change  in  the  surveillance  definition  for 
AIDS  will  result  in  a striking  increase  among  pe- 
diatric cases:  between  80-100  children  are  ex- 
pected to  be  diagnosed  with  AIDS  within  the  next 
4 years.  Cases  in  Georgia  will  continue  to  pre- 
dominate among  homosexual/bisexual  males  and 
intravenous  (IV)  drug  users;  however,  the  num- 
ber of  heterosexual  contact  and  perinatal  trans- 
mission cases  is  projected  to  increase.  If  national 
trends  are  borne  out,  cases  will  also  shift  from 
urban  centers  to  rural  areas. 

AIDS  surveillance  is  an  ongoing  activity  of  the 
Department  of  Human  Resources.  It  is  accom- 
plished through  enhancing  the  case-finding  ac- 
tivities of  physicians  and  hospitals,  supporting 
improved  reporting  mechanisms,  and  conduct- 
ing seroprevalence  studies.  The  Atlanta  Standard 
Metropolitan  Statistical  Area  is  one  of  30  cities 
participating  in  the  new  federal  seroprevalence 
study  being  conducted  by  the  Centers  for  Disease 
Control  (CDC).  The  purpose  of  the  study  is  to 
define  the  prevalence  of  HIV  infection  in  selected 
populations  in  order  to  assess  whether  AIDS  will 
be  confined  to  its  original  risk  groups  or  has 
spread  into  the  population  at  large.  In  addition 
to  this  study,  DHR  also  monitors  seroprevalence 
among  methadone  center  clients,  sexually  trans- 


JANUARY  1988,  Vol.  77 


53 


mitted  diseases  patients,  and  selected  other  pop- 
ulations, including  a sample  of  premarital  syph- 
ilis serologies. 

The  Five  Year  Plan’s  key  epidemiology  and 
surveillance  recommendations  include  the 
following: 

* Anonymous  or  voluntary,  confidential  sero- 
prevalence  studies  should  continue  under  the 
supervision  of  DHR; 

* DHR  should  maintain  data  systems  tracking  all 
AIDS  activities,  in  order  to  inform  future  plan- 
ning and  programming; 

* Any  data  system  containing  information  about 
persons  with  AIDS,  ARC,  HIV  infection,  or  risk 
behaviors  should  be  maintained  with  maxi- 
mum precautions  to  protect  confidentiality.  No 
data  with  personal  identifiers  should  be  re- 
leased without  express  written  patient  con- 
sent, except  under  specific  statutory  require- 
ments or  court  order. 


Mandatory  HIV  antibody  testing 
is  discouraged  as  an  epidemic 
control  strategy  due  to  problems 
with  test  accuracy  in  low  risk 
populations  and  with  discrimination 
against  those  found  to  be  antibody 
positive . 


Voluntary  antibody  testing,  accompanied  by 
counseling,  has  proven  a useful  tool  for  assisting 
persons  at  risk  for  HIV  infection  to  assess  their 
antibody  status  and  motivate  personal  behavior 
change.  Such  testing  has  been  available  in  the 
state’s  major  health  districts  since  1985.  In  the 
past  year,  testing  sites  have  been  expanded,  and 
all  159  county  health  departments  now  offer  an- 
tibody testing  and  counseling.  The  state  labora- 
tory has  performed  over  24,000  antibody  tests 
during  1987  alone. 

Mandatory  HIV  antibody  testing  is  discouraged 
as  an  epidemic  control  strategy  due  to  problems 
with  test  accuracy  in  low  risk  populations  and 
with  discrimination  against  those  found  to  be 
antibody  positive.  Along  with  the  issues  raised 
by  mandatory  versus  voluntary  testing  comes  the 
issue  of  the  cost  of  the  increasing  demand  for 
testing.  Based  on  the  current  wide  availability 
and  acceptability  of  voluntary,  anonymous  anti- 


body testing  programs,  the  plan  makes  the  fol- 
lowing recommendations  about  antibody  testing: 

* Voluntary,  anonymous  HIV  antibody  screening 
should  continue  to  be  offered  to  persons  seek- 
ing to  know  their  antibody  status; 

* Voluntary  HIV  antibody  screening  should  be 
offered  in  clinics  where  individuals  at  risk  of 
infection  may  seek  care:  family  planning  and 
obstetric  clinics,  sexually  transmitted  diseases 
clinics;  drug  treatment  clinics; 

* Consistent  policies  and  statutes  protecting 
confidentiality  of  HIV  antibody  test  results  and 
medical  records  should  be  developed  and  en- 
forced; 

* AIDS  education  materials  should  be  given  to 
every  marriage  license  applicant. 

* Follow-up  counseling  and  support  programs 
for  persons  who  test  antibody  positive  should 
be  made  available. 

The  vast  majority  of  projected  cases  for  1991 
are  already  infected  with  the  AIDS-causing  Hu- 
man Immunodeficiency  Virus  (HIV).  In  the  ab- 
sence of  a vaccine,  improved  medical  therapy, 
or  a cure,  there  is  nothing  that  can  be  done  in 
the  intervening  5 years  to  prevent  these  cases 
from  occurring.  Prevention  education  about  AIDS 
must  reach  every  Georgian  if  new  infections  and 
cases  are  to  be  prevented.  The  primary  strategy 
of  the  Department  of  Human  Resources  in  the 
prevention  of  AIDS  is  through  education.  To  that 
end,  the  plan  recommends  the  following: 

* Resources  to  expand  DHR’s  AIDS  education/ 
risk  reduction  activities  should  be  increased. 
Target  groups  for  these  efforts  should  include: 
the  general  public,  groups  at  increased  risk  of 
infection,  children  and  adolescents,  health- 
care workers,  and  those  who  are  already  in- 
fected; 

* Preservice  and  inservice  education  programs 
for  educators  and  human  service  professionals 
should  be  implemented; 

* All  state  employees  should  be  educated  about 
AIDS; 

* A coordinated  statewide  network  of  AIDS  ed- 
ucation should  be  created  irr  cooperation  with 
the  many  public  and  private  agencies  involved 
in  AIDS  education; 

* The  effectiveness  of  AIDS  education  programs 
should  be  monitored  and  evaluated. 

At  the  close  of  November,  1987,  Georgia  had 
reported  over  1000  cases  of  AIDS.  Physicians  es- 
timate that  there  are  5-10  times  as  many  cases 
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of  AIDS-related  complex  (ARC)  as  there  are  cases 
of  AIDS.  Based  on  federal  forecasts,  as  many  as 
40,000-60,000  Georgians  may  already  be  infected 
with  HIV.  People  along  the  entire  spectrum  of 
HIV  infection,  from  asymptomatic,  antibody  pos- 
itive to  full-blown  AIDS,  have  needs  for  medical 
and  social  services:  for  diagnosis,  treatment, 
emotional  support,  behavior  modification  as- 
sistance, practical  support,  advocacy,  and  refer- 
ral. In  1987,  there  is  no  coordinated,  statewide 
system  of  care  that  is  meeting  those  needs  in 
Georgia. 


The  Plan  forecasts  the  morbidity 
and  mortality  expected  from  AIDS 
through  1991  and  proposes  some 
solutions  to  the  dilemmas  that 
AIDS  will  pose  for  the  health 
service  delivery  system . 


The  Department  of  Human  Resources  has  been 
questioned  about  its  assertion  that  this  disease 
will  demand  a comprehensive,  coordinated  re- 
sponse. AIDS  presents  a unique  combination  of 
factors  that  influence  public  policy.  First,  it  is  a 
contagious  disease,  of  epidemic  proportions, 
caused  by  a heretofore  unknown  retrovirus:  these 
factors  alone  demand  a public  health  response. 
Second,  the  original  risk  groups  for  infection  in 
the  United  States  were  already  vulnerable  to  so- 
cial prejudice  and  isolation:  this  epidemic  has 
heightened  discrimination  and  fear.  Third,  AIDS 
is  a disease  that  predicts  medical  indigency  for 
many  who  will  be  ill  and  die  from  it.  Persons 
with  AIDS  are  usually  young,  with  little  financial 
equity  to  meet  the  expenses  of  a catastrophic 
illness.  Many  of  the  infected  who  are  working 
and  insured  against  such  medical  care  costs  will 
become  disabled  by  their  illness,  losing  both  their 
jobs  and  their  insurance.  Others  will  lose  em- 
ployment or  insurance  due  to  discrimination.  Still 
others,  particularly  IV  substance  abusers,  are 
medically  indigent  to  begin  with.  When  personal 
and  family  resources  are  exhausted,  and  when 
health  insurance  is  unavailable  or  used  up,  these 
people  will  become  dependent  on  the  public  sec- 
tor for  their  care. 


Unless  state  agencies  act  now,  in  concert  with 
each  other,  with  state  and  federal  funding  sources, 
and  with  private  and  public  health  providers,  the 
costs  of  indigent  AIDS  care  may  overwhelm  the 
public  sector  health  delivery  system.  To  antici- 
pate the  growing  service  demands  on  that  system 
and  to  establish  a continuum  of  care  services  to 
meet  the  needs  of  HIV  positive,  ARC,  and  AIDS 
patients,  the  Department  has  proposed  the  fol- 
lowing: 

* To  fund  five  regional  Ambulatory  AIDS  Treat- 
ment Centers  and  combine  them  with  Grady 
Memorial  Hospital’s  ambulatory  clinic  to  cre- 
ate a statewide  system  of  ambulatory  care  for 
the  spectrum  of  HIV-related  disease  in  the 
medically  indigent; 

* To  develop  a regional  pediatric  AIDS  care  sys- 
tem in  conjunction  with  the  Ambulatory  AIDS 
Treatment  Centers,  with  separate  funding; 

* As  a cost  control  measure,  to  develop  a re- 
gional AIDS  case  management  system  in  con- 
junction with  the  regional  centers.  Case  man- 
agers would  act  as  the  referral  centers  for 
inpatient,  nursing  home,  hospice,  and  social 
service  care.  Reimbursement  mechanisms  and 
contracts  for  all  aspects  of  such  care  would 
be  developed  jointly  by  the  Departments  of  Hu- 
man Resources  and  Medical  Assistance; 

* A strong  network  of  inpatient  hospital  care  must 
be  developed  for  persons  with  ARC  and  AIDS. 
Current  and  new  medical/psychiatric  beds  must 
be  identified  for  patients  displaying  symptoms 
of  severe  neurologic  HIV  infection.  Both  public 
and  private  providers  must  be  involved  in  the 
establishment  of  an  inpatient  care  network; 

* A variety  of  additional  or  new  service  alter- 
natives should  be  developed,  including  nurs- 
ing home  and  inpatient  hospice  care,  medical 
daycare,  alternative  housing  services,  and  other 
support  services; 

* New  resources  for  drug  treatment  and  com- 
munity mental  health  care  must  be  identified 
to  cope  with  the  increasing  demands  pre- 
sented by  AIDS; 

* State  agencies  should  work  with  the  Georgia 
insurance  industry  to  identify  options  for  fi- 
nancing AIDS-related  care  and  insurance; 

* Community  organizations  should  be  encour- 
aged to  take  an  active  role  in  the  provision  of 
support  services  to  people  with  AIDS  and  ARC; 

* DHR  supports  public  policies  that  prohibit  dis- 
crimination against  persons  with  HIV  infec- 
tion, ARC,  or  AIDS. 
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* Expansion  of  AIDS  education  outreach  to,  and 
drug  treatment  services  for,  IV  drug  users  and 
their  sexual  partners; 

* Expansion  of  services  and  support  to  persons 
with  hemophilia; 

* Expansion  of  AIDS  prevention  and  treatment 
capabilities  within  the  Georgia  correctional 
system,  including  education  of  staff  and  in- 
mates, expansion  of  antibody  testing  capabil- 
ity, and  increased  medical  care  capability  for 
inmates  with  symptomatic  HIV  infection. 

The  Georgia  AIDS  Five  Year  Plan  is  a beginning 
document  for  future  long-range  planning  to  man- 
age the  impact  of  the  AIDS  epidemic.  The  Plan 
forecasts  the  morbidity  and  mortality  expected 
from  AIDS  through  1991  and  proposes  some  so- 
lutions to  the  dilemmas  that  AIDS  will  pose  for 
the  health  service  delivery  system.  Successful  im- 
plementation of  recommendations  will  depend 
on  an  ongoing,  cooperative  dialogue  among  gov- 
ernment agencies,  service  providers,  and  those 
both  at  risk  of  and  infected  with  HIV.  The  doc- 
ument is  intended  to  serve  as  a point  of  departure 
for  that  dialogue.  For  further  information  about 
the  contents  of  the  AIDS  Five  Year  Plan,  contact: 
Dr.  James  W.  Alley,  Director,  Division  of  Public 
Health,  Georgia  Department  of  Human  Re- 
sources, 878  Peachtree  St.,  Atlanta,  GA  30309.  ■ 


PRACTICE  MEDICINE.  NOT  PAPERWORK. 

In  Navy  Medicine  the 
emphasis  is  on  patients, 
not  paperwork. 

As  a Navy  doctor, 
you  step  into  an  active 
and  challenging  group 
practice.  You  work  with 
state-of-the-art  equip- 
ment and  the  best 
facilities  available. 

Highly  trained 
physician’s  assistants, 
hospital  corpsmen, 
nurses  and  hospital 
administrators  not  only 

provide  medical  support,  they  attend  to  almost  all  the  paperwork.  As  a result,  you’re 
free  to  make  medical  decisions  based  solely  on  the  needs  of  your  patients. 

Along  with  your  professional  development,  you’ll  enjoy  the  lifestyle  and  fringe 
benefits  of  a Navy  officer.  Beginning  salaries  are  comparable  with  hospital  staff 
positions  for  most  specialists. 

To  learn  more  about  the  Navy’s  practice  made  perfect,  send  vour  curriculum 
vitae  or  call:  1-800-533-0915 

BE  THE  DOCTOR  YOU  WANT  TO  BE. 

IN  THE  NAVY. 


State  government  will  play  a role  in  facilitating 
the  development  and  delivery  of  AIDS-related  care. 
Government  will  also  be  involved  in  quality  as- 
surance monitoring,  in  the  training  of  staff  profes- 
sionals, in  data  analysis,  and  in  planning. 


The  Atlanta  Standard 
Metropolitan  Statistical  Area  is  one 
of  30  cities  participating  in  the  new 
federal  seroprevalence  study  being 
conducted  at  the  Centers  for 
Disease  Control. 


Within  its  special  issues  chapter,  the  plan  pro- 
poses additional  recommendations  for  special 
populations: 

* Increased  medical  care  and  social  service  sup- 
port facilities  for  pediatric  AIDS  patients; 

* Increased  planning  and  resources  for  both  pri- 
vate and  public  mental  health  care  for  HIV- 
infected  and  symptomatic  clients; 

* Examination  of  new  legal  procedures  for  in- 
capacitated persons  with  AIDS  which  will  be 
less  comprehensive  than  adult  guardianship; 


The  Efficacy  of  Measuring  Bone 
Mineral  Density  in  Asymptomatic 
Women:  A Preliminary  Report 

L L Wilkes,  M.D.,  S.  D.  Barnhill,  M.D. 


Osteoporisis  enjoys  a certain  fa- 
vored status  among  diseases. 
The  media  constantly  warns  women 
of  the  tragic  consequences  of  os- 
teoporosis, and  as  a result,  women 
have  begun  to  view  the  disease  with 
a growing  fear. 

Since  1984,  there  has  also  been 
a dramatic  change  in  the  way  phy- 
sicians view  osteoporosis.  With  the 
development  and  popularization  of 
highly  sensitive  techniques  for 
measuring  bone  density,  such  as 
Dual  Photon  Absorptometry  (DPA) 
and  Quantitative  Computed  To- 
mography (QCT),  physicians  are 
now  capable  of  measuring  the  den- 
sity of  the  proximal  femur  and  the 
lumbar  vertebrae.  The  National  In- 
stitutes of  Health  (NIH)  1984  Con- 
sensus Conference  stimulated  those 
interested  in  bone  density  with  its 
recommendations  for  “defining 
persons  at  risk,  and  developing  safe, 
effective,  and  low  cost  strategies  for 
fracture  protection.”1 
With  the  technology  already  in 
place,  the  NIH  report  was  a green 
light  to  interested  parties  to  begin 
to  set  up  screening  centers  for  os- 
teoporosis. It  is  estimated  that  there 
are  now  300  such  centers  in  oper- 
ation, and  approximately  30  to  40 
new  centers  are  being  opened  each 
month  in  the  United  States.2 

Is  screening  asymptomatic  wom- 
en worth  the  time  and  cost?  The 


literature  is  contradictory.  Early  fa- 
vorable reports3  were  strengthened 
by  commercialism  as  proponents 
of  different  methods  published  their 
results  and  recommendations.4' 5 
The  popularization  of  the  “fracture 
threshold”  has  heightened  interest 
among  physicians  despite  the  fact 
that  the  value  of  the  fracture  thresh- 
old has  not  been  tested.6  Recently, 
some  researchers  have  denounced 
osteoporosis  screening  as  an  inef- 
fective use  of  the  health  care  dol- 
lar,7' 8 while  others  have  offered  re- 
buttals to  such  denouncements.9 

Amidst  such  uncertainty,  we  set 
out  to  evaluate  the  usefulnesses  of 
our  bone  density  testing  program. 
We  concluded  that,  while  wide 
scale  screening  of  asymptomatic 
women  for  osteoporosis  may  not  be 
useful  or  practical,  a combined  pro- 
gram of  education  and  bone  den- 
sity testing  in  perimenopausal 
women  with  high  risk  factors  can 
be  recommended. 

Methods  and  Materials 

Bone  mineral  content  (density) 
was  determined  in  122  Cau- 
casian women  between  the  ages  of 
40  and  60  years  who  answered  yes 
to  three  or  more  of  the  following 
risk  factors: 

• Do  you  have  a strong  family  his- 
tory of  osteoporosis? 


• Are  you  petite  or  small  in  size? 

• Are  you  fair  or  blonde? 

• Do  you  live  a sedentary  lifestyle? 

• Have  you  undergone  menopause 
(natural  or  surgically)? 

• Do  you  smoke  one  or  more  packs 
of  cigarettes  per  day? 

• Do  you  drink  6 or  more  oz.  of 
alcohol  per  day? 

• Are  you  on  dilantin  or  thyroid 
medication? 

Bone  mineral  content  was  meas- 
ured using  the  technique  of  radio- 
graphic  absorptometry  (RA).  Space 
does  not  permit  a full  discussion  of 
this  technique  which  has  been  de- 
scribed in  the  literature.3  Likewise, 
no  intenion  is  made  to  compare  RA 
to  DPA  or  QCT.  It  should  be  noted, 
however,  that  RA  has  a higher  cor- 
relation coefficient  with  Total  Body 
Calcium  (TBC)  than  either  of  the 
other  two  methods.10 

Of  the  122  women,  31  were  found 
to  be  positive  (more  than  1 SD  be- 
low the  mean  value  for  both  mid 
life  normals  and  aged  matched  nor- 
mals), and  91  were  either  negative 
or  borderline  (more  than  1 SD  be- 


Dr.  Wilkes  is  with  the  Chatham  Orthopaedic  As- 
sociation, 44  Medical  Arts  Center,  Savannah,  GA 
31405.  Send  reprint  requests  to  him.  Dr.  Barnhill 
is  with  the  Department  of  Laboratory  Medicine, 
Medical  University  of  South  Carolina,  Charleston, 
SC. 
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low  the  mean  value  for  mid  life  nor- 
mals but  less  than  1 SD  below  the 
mean  for  age  matched  normals). 
Those  in  the  positive  group  were 
referred  to  an  appropriate  physi- 
cian for  evaluation.  In  the  negative 
and  borderline  groups,  recommen- 
ations  were  made  affecting  their 
diets,  lifestyle,  activity  level,  cal- 
cium intake,  and  in  some  cases, 
hormone  therapy. 

At  the  end  of  one  year,  the  91 
negative  and  borderline  women 
were  polled  using  a writen  ques- 
tionnaire to  determine  the  degree 
of  compliance  with  the  recommen- 
dations. A total  of  67  percent  of  the 
women  responded  to  the  question- 
naire. 

Results 

Compliance  was  determined  for 
each  recommendation  made, 
and  the  results  are  summarized  be- 
low. 

Dietary  Calcium:  22%  had  a cal- 
cium intake  of  1 gm.  or  more  prior 
to  their  visit.  Recommendations  to 
maintain  or  increase  dietary  cal- 
cium or  to  add  calcium  supple- 
mentation were  made  in  88%.  All 
of  the  women  were  in  compliance 
at  the  end  of  a year. 

Exercise:  15%  were  exercising  at 
an  equivalent  of  a 3-mile  walk  three 
times  a week  prior  to  their  visit. 
Recommendations  to  begin  an  ex- 
ercise program  or  to  increase  their 
existing  program  were  suggested  in 
81%.  At  the  end  of  one  year,  27% 
of  these  women  were  in  complete 
compliance,  and  an  additional  67% 
were  in  partial  compliance  with  the 
suggestions. 

Hormone  Replacement:  22%  of 
the  women  were  on  replacement 
estrogen-progesterone  prior  to  their 
visit.  Recommendations  to  add  hor- 
mone replacement  were  made  in 
another  32%  (79%  were  post  men- 
opausal). In  those  receiving 
recommendations  for  hormone  re- 
placement, 100%  reported  discuss- 
ing the  recommendations  with  their 
personal  physician,  and  of  those, 
87%  were  begun  on  replacement 
therapy. 

In  summary,  the  degree  of  com- 
pliance with  each  of  the  recom- 
mendations were  as  follows:  ade- 


quate calcium  intake,  100%; 
adequate  or  improved  exercise, 
94%;  hormone  replacement  when 
indicated,  91%. 

We  have  not  made  an  attempt  to 
deterime  the  exact  outcome  of  those 
31  positive  individuals  referred  for 
further  evaluation.  However,  we 
have  determined  that  all  of  them 
were  evaluated,  and  most  are  in  ac- 
tive treatment  programs. 

Discussion 

Screening  for  diseases  is  nothing 
new,  but  special  problems  are 
encountered  in  screening  asymp- 
tomatic women  for  low  bone  mass. 
Osteopenia  is  a continuum  rather 
than  a disease  which  can  be  meas- 
ured as  positive  or  negative.  By  the 
time  osteopenia  progresses  to  the 
state  of  osteoporosis  (requiring  a 
stress  factor  by  definition,  and  with 
a depletion  of  30%  of  bone  mass 
by  agreement),  the  bone  reversibil- 
ity may  be  questionable. 

Obviously,  the  efficacy  of  a de- 
tection program  in  such  a disease 
is  more  difficult  to  evaluate  than  in 
other  diseases  which  have  histori- 
cally accepted  screening  methods. 
Various  methods  have  been  used 
to  determine  the  success  or  failure 
of  screening  programs.  Ott  and 
Cummings  have  argued,  at  least  on 
theoretical  grounds,  that  screening 
for  osteoporosis  cannot  be  rec- 
ommended7' 8 Monroe  submitted  his 
work  to  the  eight  points  of  screen- 
ing proposed  by  Wilson  and  Jun- 
ger,  and  determined  that  the  effort 
was  worthwhile.3 

It  seems  obvious  that  the  ultimate 
measure  of  effectiveness  in  any 
early  detection  program  is  the  de- 
gree to  which  the  individual  can  be 
protected  from  a disease.  There- 
fore, it  is  not  enough  to  simply  iden- 
tify those  in  the  population  with  low 
bone  mass.  To  be  effective,  the  pro- 
gram must  cause  the  individual  to 
make  certain  alterations  to  protect 
themselves  from  the  disease.  Based 
upon  this  assumption,  we  chose  to 
determine  the  success  or  failure  of 
our  program  by  the  end  results. 

There  is  certainly  no  unanimity 
of  opinion  as  to  the  prevention  and 
treatment  of  osteoporosis.  Opin- 
ions vary,  but  most  would  agree  that 


calcium  and  exercise  in  modera- 
tion and  hormone  replacement 
when  not  contraindicated  have  a 
positive  effect  on  bone  mass.  Such 
was  the  consensus  at  a recent 
meeting  at  the  NIH.11  Having  made 
recommendations  based  upon  this 
consensus  and  having  demon- 
strated excellent  compliance  among 
the  participants,  it  will  now  remain 
to  be  seen  if  there  is  an  ultimate 
influence  on  the  fracture  rate  in  the 
future. 

Conclusion 

It  is  our  conclusion  that,  while  in- 
discriminate screening  of 
asymptomatic  women  cannot  be 
justified,  selective  screening  in 
those  individuals  at  increased  risk 
appears  to  be  effective.  If  a program 
is  to  have  real  meaning  it  should 
contain  a strong  teaching  compo- 
nent with  specific  recommenda- 
tions for  each  individual,  and  the 
program  should  not  only  be  a 
measurement  of  bone  mass.  While 
our  efforts  appear  to  have  had  a 
positive  effect  on  the  women  in  this 
study,  the  final  result  will  be  the 
effect  of  such  efforts  on  the  fracture 
rate  in  the  future. 
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:perienced  Emergency  Physicians 
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hospital  in  Gainesville.  Duties 
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hospital  emergency  department 
and  rotation  through  affiliated 
clinic.  Gainesville  is  located  in  the 
foothills  of  the  Blue  Ridge 
Mountains,  less  than  an  hour  drive 
from  Atlanta.  Guaranteed  rate  of 
compensation  in  excess  of 
$105,000  annually,  occurrence 
malpractice  insurance  coverage, 
CME  allowance,  relocation 
assistance,  reimbursement  of 
professional  dues.  Requirements 
include  board  certification  in 
emergency  medicine  or  board 
prepared  and  actively  pursuing 
emergency  medicine  boards.  For 
complete  details,  contact  Dan 
Howard,  Spectrum  Emergency 
Care,  P.O.  Box  27353,  St.  Louis, 

MO  63141;  1-800-325-3982;  314-878- 
2280. 


Private  Practice  Opportunity  in 

small  community  50  miles  south  of 
Atlanta.  For  more  information, 
contact  Phillip  Jordan, 
Administrator,  Jasper  Memorial 
Hospital  and  Nursing  Home, 
Monticello,  GA  31604.  Ph:  (404) 
468-6411. 


FOR  SALE 

For  Sale  — fully  equipped,  new 
free-standing  clinic,  centrally 
located  in  growing  Clayton  County. 
Includes  x-ray,  laboratory,  5 
examining  rooms  with  piped  N02 
and  02  and  sinks.  Ideal  for  Plastic 
Surgery,  Emergency  Center,  or 
Family  Practice.  Call  404-961-4761. 
Present  physician  may  remain. 


SERVICE 

Confidential  medical  transcription 
services  serving  mental  health  field 
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delivery,  dictate  by  phone 
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MEDSTAT  — Discover  why  we 
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and  permanent  placements.  We 
can  provide  you  with  coverage  or 
work  as  our  staff  physician.  Call  Us 
800-833-3465  (NC  800-672-5770);  or 
write  MEDSTAT,  Inc.,  P.O.  Box 
15538,  Durham,  NC  27704. 
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Plan  to  attend: 


A two-day  symposium 
at  Colony  Square 
Atlanta 

April  7-8,  1988 
Registration:  $225 


Symposium 

Co-Chairmen 

David  F.  Apple,  Jr.,  M.D. 
Medical  Director 

Donald  P.  Leslie,  M.D. 

Medical  Director 

High  Quadriplegia  Program 


REGISTRATION  IS 
LIMITED.  Reserve  your  space 
today,  by  sending  a check  for 
$225,  payable  to  Shepherd 
Spinal  Center,  to:  Lesley  M. 
Hudson,  Symposium  Registrar, 
Shepherd  Spinal  Center,  2020 
Peachtree  Road,  N.W.,  Atlanta, 
GA  30309.  Confirmations  of 
early  registrations  and  a sym- 
posium information  packet 
will  be  mailed  in  October. 


“High  Quadriplegia - 
The  Ultimate  Challenge ” 


A medical  symposium  address- 
ing the  acute  and  rehabilitative 
care  of  the  C-l  through  C-4 
high  quadriplegic.  Hosted  by 
Shepherd  Spinal  Center  in 
Atlanta,  now  the  nation’s  larg- 
est dedicated  spinal  cord  injury 
hospital.  Issues  to  be  investigated 
include:  medical,  psychosocial 
and  high  tech  approaches  to 
care  and  rehabilitation.  Special 
emphasis  on  ventilator  wean- 
ing, the  interdisciplinary  care 
approach,  phrenic  nerve  pacer 
implants  and  community 
reintegration. 

Symposium  Preview: 

High  Quadriplegics:  They 
Can  Go  Home  Again 

With  high  quadriplegics  sur- 
viving at  unprecedented  rates, 
quality  of  life  issues  and  dis- 
charge planning  are  of  para- 
mount importance  from  the  first 


day  of  admission  to  the  specialty 
setting.  The  philosophy  of 
treatment  at  SSC  will  be  cov- 
ered, including  the  referring 
physician’s  role  in  long-term 
medical  management. 

Medical  Overview: 

Care  of  the  High 
Quadriplegic 

The  potential  for  complications 
such  as  deep  vein  thrombosis, 
stress  ulceration,  decubitus, 
pneumonia,  urinary  tract  infec- 
tions and  sepsis  poses  a serious 
threat  to  high  quadriplegic 
patients.  Prevention  strategies, 
the  benefits  of  early  mobiliza- 
tion of  ventilator  dependent 
patients  and  medical  manage- 
ment of  complications  are 
covered. 

Ventilator  Weaning 

All  high  quadriplegics  at 
Shepherd  Spinal  Center  are 
evaluated  to  determine  their 
candidacy  for  phrenic  nerve 
pacer  implants  and  their  poten- 
tial for  weaning  from  mechan- 
ical ventilation.  The  pulmonary 
evaluation  studies  performed 
at  SSC  and  protocols  for  wean- 
ing are  included. 


Panel  and  Concurrent 
Session  Topics: 

Pulmonary  Issues 

Social  Work:  Discharge 
Planning,  Peer  Support, 
Sexuality 

The  Therapeutic  Value  of 
Sensory  Experience 

The  Biofeedback  Program 
at  SSC 

Ventilator  Home  Care 

Focus  On:  Phrenic  Pacer 
Implantation 

Departmental  Presenta- 
tions by  O.T.,  P.T.,  Recre- 
ation Therapy,  Social  Work, 
Respiratory  Care,  Educa- 
tion, Nutritionists 

Emphasis  on  specialized 
equipment 

For  Physicians  Only: 

Grand  Rounds  at  Shepherd 
Spinal  Center 
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Specialty 
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Check  one:  □ Check  enclosed.  □ Please  send  a 

Reserve  my  space  now.  complete  information 

packet. 


Case  Study:  Larry  McAfee 
Diagnosis:  C-1  Complete 
Prognosis:  Promising 


Contact  the  Admissions  Office  for 
routine  information.  A physician 
is  on  24-hour  call  to  assist  in 
emergency  arrangements. 


When  28  year-old  Larry  McAfee 
was  brought  to  Shepherd  Spinal 
Center  as  a result  of  a motor- 
cycle accident  in  late  1985,  he 
was  classified  as  a C-1  complete 
spinal  cord  injury.  He  was  suf- 
fering from  severe  burns  on  his 
right  ankle,  massive  atelectasis, 
pneumothorax  and  pneumonia. 
Paralyzed  instantly  at  the  first 
cervical  vertebrae  below  the 
brain  stem,  he  required  mechan- 
ical ventilation  for  breathing. 


The  road  to  a meaning- 
ful quality  of  life  has  been  a 
long  one  for  Larry,  requiring 
intensive  medical  care,  rehabil- 
itation, counseling-and  Larry’s 
own  unsinkable  spirit. 

We  couldn’t  promise 
Larry  miracles,  but  we  could 
promise  him  the  care  of  the 
largest  rehabilitation  hospital 
in  the  nation  specializing  in 
paralyzing  spinal  cord  dis- 
orders, Shepherd  Spinal  Center 
in  Atlanta.  With  the  help  of 
various  adaptive  devices  and 
skilled  attendants,  it  is  possible 
for  Larry  to  live  independently 


in  an  apartment  since  his  dis- 
charge from  Shepherd.  He  now 
actively  pursues  his  goal  of  a 
career  as  a computer  program- 
ming consultant. 

At  Shepherd  Spinal 
Center,  our  ultimate  challenge 
is  to  assist  patients  like  Larry  in 
a comprehensive  High  Quadri- 
plegia  Program,  (C  1-4).  We 
involve  referring  physicians  in 
all  aspects  of  discharge  planning 
for  follow-up  medical  supervi- 
sion with  the  hope  that  patients 
like  Larry  will  go  home  again. 

Your  patients  count  on 
you.  Accept  the  challenge  and 
work  with  us... for  them. 


The  Georgia  Regional  Spinal  Cord 
Injury  Center/Fully  Accredited  by 
CARF  and  JCAH/ Designated 
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Bifida  Program/Nation’s  Largest 
Dedicated  Spinal  Cord  Injury  and 
Disease  Treatment  Facility. 

& Shepherd 
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three  average  illustrations  and/or  tables  will  be  borne  by  the 
author,  and  the  Journal  will  bill  the  author  for  this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  demands  on 
its  space  permit.  The  right  to  reduce,  revise,  or  reject  any 
material  submitted  for  publication  is  always  reserved.  The  Jour- 
nal is  not  responsible  for  statements  made  by  any  contributor. 
All  communications  regarding  editorial,  advertising,  subscrip- 
tion, and  miscellaneous  matters  should  be  sent  to  The  Editor. 
938  Peachtree  Street.  N.E.,  Atlanta,  GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau,  Inc. . 
to  be  acceptable  for  publication.  Other  advertising  copy  may  be 
accepted  subject  to  the  approval  of  the  Editor.  All  copy  or 
negatives  must  reach  the  Journal  office  by  the  1 0th  of  the  month 
preceding  publication.  General  and  classified  advertising  rates 
will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICE  — If  in  the  opinion  of  the 
Journal  Editorial  Board,  material  submitted  for  publication 
could  be  improved  by  a Medical  Editing  Service,  the  Editor  will 
contact  the  author  for  his  approval.  Association  members  need- 
ing assistance  in  preparation  of  material  for  publication  may  also 
use  this  service.  A reasonable  charge  is  made  for  this  ser\ice  and 
the  cost  of  this  will  be  borne  by  the  author. 
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There  are  times  when  it’s  best 
to  consolidate.  That’s  why  MAG 
Mutual  Insurance  Agency  offers 
you  convenient,  complete  insur- 
ance  coverages  with  caring  service. 
Convenient,  because  all  your 
personal  and  professional  in- 
surance needs  are  consolidated 
through  one  Agency  representing 
only  AT  carriers.  Complete  with 
comprehensive,  full-service  capa- 
bilities covering  office,  worker’s 
compensation,  bonds,  business 
Sc  personal  autos,  and  homes. 
And  best  of  all,  caring,  because 
we  re  doctor  owned  and  under- 
stand the  unique  requirements 
of  your  profession.  We’ll  handle 
your  account  with  the  same 


personal  attention  that  MAG 
Mutual  Insurance  Company  pro- 
vides with  professional  liability 
insurance. 

Call  and  compare  our  com- 
petitive rates.  Whether  you  need 
one  policy  or  several,  MAG 
Mutual  Insurance  Agency  will 
consolidate  your  coverages  into 
a more  convenient  plan.  Doctors 
are  our  specialty. . . let  us  design 
a custom-made  program  for  you. 
♦ Office  Package  ♦ Worker’s 
Compensation  ♦ Bonds  ♦ Data- 
Computer  Policy  ♦ Business  Sc 
Personal  Automobiles  ♦ Home- 
owners and  Condos  ♦ Boats 

♦ Accounts  Receivables 

♦ Professional  Liability 


muTum 

MAG  MUTUAL  INSURANCE  AGENCY,  LTD, 


P.O.  Box  52979  Suite  750  Atlanta,  GA  30355-0979  404/842-5600  or  800/282-4882 


MR  UPDATE 

MRI  is  Rapidly  Replacing  CT  & Myelography 
For  Evaluation  of  HNP 


LUMBAR  SPINE 


HISTORY:  This  38-year-old  male  complained  of 
recent  onset  of  low  back  pain  radiating  to  left  lower 
extremity. 


SCAN:  This  midline  sagittal  image  demonstrates  the 
high  intensity  (white)  discs  lying  between  the  vertebral 
bodies.  The  L4-5  disc  is  herniated  posteriorly  with  a 
“mushroom  configuration”  (long  arrow).  CSF  in  the  spinal 
canal  is  gray  (short  arrow),  and  this  CSF  column  is  in- 
dented by  the  herniated  disc  material  at  the  L4-5  level  (long 
arrow).  Axial  images  at  the  other  levels  demonstrated  that 
the  high  intensity  disc  material  is  contained,  and  disc 
herniation  can  be  confidently  excluded  at  all  the  other  levels. 


MRI  HIGHLIGHTS:  Lumbar  and  cervical  coil  MRI  is  rapidly  replacing  myelography  and  computerized 
tomography  for  initial  evaluation  of  suspected  disc  herniation  and  suspected  spinal  stenosis.  Standard  MR  examina- 
tion shows  the  entire  lumbar  or  cervical  spine,  the  spinal  canal  and  the  paraspinal  region.  Causes  of  low  back  or  neck 
pain  and  sciatica  are  well  demonstrated  without  injection  of  contrast  material  and  without  ionizing  radiation.  The 
bony  structures  are  well  shown,  and  destructive  bony  lesions  and  extraosseous  extension  of  bony  lesions  are  routinely 
demonstrated  on  MRI.  Intraspinal  neoplasms  are  also  confidently  detectable. 


ATLANTA 

MAGNETIC 

IMAGING 


ATLANTA  ATHENS 

MAGNETIC  MAGNETIC 

IMAGING— SOUTH  IMAGING,  LTD. 


800  Douglas  Road 
Atlanta,  Georgia  30342 

(404)  256-9296 


276  Medical  Way 
Riverdale,  Georgia  30274 

(404)  997-9313 


2090-B  Prince  Avenue 
Athens,  Georgia  30306 

(404)  353-3873 


AMI,  AMIS,  and  ATMI  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  slices  as  thin  as 
1mm,  high  resolution  head  and  body  coils,  state  of  the  art  surface  coils,  completely  variable  field  of  view  in  data 
collection,  cardiac  and  respiratory  gating  with  real  time  monitoring,  and  multi-axis  oblique  imaging. 


CtfealMi  3ma<jeb,  3nc. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 


IBs  true  that  diabetes  is  no  longer  the 
grim  diagnosis  it  once  was.  With 
every  new  discovery  and  innovation 
the  disease  has  less  power  over  a patient’s 
life.  But  the  really  good  news  is  that  now 
your  patients  with  diabetes  can  get  the 
full  benefit  of  all  these  innovations  at  one 
place-our  state-of-the-art 
Diabetes  Medical  Center.  The 
nursing  staff,  diabetic  educa- 
tor, dietician,  social  worker, 
occupational  therapist  and 
physical  therapist  are  specially 
trained  to  provide  these  inno- 
vative treatments.  We  con- 
H g g wm  centrate  on  the  lifestyle  and 

I Hr  ■^^^^^^Jlivelihoodofyourpatients- 
_ - _ _ — h ■ ■ h . helping  them  take  control 

lii!  If  ufU' BL  RtTlM  IT  through  medication,  self - 

1 monitoring,  diet  and  exercise. 
SR^ij  E®E  E We  work  with  you  to  design 

I Erl  the  treatment  and  education 
program  that’s  right  for  each  individual 
patient.  We  even  offer  our  daily  classes 
to  outpatients  with  individual  instruction 
as  you  require.  And  we  keep  you  abreast 
of  progress  regularly 

The  Diabetes  Medical  Center 


NOW  YOU 
CAN  GIVE 
YOUR  PATIENTS 


is  supported  by  the  full  resources  of 
DeKalb  General.  So  you  can  count  on 
cost-effective  care  and  a highly-skilled 
professional  staff. 

The  Diabetes  Medical  Center.  The 
good  news  about  diabetes. 

For  patients  and  physicians. 

For  more  information,  call 

297-5397 


At  DeKalbGeneral  Hospital 
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Specify  Adjunctive 


What 

will  you  tell  her 
about 
screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a program 
launched  by  the  American  Cancer  Society  and 
the  American  College  of  Radiology,  and  they 
may  come  to  you  with  questions.  What  will 
you  tell  them? 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along 
with  your  regular  breast  examinations  and 
their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer, 
a disease  which  will  strike  one  woman  in  10. 

If  you  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please 
contact  us. 


Dept. 

'«  I ¥ New  York,  New  York  10016 

or  your  local  society 


AMERICAN 
# CANCER 

<5  e^irrv® 


Professional  Education 
National  Headquarters 
90  Park  Avenue 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 


(ml 


ADDRESS 


W/Cfp fas 


^ as.c. 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1  and  2.5  mg 
didinium  bromide 


Please  consult  complete  prescribing  information,  a summary  of  which 
follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National  Acad- 
emy of  Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  indications  as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable 
colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  fur- 
ther investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder 
neck  obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Physical  and  psychological  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium®  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including  convulsions)  reported 
following  discontinuation  of  tbe  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranauilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy. 

Advise  patients  to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective 
amount  to  preclude  ataxia,  oversedation,  confusion  (no  more  than 
2 capsules/day  initially;  increase  gradually  as  needed  and  tolerated). 
Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  pharmacology  of 
agents,  particularly  potentiating  drugs  such  as  MAO  inhibitors,  pheno- 
thiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treating  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  especially 
in  elderly  and  debilitated;  avoidable  in  most  cases  by  proper  dosage 
adjustment,  but  also  occasionally  observed  at  lower  dosage  ranges.  Syn- 
cope reported  in  a few  instances.  Also  encountered:  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  increased  and  decreased  libido — 
allinfrequent,  generally  controlled  with  dosage  reduction;  changes  in 
EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  FfCl,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  mouth,  blurring  of  vision,  urinary  hesitancy,  constipation.  Con- 
stipation has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


P.l.  0186 


It’s  time 

for  the  Peacemaker. 

In  irritable  bowel  syndrome*  anxiety  can  aggravate  intestinal  symptoms,  which  may 
further  intensify  anxiety  — a distressing  cycle  of  brain/bowel  conflict.  Librax  intervenes  with 
two  well-known  compounds.  The  Librium'5  ( chlordiazepoxide  HCl/Roche)  component 
safely  relieves  anxiety.  And  Quarzan5  (clidinium  bromide/Roche)  provides  antisecretory 
and  antispasmodic  action  to  relieve  discomfort  associated  with  intestinal  hypermotility. 

Dual  action  — for  peace  between  brain  and  bowel.  Because  of  possible  CNS  effects,  caution 
patients  about  engaging  in  activities  requiring  complete  mental  alertness.  Specify  Adjunctive 

LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  bromide 


* Librax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  the  irritable  bowel  syndrome. 


Copyright  T 1987  by  Roche  Products  Inc.  All  rights  reserved.  Please  see  summary  of  prescribing  information  on  adjacent  page 


.«**“0»*  % * ***# 


Hitt* 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd  by  Eli  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  00630 


Computer-generated  mole, 
structure  of  cephalexin 


51987.  DISTA  PRODUCTS  COMPANY  KX-9008-B-849336 


hydrochloride  monohydra: 


Convenient  500-mg  b.i.d. 
iosage  and  demonstrated 
effectiveness  for 
reatment  of: 

] skin  and  skin  structure  infections* 
] uncomplicated-cystitis 
] pharyngitis* 


KEFTAB" 

(cephalexin  hydrochloride  monohydrate) 

Summary:  Consult  the  package  literature  for 

prescribing  information. 

Indications  and  Usage: 

Respiratory  tract  infections  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae  and  group  A 
/3-hemolytic  streptococci. 

Skin  and  skin  structure  infections  caused  by  sus- 
ceptible strains  of  Staphylococcus  aureus  and/or 
/3-hemolytic  streptococci. 

Bone  infections  caused  by  susceptible  strains  of 
S aureus  and/or  Proteus  mirabilis. 

Genitourinary  tract  infections,  including  acute  pros- 
tatitis, caused  by  susceptible  strains  of  Escherichia 
coli,  P mirabilis,  and  Klebsiella  sp. 


Contraindication:  Known  allergy  to  cephalosporins. 


Warnings:  KEFTAB  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PA- 
TIENTS. PENICILLINS  AND  CEPHALOSPORINS 
SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 


» New  hydrochloride  salt  form  of  cephalexin— 
requires  no  conversion  in  the  stomach  before 


absorption 

i Well-tolerated  therapy 


> May  be  taken  without  regard  to  meals 


or  other  indicated  infections,  250-mg  tablets  available 
irq.i.d.  dosage 


Viced  less  than  Keflex 


(cephalexin) 


eftab  is  contraindicated  in  patients  with  known  allergy  to  the 
Bphalosporins  and  should  be  given  cautiously  to  penicillin- 
snsitive  patients. 

enicillin  is  the  drug  of  choice  in  the  treatment  and  prevention 
f streptococcal  infections,  including  the  prophylaxis 
■ rheumatic  fever. 


>ue  to  susceptible  strains  of  Staphylococcus  aureus  and/or  /3-hemolytic  streptococci. 
)ue  to  susceptible  strains  of  Escherichia  coli,  Proteus  mirabilis.  and  Klebsiella  sp. 


Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be 
considered  in  differential  diagnosis  of  antibiotic- 
associated  diarrhea.  Colon  flora  is  altered  by  broad- 
spectrum  antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 

Precautions: 

• Discontinue  Keftab  in  the  event  of  allergic  reac- 
tions to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Keftab  should  be  administered  cautiously  in  the 
presence  of  markedly  impaired  renal  function.  Al- 
though dosage  adjustments  in  moderate  to  severe 
renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should 
be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed 
with  caution  in  individuals  with  a history  of  gas- 
trointestinal disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined 
in  pregnancy  and  lactation.  Cephalexin  is  excreted 
in  mother’s  milk.  Exercise  caution  in  prescribing 
Keftab  for  these  patients. 

• Safety  and  effectiveness  in  children  have  not  been 
established. 

Adverse  Reactions: 

• Gastrointestinal,  including  diarrhea  and,  rarely,  nau- 
sea and  vomiting.  Transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Hypersensitivity  in  the  form  of  rash,  urticaria,  angio- 
edema,  and,  rarely,  erythema  multiforme,  Stevens- 
Johnson  syndrome,  or  toxic  epidermal  necrolysis. 

• Anaphylaxis  has  been  reported. 

• Other  reactions  have  included  genital/anal  pruri- 
tus, genital  moniliasis,  vaginitis/vaginal  discharge, 
dizziness,  fatigue,  headache,  eosinophilia,  neutro- 
penia, and  thrombocytopenia;  reversible  interstitial 
nephritis  has  been  reported  rarely. 

• Cephalosporins  have  been  implicated  in  trigger- 
ing seizures,  particularly  in  patients  with  renal 
impairment. 

• Abnormalities  in  laboratory  test  results  included 
slight  elevations  in  aspartate  aminotransferase 
(AST,  SGOT)  and  alanine  aminotransferase  (ALT, 
SGPT).  False-positive  reactions  for  glucose  in  the 
urine  may  occur  with  Benedict’s  or  Fehling’s  solu- 
tion and  Climtest®  tablets  but  not  with  Tes-Tape® 
(Glucose  Enzymatic  Test  Strip,  USR  Lilly). 
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EDITOR'S  CORNER 


The  Poet  In  Us  All 


JL7 E ARE  ALL  POETS,  yOU  know, 
/V  whether  we  care  to  admit  it 
not.  Most  of  us  would  rather 
my  it.  It  is  simpler  that  way,  more 
ifensible.  Our  retreat  into  “no  one 
in  understand  the  stuff”  takes  us 
vay  from  the  necessity  of  studying 
and  particularly  from  the  need  to 
(pend  the  effort  to  find  the 
eaning  of  the  words.  After  all,  all 
tists  are  a bit  touched  in  the 
sad,  aren’t  they?  They  certainly 
spear  to  live  in  a different  world 
id  one  which  we  dare  not  enter. 
But  is  that  not  a retreat  from 
fort,  a running  away  from  the 
ard  work  of  looking  into  the 
iknown?  After  all,  one  can  look  at 
ly  example  of  modern  art  and 
sickly  conclude  that  no  intelligent 
srson  should  spend  their  time 
ying  to  figure  out  the  meaning  of 
lobs  of  color  on  a piece  of 
invas.  We  were  comfortable  with 
aphael  who  produced  lovely 
gums  and  with  Van  Gogh  who 
nderstood  impressionism  and 
slor.  Winslow  Homer  could  make 
ne  feel  a part  of  the  boats  and  the 
?a  he  painted.  We  understood  all 
f this;  it  was  easy,  uncomplicated, 
id  understandable.  What  was  the 
sed  to  bother  oneself  with 
lodern  foolishness? 

rhat  need  is  the  same  peculiar, 
driven,  genetically  produced 
laracteristic  that  placed  us  all  in 
iis  challenging  field  of  medicine. 
Iiat  peculiar  fascination  with  the 
nknown,  that  drive  to  make  clear 
id  understandable  that  which  is 


not  readily  understood.  Rudyard 
Kipling  understood  this  and 
expressed  it  simply: 

“Something  lost,  go  and  find  it 

Go  and  look  beyond  the 
mountains. 

Something  lost  beyond  the 
mountains. 

Lost  and  waiting  for  you 

Go!” 

That’s  it.  That’s  why  we  have  to 
do  it,  why  we  cannot  avoid  doing  it 
for  fear  of  feeling  left  out,  or 
inadequate,  or  less  than  what  we 
might  be,  or  any  one  of  those  other 
demons  that  drives  us  to  ever  seek 
perfection. 

There  is  poetry  in  all  we  do.  At 
least,  there  should  be.  The 
examples  are  everywhere.  How 
many  times,  on  those  early 
morning  rounds,  have  we  heard  the 
response  to  the  query  as  to  how 
the  patient’s  night  went:  “It  was  so 
long,  1 thought  it  would  never 
end”?  One  needs  only  to  be  visited 
by  illness  once  to  experience  the 
loneliness  of  pain  in  the  dark 
hours  of  the  night  when  clock 
hands  move  with  deathly  slowness 
and  abandon,  to  realize  that  on 
occasion  it  seems  that  the  light 
and  comfort  of  the  day  shall  never 
come. 


Let  me  tell  you  how  one  poet 
sees  that  situation.  It  appears 
in  one  of  Emily  Dickinson’s  short 
poems  — she  who  disappearead 
into  her  father’s  house  at  age  35, 


never  to  be  seen  off  those  grounds 
for  the  rest  of  her  life  — she  who 
dressed  all  in  white  from  her  33rd 
year  until  her  death  at  56.  Ah,  vou 
say,  another  crazy  poet.  Perhaps. 
Yet  one  with  the  courage  to  look 
into  her  innermost  being  and  with 
the  talent  to  describe  in  rhyme 
what  she  saw  and  felt  there.  See 
how  she  describes  the  long  night 
of  your  patient: 

Will  there  really  be  a “Morning”? 

Is  there  such  a thing  as  “Day”? 

Could  I see  it  from  the  mountains 

If  I were  as  tall  as  they? 

Has  it  feet  like  Water  Lilies? 

Has  it  feathers  like  a Bird? 

Is  it  brought  from  famous 
countries 

Of  which  I have  never  heard? 

Oh  some  Scholar!  Oh  some 
Sailor! 

Oh  some  Wise  Man  from  the 
skies! 

Please  to  tell  a little  Pilgrim 

Where  the  place  called 
“Morning”  lies! 

— Emily  Dickinson 
1859 

There  is  a poet  in  all  of  us.  We 
hide  it,  though  or  try  to,  much  as 
we  hide  our  pride  and  ego  and 
oftentimes  our  sensibility.  We  are 
but  human,  you  know,  and  with  all 
the  inherent  liabilities  to  that 
condition.  Why  be  afraid  of  poetry, 
of  modern  art,  indeed,  of  the 
unknown  itself?  It  is  a part  of  us 
all.  “Something  lost,  go  and  find 
it!” 

Charles  R.  Underwood,  M.D. 
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MARCH 

5 — Atlanta:  Cancer  Care  in 
Community  Hospitals  111:  Breast 
Cancer.  Category  1 credit. 

Contact  Janet  Bonfiglio,  Am. 

Cancer  Soc.,  Ga.  Div.,  46  Fifth 
St.,  Atlanta  30308.  PH:  404/892- 
0026. 

7-1 1 — Atlanta:  Magnetic 
Resonance  Imaging.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

7-12  — Augusta:  Primary  Care 
and  Family  Practice 
Symposium.  AMA  Category  1 
and  AAFP  prescribed  credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/828- 
3967. 

10- 17  — Copper  Mountain,  CO: 
Snow  Job  in  Gynecology  and 
Obstetrics.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

11- 12  — Atlanta:  25th  Annual 
Ophthalmology  Conference. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

11-12  — Sea  Island:  Critical  Care 
Conference.  Category  1 credit. 
Contact  Office  of  CME,  Medical 
Center  of  Central  Ga.,  777 
Hemlock  St.,  Macon  31208.  PH: 
912/744-1634. 

16-18  — Hilton  Head  Island,  SC: 
Clinical  Management  of 
Diabetes  and  Endocrine 
Disorders.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3998. 

1 8 — Columbus:  Day  of  Cancer 
— Breast  and  Occult  Cancers. 

Category  1 credit.  Contact  Janet 
Bonfiglio,  Am.  Cancer  Soc.,  Ga. 
Div.,  46  Fifth  St.,  Atlanta  30308. 
PH:  404/892-0026. 


C A L E N D A 


21-26  — Atlanta:  Magnetic 
Resonance  Imaging.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

24- 26  — White  Sulphur  Springs, 
WV:  10th  Annual  Pediatric 
Postgraduate  Course. 

Sponsored  by  Scottish  Rite 
Children’s  Hospital.  Category  1 
credit.  Contact  Darlene  Baugus, 
SRCH,  1001  Johnson  Ferry  Rd., 
Atlanta  30363.  PH:  404/256-5252. 

25  — Macon:  Pediatric 
Emergencies.  Category  1 credit. 
Contact  office  of  CME,  Medical 
Center  of  Central  Georgia,  111 
Hemlock  St.,  Macon  31208.  912/ 
744-1634. 

25- 26  — Atlanta:  Hoke  Kite 
Symposium  on  Children’s 
Orthopaedics.  Sponsored  by 
Scottish  Rite  Children’s  Hospital. 
Category  1 credit.  Contact 
Darlene  Baugus,  SRCH,  1001 
Johnson  Ferry  Rd.,  Atlanta  30363. 
PH:  404/256-5252. 

27-31  — Atlanta:  American 
College  of  Cardiology.  Category 
1 credit.  Contact  ACC,  91 1 1 Old 
Georgetown  Rd.,  Bethesda,  MD 
20814.  PH:  301/897-5400. 


APRIL 

6-8  — Atlanta:  What’s  New  in 
Magnetic  Resonance  Imaging. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

14-17  — Atlanta:  American 
College  of  Preventive  Medicine 
Annual  Meeting.  ACPM,  1015 
15th  St.,  NW,  Suite  403, 
Washington,  D.C.  20005.  PH:  202/ 
789-0003. 

15  — Atlanta:  Hepatic  Surgery. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 


15-16  — Atlanta:  Georgia 
Chapter,  American  College  of 
Surgeons  Spring  Meeting. 

Contact  Ellis  B.  Keener,  M.D., 
Secy.,  434  Academy  St., 

Gainesville  30501.  PH:  404/532- 
6333. 

18-22  — Atlanta:  Magnetic 
Resonance  Imaging.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

21- 22  — Atlanta:  Emory 
University  Annual  Renal 
Research  Conference.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

22- 24  — Augusta:  The  Specter  of 
AIDS  — A Practical  Conference 
for  Health  Professionals. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 

23- 27  — Sea  Island:  Masters  in 
Gynecology  and  Obstetrics. 

AMA  Category  1 and  ACOG 
cognate  credits.  Contact  Office  of 
CME,  Emory  Univ.  Sch.  of  Med., 
1440  Clifton  Rd.,  Atlanta  30322. 
PH:  404/727-5695. 

28-29  — Atlanta:  Pharmacology 
for  the  Anesthesiologist. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

30-May  1 — Atlanta:  The  Cardiac 
Patient.  Category  1 credit. 

Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

MAY 

1-4  — Sea  Island:  Georgia 
Society  of  Ophthalmology. 

Category  1 credit.  Contact  Ray  M. 
Williams,  GSO,  938  Peachtree  St., 
Atlanta  30309.  PH:  404/876-7535 
or  800/282-0224. 
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PRESIDENT'S  PAGE 


A Look  at 
Medical  History 


In  this  issue,  we  take  a look  at  the  history  of  medicine 
in  Georgia.  It  is  a subject  of  which  every  MAG  member 
can  be  proud.  From  Dr.  Crawford  Long  to  the  State-of- 
the  Art  health  care  of  today,  Georgia  physicians  have 
participated  in  the  advances  of  medicine.  The  history  of 
medicine  in  Georgia,  and  the  advancements  we  have 
made,  have  required  many  sacrifices.  The  great  men  who 
made  these  efforts  are  part  of  our  history.  You  will  read 
about  some  of  them  in  this  issue. 

As  for  the  future  of  medicine,  1 hope  we  can  achieve 
the  goal  set  forth  by  Virchow  in  1 849  when  he  wrote, 
“Should  medicine  ever  fulfill  its  great  ends,  it  must  enter 
into  the  larger  political  and  social  life  of  our  time;  it  must 
indicate  the  barriers  which  obstruct  the  normal  comple- 
tion of  the  life-cycle  and  remove  them.  Should  this  ever 
come  to  pass,  medicine,  whatever  it  may  than  be,  will 
become  the  common  good  of  all.”  ■ 
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NEW  MEMBERS 

Alvarado,  Alan  J.  — Bibb  — 
(Student)  3300  N.  Ingle  PI.,  Apt. 
14-0,  Macon  31201 

Batts,  John  E.,  General  Practice  — 
Colquitt  — 806  Georgia  Dr., 

Tifton  31794 

Beaty,  Stephen  Lee,  Ophthalmology 
— Muscogee  — P.O.  Box  4276, 
Columbus  31995 

Bedell,  Rhonda  L.  — Bibb  — 
(Student)  3876  Northside  Dr., 

Apt.  30-C,  Macon  31210 

Blair,  Donald  W.,  Neurology  — 
Colquitt  — 301 1 Second  St.,  SE, 
Moultrie  31768 

Blalock,  William  Allen,  Pediatrics/ 
Neonatology  — Richmond  — 65 
Conifer  Circle,  Augusta  30909 

Boor,  Darwin  R.,  Neurology  — 

MAA  — (Resident)  818  Ashley 
Lakes  Dr.,  Norcross  30092 

Borger,  Howard  E.,  Ophthalmology 
— Cobb  — 653  Cherokee, 
Marietta  30060 

Bowerman,  Scott  G.  — Bibb  — 
(Student)  1810  Winship  St.,  Apt. 
#8,  Macon  31204 

Bray,  Wesley  R.,  Pulmonary  Med./ 
Internal  Med.  — Cobb  — 54 
Tower  Rd.,  Marietta  30060 

Chapman,  James  E.,  Jr., 
Cardiovascular/Thoracic  Surgery 
— Bibb  — 770  Pine  St.,  Macon 
31201 

Chapman,  Karen  A.,  Public  Health 
— Glynn  — 1609  Newcastle  St., 
Brunswick  31520 

Childs,  Cynthia  E.,  Obstetrics/ 
Gynecology  — Cherokee-Pickens 
— P.O.  Box  1508,  Canton  30114 

Coleman,  Christie  A.  — Bibb  — 
(Student)  1821  Adams  St.,  Apt. 
#1,  Macon  31204 

Crawford,  Edward  C.  — Bibb  — 
(Student)  1560  Lawton  Ave.,  Apt. 
#3,  Macon  31201 


ION  NEW 


Davis,  Charles  M.,  Diagnostic 
Radiology  — Sumter  — 100 
Wheatley  Dr.,  Americus  31709 

Dempsey,  Peter  J.  — Bibb  — 
(Student)  3901  Northside  Dr., 

Apt.  11-B,  Macon  31210 

Disharoon,  Lisa  G.  — Bibb  — 
(Student)  1351  Stadium  Dr.,  Apt. 
105-D,  Macon  31201 

Elizabeth,  Sharon  — Bibb  — 
(Student)  142  Manor  Row, 

Macon  31210 

Ercan,  Mehmet,  Therapeutic 
Radiology  — Cherokee-Pickens 
— 1200  Oakside  Dr.,  Canton 
30114 

Floyd,  Stephen  D.,  Pediatrics  — 
Gwinnett-Forsyth  — 100  Medical 
Center  Blvd.,  Ste.  #110, 
Lawrenceville  30245 

Floyd,  Waldo  E.,  Ill,  Hand  Surgery/ 
Orthopedic  Surgery  — Bibb  — 
870  High  St.,  Macon  31201 

Fowler,  David  R.,  Orthopedic 
Surgery  — Gwinnett-Forsyth  — 
2121  Fountain  Dr.,  Ste.  E, 
Snellville  30278 

Froehlich,  Hervey  W.,  Pediatrics/ 
Infectious  Diseases  — MAA  — 
(Resident)  2495  Asbury  Court, 
Decatur  30033 

Goldin,  George  F.  — Bibb  — 
(Student)  1005  College  St.,  Apt. 

1,  Macon  31201 

Gray,  Richard  G.,  Internal  Med./ 
Medical  Oncology  — Cobb  — 

1790  Mulkey  Rd.,  Austell  30001 

Greene,  William,  Obstetrics/ 
Gynecology  — Hall  — 194  Gold 
St.,  Gainesville  30501 

Harris,  Mark  L,  Neurology/Neuro- 
Oncology  — Cobb  — 4470  North 
Shallowford  Rd.,  Atlanta  30338 

Hartley,  Charles  B.,  Internal  Med./ 
Pulmonary  Med.  — Cobb  — 

1791  Mulkey  Rd.,  Ste.  #201, 
Austell  30001 


Hendler,  David  N.,  Internal  Med.  — 
Cherokee-Pickens  — 4150 
Alabama  Rd.,  Ste.  #102,  Roswell 
30075 

Henson,  John  T.,  Internal  Med.  — 
Hall  — 710  Broad  St.,  Gainesville 
30505 

Herrington,  Russell  P.  — Georgia 
Medical  Society  — (Resident) 
Memorial  Medical  Center,  P.O. 
Box  23089,  Savannah  31403 

Hightower,  J.  West  — Bibb  — 
(Student)  3059  Clairmont  Ave., 
Macon  31204 

Hooks,  Beulette  Y.  — Bibb  — 
(Student)  Mercer  University  Sch. 
of  Med.,  1550  College  St.,  Box 
75,  Macon  31207 

Hueppchen,  Nancy  A.  — Bibb  — 
(Student)  1884  Winship  St.,  #5, 
Macon  31204 

Johnston,  Kim  W.,  Neurosurgery  — 
Bibb  — 740  Hemlock  St.,  Macon 
31201 

Jones,  Steven  R.,  Pediatrics  — Hall 
— 274  Enota  Dr.,  Gainesville 
30505 

Kilic,  Cengiz  M.,  Anesthesiology  — 
Cobb  — 211  Chicopee  Dr., 
Marietta  30060 

King,  Richard  W.,  Physical  Med.  & 
Rehabilitation  — Cobb  — 3487 
Vinings  North  Way,  Smyrna 
30080 

Lantz,  James  E.,  Jr.,  Internal  Med. 
— Douglas  — 6043  Prestley  Mill 
Rd.,  Douglasville  30134 

Leard,  Steven  W.  — Bibb  — 
(Student)  1-E  Tidewater  Circle, 
Macon  31211 

Levitt,  Brian  A.,  Obstetrics/ 
Gynecology  — Dekalb  — 
Northeast  Medical  Arts  Center, 
2801  North  Decatur  Rd.,  Decatur 
30033 

Lewis,  Richard  L.  — Bibb  — 
(Student)  213  N.  Wesleyan  Cir., 
Macon  31210 
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onergan,  Walter  M.,  II,  Obstetrics/ 
Gynecology  — Coweta  — 58 
Hospital  Rd.,  Newnan  30263 

lajor,  C.  Paul  — Bibb  — (Student) 
Mercer  Univ.  Sch.  of  Med.,  1550 
College  St.,  Box  79,  Macon  31207 

filler,  Frank  A.,  Psychiatry  — Hall 

— 1502  Blue  Ridge  Dr.,  NE, 
Gainesville  30501 

/litchell,  Stephen  W.,  Cardiology  — 
Dougherty  — P.O.  Box  1326, 
Albany  31702 

/lodrowski,  John  J.,  Family 
Practice  — Gwinnett-Forsyth  — 
6185  Buford  Highway,  Ste.  C-112, 
Norcross  30071 

Jolnar,  Edmund  M.,  Jr.  — Bibb  — 
(Student)  2056  Vineville  Ave., 
#56,  Macon  31204 

4oore,  David  B.,  General  Surgery 

— Spalding  — 708  S.  Eighth  St., 
Griffin  30223 

4oorman,  William  F.  B., 
Dermatology  — Richmond  — 
(Resident)  1860  Ohio  Ave., 
Augusta  30904 

burdock,  Carol  E.  — Bibb  — 
(Student)  1821  Adams  St.,  Apt.  2, 
Macon  31204 

Mzky,  Harvey  D.,  Anesthesiology/ 
Obstetrics  — Georgia  Medical  — 
5354  Reynolds  St.,  Savannah 
31405 

Dlmsted,  William  L.,  Cardiology  — 
Cobb  — 670  Cherokee  St., 
Marietta  30060 

3arrish,  William  C.,  General 
Practice  — Gwinnett-Forsyth  — 
3406  McClure  Bridge  Rd.,  Bldg. 

B,  Ste.  D,  Duluth  30136 

Patwardhan,  Ramesh  V.,  General 
Surgery  — Georgia  Medical  — 
11702  Mercy  Blvd.,  #2-B, 
Savannah  31419 

Phillips,  Derrick  D.,  Orthopedic 
Surgery  — Bibb  — 724  Hemlock 
St.,  Ste.  B,  Macon  31201 


Pittman,  John  O.  — Bibb  — 
(Student)  1136  Linden  Ave., 
Macon  31201 

Polglase,  Robert  F.  — Bibb  — 
(Student)  2981  Ridge  Ave.,  #18, 
Macon  31204 

Raizes,  Elliott  G.,  Internal  Med./ 
Infectious  Diseases  — Gwinnett- 
Forsyth  — 200  Medical  Center 
Blvd.,  Lawrenceville  30245 

Reddy,  Sharath  K.  — Bibb  — 
(Student)  6645  Goodall  Mill  Rd., 
Macon  31206 

Robbins,  Laurie  L.  — Bibb  — 
(Student)  1800  Wesleyan  Dr., 
#198,  Macon  31210 

Sathyanarayana,  Pediatric 
Radiology  — Richmond  — 3575 
Pebble  Beach  Dr.,  Martinez 
30907 

Schroyer,  Wayne  W.,  Pediatrics  — 
Habersham  — 219  North  Main, 
Cornelia  30530 

Segal,  Herbert  Ev  General 

Preventive  Med.  — Muscogee  — 
(Service)  Martin  Army 
Community  Hospital,  Fort 
Benning  31905 

Smith,  Alan  E.  — Bibb  — (Student) 
P.O.  Box  5307,  Macon  31208 

Spilker,  Thomas  C.,  Emergency 
Med.  — Cobb  — 763  Edgewater 
Lane,  Kennesaw  30144 

Tabb,  Aubrey  D.  — Bibb  — 
(Student)  913  Forest  Pointe  Dr., 
Macon  31210 

Tharpe,  Laurie  C.  — Bibb  — 
(Student)  P.O.  Box  1325, 
Americus  31709 

Thompson,  Bobby  D. 
Anesthesiology  — Bibb  — 110 
Huntington  PI.,  Macon  31210 

Thurmond,  Carl  W.  — Bibb — 
(Student)  1810  Winship  St.,  Apt. 
6,  Macon  31204-5543 

Ulmer,  Benjamin  S.  — Georgia 
Medical  — (Resident)  Apt.  25 


Clark  Terrace,  Savannah  31404 

Vaught,  Jack  R.,  Obstetrics/ 
Gynecology  — Colquitt  — 3 
Hospital  Park,  Moultrie  31768 

Warren,  R.  Michael,  Emergency 
Med.  — Gwinnett-Forsyth  — P.O. 
Box  609,  Porterdale  31768 

Weems,  Alan  M.,  Neurosurgery  — 
Muscogee  — 2119  Warm  Springs 
Rd.,  Columbus  31904 

Weiner,  Sandra  L.,  Obstetrics/ 
Gynecology  — Cobb  — 2697 
New  Spring  Rd.,  Smyrna  30080 

Worsham,  Stephen  F.  — Bibb  — 
(Student)  260  Dolly  Madison 
Court,  Macon  31210 

Young,  Edward  H.  — Bibb  — 
(Student)  348  Buford  Place, 
Macon  31204 

Ziomek,  John  J.,  Emergency  Med. 
— Peachbelt  — 370  Rivermont 
Rd.,  Athens  30606 

Zoret,  George  D.,  Family  Practice 
— Glynn  — Box  2539, 

Brunswick  31521 


QUOTES 

He  that  has  truth  in  his  heart  need 
never  fear  the  want  of  persuasion 
on  his  tongue. 

John  Ruskin 

Learn  to  distinguish  the  difference 
between  errors  of  knowledge  and 
breaches  of  morality. 

Ayn  Rand 

The  great  need  for  anyone  in 
authority  is  courage. 

Alistair  Cooke 

A friend  may  be  often  found  and 
lost,  but  an  old  friend  never  can  be 
found,  and  nature  has  provided 
that  he  cannot  easily  be  lost. 
Samuel  Johnson 
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Hospitals’  Medicare 
Payments  See  Little 
Increase 

President  Reagan  has  signed 
into  law  a bill  that  cuts 
Medicare  by  $2.1  billion. 

Under  the  terms  of  the  bill, 
hospitals  will  see  only  slight 
increases  in  their  DRG  payments  — 
3%  for  rural  hospitals,  1.5%  for 
hospitals  in  cities  having  more 
than  one  million  people,  and  1% 
for  other  urban  hospitals. 

In  addition,  hospitals  will  see 
their  capital  payments  cut  by  12% 
during  fiscal  year  1988  and  by  15% 
during  fiscal  year  1989.  The  cuts  in 
capital  payments,  claims  the 
hospital  industry,  will  make  the 
DRG  payment  increases  negligible. 


Georgia  Legislators 
Consider  Funding  For 
Indigents 

Georgia’s  governor,  Joe  Frank 
Harris,  has  announced  his 
recommendations  for  the  1988 
fiscal  year  budget  that  would  raise 
the  total  budget  from  $5.7  billion  to 
$5.9  billion.  Included  in  the  budget 
is  $24.3  million  for  the  Department 
of  Medical  Assistance.  When 
combined  with  federal  dollars,  that 
amount  will  become  $67.2  million. 

On  the  issue  of  indigent  care, 
the  state’s  legislators  are  expected 
to  expand  Medicaid  eligibility  for 
the  fiscal  year  1989  budget  (which 
begins  July  1,  1988).  In  addition, 
the  Georgia  Hospital  Association  is 
working  with  Senator  Ed  Hine  (D- 
Rome)  who  plans  to  introduce  a 
constitutional  amendment  to 
increase  Medicaid  coverage.  Hine’s 
proposal  would  allow  county 
revenues  to  be  earmarked  for  state 
Medicaid  funds,  thus  enhancing 
the  possibility  of  obtaining 
matching  federal  dollars. 


1 T A L NEWS 


No  Federal  Funding  For 
Abortion 

The  Health  Care  Financing 
Administration  now  prohibits 
the  use  of  federal  Medicaid  funds 
for  abortions  for  women  who  are 
victims  of  rape  or  incest. 

The  new  rules,  which  took  effect 
January  19,  allow  payment  for 
abortions  only  in  cases  in  which 
continued  pregnancy  will  endanger 
the  mother’s  life. 

Maternity  Bills  Take  the 
Lion’s  Share  of 
Uncompensated  Care 

Hospitals’  unpaid  maternity 
bills  accounted  for  27%  of 
the  total  uncompensated  care  costs 
for  1985,  says  a report  from  the 
Alan  Guttmacher  Institute  in  New 
York. 

Of  American  women  of 
reproductive  age,  17%  have  no 
medical  insurance,  and  9%  have 
insurance  that  doesn’t  cover 
maternity  care. 

Help  For  Small  and  Rural 
Hospitals  in  Georgia 

The  Georgia  Hospital 

Association  has  developed  a 
proposed  constitutional 
amendment  to  help  small  and  rural 
hospitals  finance  their  capital 
needs,  and  Rep.  Bubba  McDonald, 
chairman  of  the  Appropriations 
Committee,  has  agreed  to  be  the 
sponsor. 

The  amendment  would  allow  the 
state  to  sell  general  obligation 
bonds  and  lend  the  proceeds  to 
hospitals.  A lending  program  using 
the  bonds  would  give  the  state 
greater  flexibility  in  establishing 
lending  criteria  and  thereby  give 
the  smaller  hospitals  access  to 
loans  at  lower  interest  rates.  The 
amendment  must  pass  the  General 


Assembly  and  then  be  voted  on 
next  November  before  legislation 
can  be  adopted. 

Most  Hospitals  Fall  Within 
HCFA’s  Predicted  Death 
Rates 

The  Health  Care  Financing 
Administration  (HCFA) 
released  its  data  on  hospitals’ 
Medicare  death  rates  last  month, 
bringing  much  criticism  from  the 
hospital  on  the  validity  of  the 
numbers. 

While  only  2.4%  of  the  nation’s 
hospitals  had  death  rates  higher 
than  HCFA’s  predicted  ranges, 
many  hospitals  commented  that 
the  rates  gave  no  indication  of  the 
quality  of  care  a patient  receives. 

The  Georgia  Hospital  Association 
pointed  out  that  the  data  included 
deaths  occurring  within  a 30-day 
period  after  admission.  Thus,  a 
patient  who  is  admitted  to  a 
hospital  for  gallbladder  surgery  and 
a week  after  discharge  is  killed  in  a 
car  accident  appears  as  a death 
resulting  from  the  surgery. 

Even  the  American  Association 
of  Retired  Persons  recognizes  that 
the  data  “had  limited  uses”  for  the 
consumer,  but  the  group 
encouraged  its  members  to  discuss 
the  date  with  their  physicians. 

Uninsured  Population 
Levels  Off 

The  number  of  uninsured 

Americans  may  be  leveling  off, 
says  a study  by  the  Employee 
Benefit  Research  Institute  in 
Washington,  D.C. 

Between  1985-86,  the  number  of 
persons  having  no  medical 
insurance  rose  by  only  82,000,  a 
number  the  Institute  terms 
“miniscule.”  The  Institute  notes 
that  85%  of  1 986’s  uninsured 
population  were  employed  or  were 
dependents  of  employed  persons. 
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As  in  years  past,  the  1988  ses- 
sion of  the  Georgia  General 
Assembly  is  a battleground  for  the 
competing  interests  in  the  health 
care  field.  By  the  time  the  legis- 
lature adjourns  in  March,  over  200 
bills  affecting  the  MAG  member- 
ship will  have  been  considered. 

The  issues  fall  into  three  cate- 
gories — Practice  Infringement, 
Governmental  Mandates,  and 
Health-Related.  Bills  that  we  are 
working  on  will  be  tracked  under 
those  three  categories  in  the  Leg- 
islative Bulletin.  By  categorizing 
legislation  in  this  manner,  we’re 
hoping  to  assist  both  you  and  leg- 
islators to  focus  on  the  inter-re- 
lationship of  the  various  bills.  For 
instance,  optometrists,  chiroprac- 
tors, nurses,  and  physical  thera- 
pists are  all  attempting  to  broaden 
their  scope  of  practice  through 
legislation,  rather  than  education 
— attempting  to  infringe  on  your 
practice.  Those  proposals,  and 
others  like  them,  should  be  looked 
upon  as  a group,  rather  than  in- 
dividually. Efforts  should  be  made 
by  all  physicians,  regardless  of 
specialty,  to  oppose  infringement 
legislation.  Ultimately,  infringe- 
ment by  one  health  group  does 
damage  to  good  medicine  and 
thus  affects  every  physician’s 
practice. 

The  second  category  of  legis- 
lation relates  to  potential  Govern- 


mental Mandates  on  your  prac- 
tice. The  government  could  tell 
you  how  you  will  communicate 
with  your  patients  through  in- 
formed consent  legislation;  how 
much  you  could  be  paid  by  Pre- 
ferred Provider  Organization  leg- 
islation; and  it  would  require  you 
to  provide  quality  of  care  and  cost 
data  to  the  state  through  a version 
of  the  Health  Care  Data  System 
legislation.  All  of  these  bills  could 
alter  your  practice  and  your  rela- 
tionship with  your  patients  in  a 
major  way. 

Finally,  there  is  the  Health-Re- 
lated legislation  which  impacts  on 
the  health  of  the  general  public 
and  may  or  may  not  directly  affect 
your  practice.  The  proposed  seat 
belt  and  AIDS  bills  are  examples 
of  this  kind  of  legislation. 

MAG’s  greatest  strength  has 
always  been,  and  will  con- 
tinue to  be,  YOU,  its  members.  You 
are  a part  of  one  of  the  most  re- 
spected professions  in  the  world, 
and  physicians  have  earned  that 
same  respect  from  the  Georgia 
General  Assembly. 

However,  you  must  continue  to 
communicate  with  the  legislature 
— in  person,  preferably,  but  also 
by  telephone  and  mail.  Get  to 
know  your  legislators  and  talk  with 
them  regularly,  not  just  when  they 
are  about  to  vote  on  an  issue  of 
importance  to  you  and/or  MAG. 


Involvement  in  the  political 
process  — getting  to  know  your 
elected  officials,  working  on  and 
contributing  to  campaigns,  being 
a Doctor  of  the  Day,  taking  part  in 
the  Physician  Involvement  Pro- 
gram — these  activities  all  require 
time  and  effort,  which  is  a lot  to 
ask  of  you.  However,  the  scope 
and  freedom  of  your  practice  is 
largely  determined  by  elected  of- 
ficials and  non-elected  regulatory 
bureaucrats.  Some  of  these  offi- 
cials want  to  micro-manage  the 
entire  field  of  health  care  — in- 
cluding your  practice.  They  are  in 
the  minority  now,  but  only  in- 
volvement by  you  and  your  fellow 
physicians  in  the  political  and  leg- 
islative process  will  insure  that 
they  stay  a minority.  To  ignore 
these  processes  is  to  ignore  your 
practice  and  your  patients.  TIME 
SPENT  COMMUNICATING  WITH 
LEGISLATORS  SHOULD  BE 
VIEWED  AS  AN  INVESTMENT  IN 
YOUR  PRACTICE  AND  IN  THE 
WELL-BEING  OF  YOUR  PATIENTS. 

The  MAG  staff  wants  to  work 
with  you  to  protect  your  ability  to 
practice  medicine  and  to  protect 
quality  to  practice  medicine  and 
to  protect  quality  health  care.  We 
welcome  any  help  and  sugges- 
tions you  have.  Please  call  on  us 
if  we  can  provide  you  any  assist- 
ance. ■ 


Scott  Mall,  Director , 

MAG  Governmental  Relations 
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EDITORIAL 


Medical  History  Thrives:  The  Manta  Medical 
History  Society 


unr  he  physician  must  have 
JL  a thorough  know  ledge 

of  the  history  of  the  world  and 
of  the  society  in  which  he  lives , 
and  he  must  also  know  the  links 
between  the  past  and  his  pres- 
ent duties.  For  without  history, 
nothing  has  a full  meaning.  ” 
Felix  Marti-Ibanez 
Ariel,  “The  Fabric  and 
Creation  of  a Dream” 

On  February  14,  1980,  Dr.  J. 

Willis  Hurst  wrote  Dr.  John 
Stone  and  me,  asking  us  to 
organize  a “Medical  History 
Society.”  From  our  long  experience 
with  Dr.  Hurst,  we  immediately 
recognized  that  this  was  not  just  a 
Valentine’s  card  from  the  chief  to 
two  of  his  beloved  faculty,  but 
more  like  the  marching  orders  to 
launch  a new  project  that  we  had 
been  casually  discussing  with  him 
for  several  years.  After  some 
preliminary  planning,  an  esteemed 
group  of  interested  people, 
including  Crawford  Barnett,  Dean 
James  Glenn,  Stephen  Gray, 

J.  Willis  Hurst,  John  Skandalakis, 
John  Stone,  Julius  Wenger,  and 
James  Harvey  Young  convened  on 
October  8,  1980,  to  consider  the 
merits  of  a new  medical  history 
society.  (We  subsequently  learned 
that  an  Emory  Medical  History  Club 
was  in  existence  from  1924-1928.) 
At  the  meeting,  Dr.  Hurst  discussed 
the  importance  of  medical  history 
and  the  need  for  a medical 


historical  society  in  Atlanta. 
Everyone  enthusiastically  endorsed 
the  idea,  and  it  was  agreed  that  it 
should  be  a cooperative  effort 
between  the  medical  school  and 
the  Medical  Association  of  Atlanta. 

The  Atlanta  Medical  History 
Society  (AMHS)  was  chosen  as  the 
name  of  our  fledgling  organization 
and  its  purposes  were  to  be: 

1.  To  bring  together  people  who 
share  an  interest  in  the  history  of 
medicine  for  periodic  lectures  on 
medical  historical  subjects. 

2.  To  share  material  of  historical 
interest. 

3.  To  encourage  an  interest  in 
medical  history  in  the 
community  and  in  the  medical 
school. 

Dean  Glenn  provided  some 

critical  initial  funds  to  defray 
costs,  other  medical  history 
societies  were  soon  contacted  for 
suggestions,  bylaws  were  written, 
and  a slate  of  officers  was 
selected.  Our  first  meeting  was 
held  at  the  Atlanta  Historical 
Society  on  January  14,  1981,  with 
James  Harvey  Young,  the  Candler 
Professor  of  American  History  at 
Emory  (and  our  only  real  historian) 
speaking  on  “American  Health 
Quackery:  A Historical  View”  with 
about  seventy-five  in  attendance. 

We  modestly  concluded  that  we 
had  demonstrated  sufficient 
interest  and  would  be  able  to  fill 


an  important  cultural  void  in  the 
medical  community.  Since  then, 
the  Atlanta  Medical  History  Society 
has  faithfully  convened  quarterly  to 
hear  prestigious  visiting  speakers 
such  as  William  Bennett  Bean, 
Robert  Zollinger,  Martin  Cummings, 
Gert  Brieger,  Eugene  Stead,  Mark 
Ravitch,  James  Breeden,  Bruce  Fye, 
Sharon  Romm,  Alex  Sakula,  and 
Franklin  Garrett  as  well  as  many  of 
our  own  members.  Topics  have 
included:  Walter  Reed  and  the 
Conquest  of  Yellow  Fever,  The 
Legacy  of  William  Beaumont, 
Fielding  Garrison  and  His  Book, 
Freud’s  Struggle  With  Cancer,  The 
Conquest  of  Smallpox,  Vesalius 
and  Harvey,  Eating  Habits  of  Early 
Hunting-Gathering  Man,  The  First 
Clinical  Cardiac  Catheterization: 
Grady  Hospital  1944,  Preventive 
Medical  Practices  of  the  Nineteenth 
Century,  The  History  of  Emory 
Medical  School,  History  of 
Euthanasia,  Electricity  and  the 
Heart,  Joseph  Goldberger  and  the 
Conquest  of  Pellagra,  William 
Osier,  Bookbinding,  James  Herrick, 
William  Cobbitt,  The  Shroud  of 
Turin,  and  a Civil  War  Medical 
Diary.  Our  most  notable 
achievement  was  a day-long 
symposium,  “Medicine  at  the  Time 
of  the  Civil  War,”  which  was  held 
April  28,  1984  at  the  Academy  of 
Medicine  and  co-hosted  with  The 
American  College  of  Physicians 
and  The  American  Osier  Society. 
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The  meetings,  which  are 
currently  held  at  the  Academy  of 
Medicine,  have  attracted  anywhere 
from  20  to  250  history  buffs, 
including  physicians,  spouses, 
medical  librarians,  history  and 
medical  students,  medical 
residents,  and  others.  In  addition 
to  talks,  we  encourage  members  to 
bring  for  demonstration  antique 
medical  objects  or  old  books  that 
they  have  collected. 

rom  our  long 
experience  with  Dr. 
Hurst,  we  immediately 
recognized  that  this  was 
not  just  a Valentine9s 
card  bom  the  chief  to 
two  of  his  beloved 
faculty,  but  more  like 
the  marching  orders  to 
launch  a new  project 
that  we  had  been 
casually  discussing  with 
him  for  several 

years . 99 

In  1983,  with  the  support  of  Frank 
Wilson,  John  Yauger,  and  the 
Medical  Association  of  Atlanta 
executive  committee,  the  AMHS 


became  part  of  Atlanta  Medical 
Heritage.  This  provided  a 
community  basis  for  our  structure 
as  well  as  a fine  place  to  meet.  As 
the  AMHS  has  developed  under  the 
leadership  of  Nick  Davies,  John 
Stone,  Barry  Silverman,  and  myself, 
we  have  continued  to  try  to  foster  a 
spirit  of  respect  for  our  medical 
heritage  in  the  community  and  the 
medical  school.  The  current 
membership  is  about  100  with  a 
usual  quarterly  gathering  of  20  to 
30  members  who  enjoy  paying 
homage  to  our  hoary  heroes  over 
wine,  peanuts,  and  occasional  brie 
in  the  comfortable  surroundings  of 
the  Academy  of  Medicine  library.  If 
you  are  interested  in  joining, 
speaking,  or  just  coming  to  a 
meeting,  please  contact  Dan  Byrd, 
M.D.  (340  Boulevard,  N.E.,  Atlanta, 
Georgia  30312).  Dues  are  an 
affordable  $10  per  year.  The  next 
meeting  will  be  7:30  p.m., 

Thursday,  March  31,  1988  and  the 
speaker  will  be  Bruce  Fye,  M.D., 
the  editor  of  “Classics  of 
Cardiology”  and  a recognized 
authority  on  cardiac  history.  He 
will  speak  on  “The  History  of 
Nitrate  Therapy.”  Please  come. 

Who  knows?  ...  In  the  words  of 
Rokitansky,  you  may  “Light  your 
torch  on  the  flame  of  ancients.” 

Mark  E.  Silverman,  M.D., 

Past  President 

Atlanta  Medical  History  Society 


A defense 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 

There  is  evidence  that 
diet  and  cancer  are  related. 
Follow  these  modifications  in 
your  daily  diet  to  reduce 
chances  of  getting  cancer: 

1 . Eat  more  high-fiber  foods 
such  as  fruits  and  vegetables 
and  whole-grain  cereals. 

2 . Include  dark  green  and 
deep  yellow  fruits  and  vegeta- 
bles rich  in  vitamins  A and  C. 

3.  Include  cabbage,  broccoli, 
brussels  sprouts,  kohlrabi  and 
cauliflower. 

4.  Be  moderate  in  consump- 
tion of  salt-cured,  smoked,  and 
nitrite-cured  foods. 

5.  Cut  down  on  total  fat  in- 
take from  animal  sources  and 
fats  and  oils. 

6.  Avoid  obesity. 

7.  Be  moderate  in  consump- 
tion of  alcoholic  beverages. 

No  one  faces  cancer  alone. 

AMERICAN  CANCER  SOCIETY 
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Restoration  Project  Offers  New  Hope  to  MCG’s 
Cluskey  Building 


The  year  1988  will  go  down  in 
the  history  of  the  Medical 
College  of  Georgia  as  a 
monumental  year.  After  a lengthy 
discussion  with  the  owners  of  the 
old  Medical  College  building  and 
the  Foundation  Board,  the  Alumni 
Association  has  achieved  a leasing 
arrangement  for  the  old  Medical 
College.  After  years  of  waiting,  we 
now  have  the  opportunity  to  restore 
one  of  the  classic  monuments  of 
medicine  in  the  state  of  Georgia  by 
means  of  the  Restoration  Project 
now  in  progress. 

Whereas  the  majority  of 
buildings  in  the  United  States  circa 
1835  were  built  by  journeymen, 
carpenters,  and  builders,  the 
Medical  College  of  Georgia 
building  was  designed  by  Charles 
B.  Cluskey,  a nationally  renowned 
architect.  Mr.  Cluskey  incorporated 
his  grasp  of  neo-classical 
principles  to  make  this  building  a 
significant  heritage  from  our  past 
by  virtue  of  its  aesthetic  beauty  and 
the  integrity  of  its  design.  The  old 
Medical  College  building  endures 
as  a brilliant  example  of  his  ideals, 
is  one  of  the  few  surviving 
examples  of  the  Greek  revival 
architecture  in  Georgia,  and  is 
listed  on  the  National  Registry  of 
Historic  Places. 

But  far  more  than  the 
architectural  significance  of  the 
building  is  its  significance 
regarding  medical  education  in  the 
South.  It  was  at  the  time  the  third 
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oldest  medical  college  in  the  South 
and  the  13th  oldest  in  the  nation.  It 
was  founded  in  1828  by  Dr.  Milton 
Anthony  and  his  pupil,  Dr.  Joseph 
Eve.  The  old  building  was  the  first 
permanent  site  for  the  school, 
constructed  in  1835  on  land  leased 
from  the  Academy  of  Richmond 
County.  It  served  as  a teaching 
facility  throughout  the  antebellum 
period,  was  closed  temporarily 
during  the  Civil  War,  and  was  then 
reopened  in  1865  and  remained  the 
principal  building  of  importance  to 
the  Medical  College  until  1912. 

With  the  Restoration  Project 
that  the  Medical  College  of 
Georgia  Alumni  Foundation  has 
embarked  upon,  the  building  will 
be  restored  to  its  prime  condition 
with  improved  acoustics  and 
audio-visual  equipment  in  the 
interior  so  as  to  accommodate 
conferences  and  seminars  for  up  to 
300  people.  It  will  also  be  used  as 
classroom  facilities  and 
conferences  rooms  as  well  as  for 
local  civic  projects,  such  as  parties 
or  concerts.  Medical  history 
displays  will  be  placed  throughout 
the  building  to  underscore  its  role 
as  a monument  and  its  place  in 
medical  education  and  health 
sciences  in  the  South. 

The  Foundation  has  retained 
consultants  with  extensive 
experience  in  historic  preservation 
to  initiate  this  project.  The  building 
has  been  judged  structurally  sound 
with  well-secured  foundations,  and 


will  probably  survive  for  centuries 
to  come  if  contributions  can  be 
raised  toward  its  renovation  in  the 
next  2 years.  Included  in  the 
project  will  be  the  rewiring, 
replumbing,  sprinklers,  air 
conditioning  and  heating, 
installation  of  audio-visual  systems, 
new  floors,  wall  repairs,  new  light 
fixtures,  new  stairs,  elevator, 
reopening  of  the  original  rotunda, 
and  renovation  of  kitchens 
available.  New  roof,  gutters,  and 
stucco  and  exterior  waterproofing 
will  be  provided,  as  well  as 
original  landscaping.  An  adjacent 
lot  has  been  contracted  for 
parking.  Furniture,  draperies, 
painting,  and  other  interior  design 
work  will  be  included. 

Rarely  have  the  physicians  in 
the  state  of  Georgia  had  an 
opportunity  to  participate  in  the 
restoration  and  preservation  of  a 
more  significant  landmark  in  the 
history  of  medicine  in  Georgia. 
Landmark  donors  of  $2,500  or 
more  will  be  recognized  in  bronze 
on  a master  plaque  in  the  foyer. 
There  is  no  more  fitting  way  for  a 
physician  to  thank  the  medical 
profession  for  all  that  it  has  meant 
to  him  than  to  participate  in  this 
Restoration  Project.  The  Project 
also  offers  the  family  or  friends  of 
physicians  to  honor  them  by 
securing  their  names  on  the  master 
plaque.  There  are  numerous  rooms 
and  projects  available  within  the 
building  that  will  also  provide  a 
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naming  opportunity  for  those 
wishing  to  honor  someone  with  a 
more  sizable  donation.  These 
include  the  main  auditorium, 
solarium,  rotunda,  theater,  and 
conference  rooms.  Donations  may 
be  spread  out  over  a 2-year  period. 
Information  regarding  this  may  be 
obtained  from  the  Medical  College 
of  Georgia  Foundation,  EA-100, 
Augusta,  GA  30912;  (404)  721-4001. 

We  know  not  what  the  future  of 
medicine  holds  in  the  state  of 
Georgia.  We  do  know,  however, 
the  pride  that  we  can  have  in  our 
history  of  medicine.  It  is  hoped 
that  all  physicians  who  want  to  be 
a part  of  this  history  will  avail 
themselves  of  this  opportunity.  At 
the  present  time,  over  $700,000  has 
been  raised.  Our  goal  is 
$2,000,000.  Your  contribution  may 
be  the  one  that  puts  this  project 
over  the  top.  Act  now!  ■ 


William  C.  Collins,  M.D. 

Vice  President,  MCG  Foundation 
Chairman,  MAG  Board  of  Directors 


We  re  closing  in  on  a killer. 
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The  Crawford  W.  Long  Medical 
Museum  in  Jefferson,  Georgia, 
is  a reminder  of  medical  history  in 
the  making,  and  the  article  by  Dr. 
Hammonds  and  Mr.  Davis  in  this 
issue  brings  it  to  our  attention 
once  again.  I recently  visited  the 
Museum  and  left  with  a renewed 
appreciation  of  Dr.  Long,  as  well  as 
of  those  individuals  who  have  been 
involved  in  the  Museum’s  founding, 
its  development,  and  its 
maintenance.  That  maintenance  is 
supported  in  part  by  MAG  members 
who  have  an  opportunity  each  year 
to  contribute  $10  to  the  Museum 
through  their  annual  MAG  dues 
statements.  (The  deliberations  of 
Reference  Committee  F at  the  1987 
MAG  Annual  Session  included  a 
discussion  of  increasing  MAG’s 
financial  support  beyond  the  $10 
on  MAG  statements.) 

Now  plans  for  expansion  of  the 
Museum  are  underway.  We 
may,  of  course,  make  individual 
donations  to  the  project.  As  part  of 
the  expansion,  a doctor’s  office 
and  drugstore  of  the  mid 
Nineteenth  Century  will  be 
featured.  The  close  relation 
between  Jackson  County,  the 
community  of  Jefferson,  and  the 
Museum  will  be  emphasized  in 
new  exhibits  as  well.  Donated 
items  are  needed,  including  a 
desk,  a bookcase,  chairs,  tables, 
hat  tree,  lamps,  saddlebags, 
medical  and  surgical  instruments, 


apothecary  scales,  mortar  and 
pestle,  home  medicine  chest,  stove 
and  pipes,  show  globes, 
apothecary  bottles,  apothecary  jars, 
vials,  pill  boxes  and  bottles,  along 
with  other  memorabilia.  Possibly 
some  documents,  photographs, 
and  other  artifacts  from  the  1800s 
and  early  1900s  could  be  used. 

Contact  the  Crawford  W.  Long 
Museum,  College  Street,  Jefferson, 
Georgia  30549,  if  you  have 
questions.  The  phone  number  is 
404-368-5307.  Our  support  will  be  a 
way  for  MAG  members  and  friends 
to  be  a part  of  medical  history. 


Irving  D.  Hellenga,  M.D. 
Family  Practitioner 
Toccoa 


leukemia  ^ 
research 


IT’S  A MATTER  OF  TIMEI 

Please  support  the 

Iai  ifomlo  society  of 
ivu\0  I BO  america,  inc. 

Georgia  Chapter 

Leukemia  Society  of  America.  Inc 
1447  Peachtree  SI . N.E  • Suite  412 
Atlanta,  Georgia  30309 
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The  Crawford  W Long  Museum 
— A Tribute  to  Physicians’ 
Support  and  Generosity 

William  D.  Hammonds,  M.D.,  Stephen  Davis,  Ph.D. 


Many  Georgians  know  of  the 
famous  medical  discovery 
made  by  Dr.  Crawford  Long  of  Jef- 
ferson, Georgia,  more  than  a cen- 
tury ago.  Most  physicians  are 
certainly  aware  of  Dr.  Long’s  pi- 
oneering use  of  ether  as  a surgical 
anesthetic.  But  many  doctors  may 
be  unaware  that  a museum  in  Jef- 
ferson, largely  supported  by  MAG 
members’  voluntary  donations, 
perpetuates  the  memory  of  Craw- 
ford Long  and  celebrates  his 
achievement. 

We  think  it’s  time  for  our  Jour- 
nal to  call  attention  once  again  to 
the  Crawford  Long  Museum,  and 
especially  to  highlight  the  gener- 
ous financial  contributions  being 
made  by  MAG  members,  which 
have  helped  sustain  the  Museum 
for  the  last  12  years.  All  in  all,  this 
is  a story  in  which  Georgia  phy- 
sicians may  justly  take  much  pride. 

* * * 

Jefferson,  Georgia,  some  65 
miles  northeast  of  Atlanta,  is 
a town  of  2000-plus  people.  It  was 
much  smaller  back  in  1841,  when 
25-year-old  Crawford  W.  Long, 


In  1976,  MAG’s 
House  of  Delegates 
approved  a resolution 
requesting  that  an 
item  be  added  to  the 
annual  membership 
dues  statement  to 
allow  MAG  members 
to  donate  $10  yearly 
as  (( Contribution  to 
the  Crawford  W.  Long 
Museum  Association,” 
Since  then  physicians’ 
generosity  has  helped 
support  the  Museum. 


M.D.,  recent  graduate  of  the  Uni- 
versity of  Pennsylvania  Medical 
School,  bought  an  office  near  the 
center  of  town  and  began  his  prac- 
tice as  physician  and  pharmacist. 


Dr.  Hammonds  practices  anesthesiology  in  At- 
lanta, and  Dr.  Davis  is  MAG’s  Director  of  Edu- 
cation. Both  serve  on  the  Board  of  Directors  of 
the  Crawford  W.  Long  Museum.  Send  reprint  re- 
quests to  Dr.  Davis,  938  Peachtree  St.,  Atlanta, 
GA  30309. 


Long  was  thus  a young  country 
doctor  when  one  of  his  patients, 
James  Venable,  came  to  him  and 
asked  him  to  remove  a tumor  from 
his  neck. 

Here  was  history’s  opportunity. 
Long,  who  knew  the  exhilarating 
effects  of  inhaling  ether  and  ni- 
trous oxide  gas  at  “laughing  gas 
parties”  — he  had  inhaled  ether 
himself  and  observed  its  proper- 
ties — also  must  have  known  ether 
would  dull  the  subject’s  con- 
sciousness. 

Reasoning  that  ether  would 
mask  the  pain  of  surgery,  Dr.  Long 
therefore  decided  upon  the  use  of 
the  gas  during  the  excision.  The 
operation,  performed  March  30, 
1842,  in  Long’s  office,  was  a suc- 
cess: Venable  was  given  sulphuric 
ether  on  a towel  to  inhale  during 
the  procedure,  and  afterward  said 
he  neither  experienced  pain  nor 
remembered  the  event.  “When  in- 
formed it  was  over,”  Long  re- 
ported later,  the  “patient  seemed 
incredulous,  until  the  tumor  was 
shown  him.  He  gave  no  evidence 
of  suffering  during  the  operation, 
and  assured  me,  after  it  was  over, 
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THE  CRAWFORD  LONG  MUSEUM  at  Jefferson,  Georgia,  is  based  in  a two-story  brick  structure, 
built  in  the  1860s  on  the  site  of  Dr.  Long's  office  building  in  Jefferson.  About  an  hour’s  drive 
from  Atlanta,  the  Museum  facility  has  recently  been  expanded  to  include  the  buildings  on 
both  sides.  Official  dedication  ceremonies  will  be  held  later  this  Spring. 
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DR.  CRAWFORD  W.  LONG,  as  painted  by  Lewis  C.  Gregg.  This  work , on  loan  from 
the  Atlanta  Historical  Society,  is  on  display  at  the  Museum  in  Jefferson.  The  portrait 
is  one  of  a series  of  31  paintings  of  famous  Georgians  by  Gregg.  A copy  of  this 
likeness  hangs  in  the  Academy  of  Medicine,  headquarters  of  the  Medical  Asso- 
ciation of  Atlanta,  on  West  Peachtree  Street. 


that  he  did  not  experience  the 
slightest  degree  of  pain  from  its 
performance.”1 

With  this  episode,  surgical 
anesthesia  was  discovered  — a 
landmark  in  medicine  which 
should  have  brought  Crawford 
Long's  name  swiftly  to  the  atten- 
tion of  the  scientific  world.  But  as 
an  isolated  rural  practitioner,  Long 
took  no  immediate  steps  to  broad- 
cast his  discovery,  which  he  ap- 
parently viewed  at  the  time  as  one 
of  the  details  of  everyday  practice. 
So,  at  least,  was  the  manner  in 
which  Long  entered  the  proce- 
dure in  his  account  book:  “James 
Venable/March  30  — Ether  and 
exsecting  tumour . . . $2.”  (Today, 
one  might  note,  surgery  and  gen- 
eral anesthesia  for  resection  of  a 
neck  tumor  might  typically  bring 
charges  of  $1 000.) 

* * * 


The  rest  of  the  story  is  more 
familiar  to  us:  how  the  Boston 
dentist  Wiiliam  T G.  Morton  claimed 
credit  for  the  discovery  of  surgical 
anesthesia  after  he  removed  a tooth 
from  an  etherized  patient  on  Sep- 
tember 30,  1846;  how  Morton,  Jack- 
son,  and  Wells  competed  for  patent 
rights  and  credit  for  the  discovery; 
and  how  Long  belatedly  entered  the 
controversy,  claiming  his  original  use 
of  the  anesthetic. 

Georgia  physicians  never 
doubted  Long’s  claim,  though  the 
debate  over  the  discovery  contin- 
ued after  Dr.  Long’s  death  in  1878. 
In  1910,  officers  of  the  Medical  As- 
sociation of  Georgia  unveiled  a 
monument  to  Long  on  the  Jeffer- 
son town  square,  donated  by  Dr. 
L.  G.  Hardman  of  nearby  Com- 
merce. Inscriptions  on  the  granite 
obelisk  emphasize  Long  as  “the 


first  discoverer  of  anesthesia”  and 
proclaim: 

SULPHURIC  ETHER 
ANESTHESIA 
WAS  DISCOVERED  BY 
DR.  CRAWFORD  W.  LONG, 

ON  MARCH  30,  1842, 

AT  JEFFERSON,  GA., 

AND  ADMINISTERED  TO 
JAMES  M.  VENABLE, 

FOR  THE  REMOVAL  OF  A TUMOR. 

Eventually,  the  weight  of  evi- 
dence, especially  affidavits  from 
witnesses  collected  by  Dr.  Long 
after  his  landmark  operation, 
swayed  the  verdict  of  history  to- 
ward the  doctor  from  Jefferson.  In 
1926,  a marble  statue  of  Long  was 
unveiled  in  Statuary  Hall  of  the  na- 
tional Capitol,  and  in  1940,  the  U.S. 
Post  Office  released  a two-cent 
stamp  commemorating  Long  as 
the  discoverer  of  anesthesia.  On 
April  8,  of  that  year,  the  stamp’s 
first  day  of  issue,  a crowd  of  thou- 
sands jammed  the  town  square  of 
Jefferson  as  Dr.  Frank  K.  Boland 
of  Atlanta,  Past  President  of  the 
MAG,  introduced  the  distin- 
guished guests,  including  the  main 
speaker,  Postmaster  General 

James  Farley. 

* * * 

Amid  this  acclaim  the  people 
of  Jefferson  recognized  the 
need  for  a fitting  memorial  to  Long. 
In  1952,  residents  of  Jackson 
County  formed  the  Crawford  W. 
Long  Museum  Association  for  the 
purpose  of  raising  funds  to  buy 
the  property  where  the  doctor’s  of- 
fice once  stood.  By  then,  the  two- 
story  frame  office  had  been  re- 
placed by  a brick  store,  built  in 
the  1860s.  With  the  help  of  some 
state  funds,  the  Museum  Associ- 
ation purchased  the  building,  and 
in  1957  the  Crawford  W.  Long 
Medical  Museum  opened  under 
operation  by  the  Georgia  Histori- 
cal Commission. 

Since  then,  the  Museum  has 
undergone  growth  and  some 
growing  pains  as  well.  In  1973,  the 
Historical  Commission  decided  to 
close  the  facility  and  was  prepar- 
ing to  haul  its  artifacts  and  Long 
memorabilia  to  Atlanta  when  the 
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EMINENT  FEATURE  of  the  Crawford  Long  Museum  is  this  diorama  depicting  Dr.  Long’s 
is  use  of  ether  as  he  removed  a tumor  from  the  neck  of  James  Venable  on  March  30, 
A committee  of  historical  experts,  which  included  Dr.  Lester  Rumble,  Jr.,  of  Atlanta, 
aw  its  design,  ensuring,  for  instance,  the  construction  of  authentic-looking  desk,  table, 
ookcase . Residents  of  Jefferson  provided  information  on  the  stagecoach,  shown  through 
Norway  of  Dr.  Long’s  office,  as  it  would  have  appeared  in  front  of  the  Harrison  Hotel. 


townspeople  of  Jefferson  rallied. 
They  persuaded  the  Governor  to 
give  ownership  of  the  building  to 
the  city,  and  allow  local  citizens 
to  operate  the  museum.  Some  op- 
erating funds  were  given  by  the 
city  government,  but  visitors’  do- 
nations to  the  Museum  remained 
critical  to  its  continued  operation. 

“We  were  just  kind  of  rocking 
along,  taking  in  money  at  the 
door,”  says  Tom  Bryan,  President 
of  the  Museum  Association.  Then, 
in  1976,  Atlanta  anesthesiologists 
Evan  Frederickson,  M.D.,  and  John 
Steinhaus,  M.D.,  Ph.D.,  decided  to 
stir  physician  support  for  the  Mu- 
seum. The  Georgia  Society  of 
Anesthesiologists  began  to  make 
regular  contributions;  then  it  asked 


the  Medical  Association  of  Geor- 
gia to  establish  a system  for  MAG 
members  to  do  the  same.  In  April, 
1976,  Thomas  L.  Tidmore,  Jr., 
M.D.,  speaking  for  the  Georgia  So- 
ciety of  Anesthesiologists,  intro- 
duced a resolution  to  the  MAG 
House  of  Delegates  requesting  that 
an  item  be  added  to  the  annual 
membership  dues  statement  to  al- 
low MAG  members  to  donate  $ 1 0 
yearly  as  “Contribution  to  the 
Crawford  W.  Long  Museum  As- 
sociation.” The  House  approved; 
and  since  then,  through  their  gen- 
erosity, Georgia  physicians  have 
helped  the  Museum  not  only  thrive 
but  also  improve  its  facility  and 
expand  its  collection.  In  1979, 
thanks  to  contributions  by  the 


uWhen  informed  it 
[the  operation]  was 
over  ” Long  reported 
later , i(the  patient 
seemed  incredulous, 
until  the  tumor  was 
shown  him . He  gave 
no  evidence  of 
suffering  during  the 
operation,  and  assured 
me,  after  it  was  over, 
that  he  did  not 
experience  the 
slightest  degree  of 
pain  from  its 
performance ” 
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Georgia  Society  of  Anesthesiolo- 
gists and  the  Medical  Association 
of  Georgia,  the  Museum’s  exhibit 
areas  were  renovated  and  some 
new  displays  were  added. 

* * * 

All  the  work,  time,  and  money 
show  to  advantage  when 
you  visit  the  Crawford  Long  Mu- 
seum in  Jefferson.  It  is  located  just 
a block  from  the  center  of  town, 
across  from  the  Long  Monument 
and  across  the  street  from  (as  you 
would  expect)  the  Crawford  W. 
Long  Pharmacy.  Inside,  hand- 
some exhibits,  arranged  on  the 
first  floor  (at  the  time  of  our  visit) 
tell  the  story  of  Crawford  Long:  his 
upbringing  in  Georgia,  his  medi- 
cal practice  in  Jefferson  and 
subsequent  move  to  Atlanta  and 
Athens,  even  his  service  as  Con- 
federate hospital  physician  during 
the  Civil  War. 

Descendants  of  Dr.  Long  have 
donated  a number  of  his  posses- 
sions, on  view  in  the  Museum’s 

display  cases:  his  pocket  medi- 
cine case,  eyeglasses,  the  chair  he 
used  as  a boy,  his  diploma  case 
from  Pennsylvania,  his  chess 
pieces.  Key  documents,  repro- 
duced and  hung  about  the  walls, 
reflect  Long’s  illustrious  career  as 
physician:  his  medical  school  di- 
ploma, affidavits  from  witnesses 
to  Long's  use  of  ether  for  surgical 


A DISPLAY  CASE  at  the  Long  Museum.  As  stated  in  Dr.  Irving  Hellenga’s  editorial 
for  this  issue  (p.  85),  the  expanded  Crawford  W.  Long  Medical  Museum  is  asking 
Georgia  physicians  for  contributions  of  medical  instruments , texts,  and  apoth- 
ecary supplies  from  the  mid-nineteenth  century.  The  Museum’s  displays  seek 
to  convey  the  state  of  medicine  as  practiced  by  Dr.  Long  in  Jefferson  during  the 
1840s. 


anesthesia,  a page  from  his  Ath- 
ens drugstore  ledger,  his  U.S.  par- 
don for  having  aided  the  Confed- 
eracy. Among  the  portraits  and 
photographs  on  display  is  Lewis 
Gregg’s  well  known  portrait  of 
Long  (copies  of  the  painting  hang 
in  Atlanta’s  Academy  of  Medicine 
and  Crawford  Long  Hospital).  But 
surely  the  highlight  of  the  first  floor 
is  the  colorful  diorama  recreating 
Long’s  famous  operation  on  James 
Venable.  The  scene  of  the  doc- 
tor’s office  — complete  with 
equipment,  bookcase,  desk,  and 
armchair,  modeled  after  period 
furnishings  — is  recreated  in  mi- 
nute detail.  In  the  corner,  Dr.  Long 
is  shown  at  work  on  the  patient, 
crouched  over  a chair. 

Another  area  of  the  Museum  is 
devoted  to  the  development  of 
anesthesia  in  history.  Wall  dis- 
plays explain  the  medical  con- 
quest of  pain,  from  early  times  to 
more  modern  techniques.  Meth- 
ods of  inhalation  anesthesia  are 
strikingly  exemplified  by  actual 
machines  on  display:  Connell’s 
Anesthetometer,  the  device  devel- 
oped in  1913  to  measure  and  mix 


ether  vapors  and  gases  in  accu- 
rate concentrations;  Heidbrink’s 
nitrous  oxide/oxygen  apparatus 
from  the  1920s;  Richard  von  For- 
egger’s  apparatus  with  flow  meter 
(1936).  A contemporary  anes- 
thesia machine  is  also  shown,  cut 
away  to  reveal  its  inner  workings. 
* * * 

With  all  this  going  for  it,  the 
Crawford  W.  Long  Medical 
Museum  aspires  to  even  more.  A 
new  fund  drive  for  expansion  has 
begun,  with  the  Museum  Associ- 
ation soliciting  contributions  from 
Jackson  County  residents  and 
businesses.  The  Georgia  Society 
of  Anesthesiologists  recently  do- 
nated $5000  to  the  project.  But  As- 
sociation President  Bryan  makes 
it  clear  that  individual  physicians’ 
donations  are  crucial. 

“We  deeply  appreciate  the  doc- 
tors’ generosity,”  says  Bryan. 
“Without  those  dollars,  we 
wouldn’t  be  anywhere  near  con- 
sidering this  expansion.” 

For  the  expanded  Museum, 
which  officially  opened  January 
31,  1988,  the  two  buildings  on  each 
side  of  the  original  structure  have 
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ON  DISPLAY  at  the  Crawford  W.  Long  Medical  Museum  in  Jefferson  are  Dr. 
Long’s  medicine  case , glasses,  and  a ledger  page  from  his  drugstore  in  Athens, 
1861.  Long  moved  to  Atlanta  with  his  family  from  Jefferson  in  1850,  but  the 
next  year  moved  again  to  Athens,  where  he  resided  until  his  death  in  1878.  Dr. 
Long’s  grave  at  Oconee  Hill  Cemetery  in  Athens  has  recently  been  placed  in 
perpetual  care  through  financial  contributions  from  the  Georgia  Society  of  Anes- 
thesiologists and  the  Crawford  W.  Long  Medical  Society. 


been  bought  and  remodelled  into 
a single  historical  complex.  “We 
want  to  give  a feeling  for  Dr.  Long’s 
time  and  life  in  north  Georgia  back 
in  the  1840s,”  says  Bryan,  “so  we 
can  emphasize  the  importance  of 
his  discovery.  Medical  equip- 
ment, scientific  knowledge  and 
communication  just  weren’t  very 
advanced  — which  makes  his  dis- 
covery all  the  more  dramatic.” 
Since  1977,  Georgia  physicians 
have  contributed  over  $108,000  to 
the  Long  Museum  — a remarkable 
display  of  professional  philan- 
thropy. Mr.  Bryan  wants  all  MAG 
members  to  know  how  apprecia- 
tive the  Association  is,  but  also 
how  hopeful  he  remains  that 
MAG’s  physicians  can  continue 
giving  to  the  cause.  Expansion  of 
the  Museum  building,  new  fur- 
nishings, acquisition  of  still  more 
historical  and  medical  artifacts, 
not  to  mention  maintenance  and 
professional  staffing,  will  place 
increasing  pressure  on  the  Mu- 
seum’s extremely  modest  budget. 
“I  hope  that  all  MAG  members  will 
consider  making  an  annual  con- 
tribution,” adds  Bryan.  “Consid- 


ering all  the  work  in  store  for  us 
to  build  a better  Museum,  we’ll 
need  every  dollar.”  Eighty  thou- 
sand dollars,  in  fact,  are  needed 
to  complete  the  expanded  build- 
ing alone. 

* * * 

Dr.  Crawford  W.  Long  left  a dis- 
tinguished legacy  to  medi- 
cine. His  contributions  were  ac- 
cepted first  by  his  colleagues  in 
the  South  and  then  slowly  ac- 
ceptance was  granted  to  him  out- 
side his  native  region.  History 
seemed  to  vindicate  Long,  how- 
ever. Morton,  Jackson,  and  Wells, 
all  of  whom  claimed  to  have  dis- 
covered anesthesia,  died  tragic 
deaths.  Morton  was  reduced  to 
poverty  by  the  long  controversy 
and  litigation  over  the  right  to  a 
patent  for  anesthesia.  He  died  from 
apoplexy  a bitter  man.2  Wells 
committed  suicide  while  in  jail  in 
1848.  He  was  distraught  because 
his  claim  to  have  discovered  anes- 
thesia was  not  accepted.3  Jackson 
became  insane  during  his  contro- 
versy over  the  discovery  of  anes- 
thesia and  finished  his  days  in  an 


asylum.4  Crawford  W.  Long  lived 
a useful  and  productive  life  as  a 
practicing  physician  and  surgeon. 
He  died  in  1878  of  a stroke  while 
administering  ether  to  a young  pa- 
tient in  labor.  It  is  said  that  when 
afflicted  Long  fell  forward  onto  the 
patient’s  bed  and  in  the  best  tra- 
dition of  medicine,  his  last  words 
were:  “care  for  the  mother  and 
child  first.”5  Thus,  the  Medical  As- 
sociation of  Georgia  has  reason  to 
be  proud  of  the  legacy  of  Crawford 
W.  Long  and  the  museum  in  Jef- 
ferson which  helps  to  preserve  that 
legacy.  We  think  that  physicians’ 
sustained  giving  is  more  than 
worthwhile  — it  is  a measure  of 
pride  in  our  state’s  history,  and  in 
the  heritage  of  Georgia’s  medical 
profession. 
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DR.  LAURENCE  (LANNY)  LESSER,  cardiologist  in  Gwinnett  County,  has  been 
collecting  medical  antiques  for  only  5 to  6 years.  To  look  at  all  of  the 
instruments,  vials,  and  other  paraphernalia  around  his  office,  one  would 
have  suspected  a collector  of  many,  many  years. 


We  contacted  two 
physicians  who  have 
private  collections  of 
medical  antiquities 

and  quickly  found  that 
each  owners  pride  in 
rare?  valuable  things 
was  infectious  as  we 
came  to  share  hrn 
excitement . 99 


Nothing  shows  the  technical 
advances  of  modern  medi- 
cine more  clearly  than  the  anti- 
quated relics  of  yesterday’s  med- 
ical practice. 

You  may  see  them  from  time  to 
time.  In  Atlanta,  the  Emory  Medi- 
cal School  Library  has  a fine  col- 
lection, including  nineteenth-cen- 
tury surgical  instrument  kits  (we 
displayed  one  of  them  on  the  cover 
oi  JMAG  January  1986).  Crawford 
W.  Long  Memorial,  St.  Joseph’s 
and  other  metropolitan  hospitals 
have  a number  of  old  medical  de- 
vices. 

But  there  are  several  private  col- 
lections, too,  owned  by  physi- 
cians who  are  enthusiastic  ac- 
quirers of  medical  antiquities.  We 
contacted  two  of  them  in  Atlanta, 


Collecting 

Antique 

Medical 

Instruments 

Stephen  Davis,  Ph.D. 


and  with  each  had  a very  enjoya- 
ble visit.  We  quickly  found  that 
each  owner’s  pride  in  rare,  valu- 
able things  was  infectious  as  we 
came  to  share  his  excitement  over 
the  acquisitions.  Plenty  of  stories 
were  told  of  how  he  found  this 
item  or  how  that  machine  worked. 
Along  the  way  we  learned  quite  a 
bit  about  how  physicians  and  sur- 
geons used  to  care  for  their  pa- 
tients. (In  all  cases  we  were  heart- 
ily relieved  that  medicine  has 
progressed  so  much.) 


Dr.  Davis  is  Associate  Editor  and  Book  Review 
Editor  for  Blue  and  Gray,  a magazine  for  Civil 
War  buffs.  He  serves  on  the  editorial  board  of 
the  Atlanta  History,  published  by  the  Atlanta  His- 
torical Society.  Dr.  Davis  is  also  MAG’s  Director 
of  Education.  Send  reprint  requests  to  him  at  938 
Peachtree  St.,  Atlanta,  GA  30309. 

■ 
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IN  THE  RECEPTION  AREA  of  his  office,  Dr. 
Lesser  has  these  items  on  display,  from  a 
bygone  era:  W.  B.  Spencer's  Neuralgia 
Mixture,  an  old  brass  microscope,  a 
leather  scalpel  and  scissors  kit,  and  plenty 
of  old  medicine  bottles  — one  of  them,  in 
the  lower  right,  contained  “Elixir  lodo- 
Bromide  of  Calcium,  ” whose  alcohol 
content  was  20%.  What  a popular 
prescription  item  it  must  have  been! 


Patients  walking  into  the  re- 
ception area  of  Dr.  Laurence 
Lesser’s  cardiology  office  in  Snell- 
ville  are  immediately  struck  by  the 
atmosphere  of  a bygone  era. 
Hanging  all  around  the  walls  are 
framed  color  prints  out  of  Vanity 
Fair  Magazine,  dating  from  the 
1880s  and  ’90s.  On  one  chair-side 
table  sit  a brass  hour  glass  and  a 
charmingly  decorative  magnifying 
glass.  On  another,  a quaint  da- 
guerrotype  preserves  the  images 
of  a man  and  woman  in  a primi- 
tive photograph  taken  probably 
150  years  ago. 

Over  to  the  side  is  a polished 
wooden  cabinet  on  whose  shelves 
are  displayed  an  ether  dispensing 
jar  and  “Dr.  Nelson’s  Improved  In- 
haler.” A leather-lined  medicine 
box  is  opened  to  show  four  dozen 
glass  medicine  bottles.  The  tra- 
ditional mortar  and  pestle  are 
nearby.  Beyond  this,  in  a corner, 
stands  another  big  cabinet  loaded 
with  aged  medicine  bottles,  each 
labeled  so  arcanely  that  one  would 
have  to  consult  a volume  of  Ma- 
teria Medica  from  the  1880s  just 
to  figure  out  what  the  names  mean: 
“OL.  CAJUPUT,”  “OL.  TANACETI,” 
“SP.  CITRON.,”  “PIP:  PULV:  CAP- 
SICI,”  “SAL  PRUNELLAE.”  Bottles 
for  digitalis  and  belladonna  were 
at  least  a little  more  familiar.  There 
were  some  brand-name  medica- 
tions, too,  such  as  “Herbine”  and 
“Dr.  Kilmer’s  Swamp  Root”  (a  di- 
uretic). We  noted  the  high  alco- 
holic content  of  a number  of  these 


medicines;  “Rich-Lax”  was  in  ef- 
fect a twelve-proof  laxative.  “Musk 
Root”  contained  a whopping  65% 
alcohol.  (Not  surprisingly,  its  la- 
bel described  the  product  as  “a 
most  valuable  nerve  stimulant.”) 
An  antique  brass  microscope,  a 
leather  band  holding  scalpels  and 
scissors,  and  other  professional 
accoutrements  all  help  to  convey 
the  impression  that  Dr.  Lesser  is 
a physician  with  a firm  fix  on  the 
history  of  medicine. 

It  gets  even  better  walking  down 
the  hall  toward  his  office.  On  the 
right  is  a glass-enclosed  shelf  with 
four  surgical  instruments,  whose 
purposes  were  too  obscure  for  us 
to  surmise.  On  the  left,  another 
frame-box  holds  two  Civil  War-era 
saws:  an  ivory-handled  cutter  with 
a brass  blade  ornamented  by,  of 
all  things,  a dolphin’s  head;  and 
another  with  a handle  of  ebonized 
wood.  Dr.  Lesser  told  us  later  it 
was  English-made  and,  though  it 


bore  finer,  gentler-looking  saw- 
teeth  than  the  other  blade,  its  name 
seemed  gruesome  enough:  a “Dr. 
Butcher  saw.” 

We  asked  Dr.  Lesser  if  his  pa- 
tients objected  to  these  old  relics 
lying  about,  whether  they  were 
perhaps  frightened  by  them.  “Oh 
no,”  he  said,  “Actually,  there  is  a 
feeling  of  relief  that  we’ve  gotten 
beyond  those  practices,  and  it 
makes  our  treatment  and  recom- 
mendations seem  tame  by  com- 
parison.” 

All  the  artifacts  outside  pro- 
vide just  a hint  of  what  his 
office  looks  like.  To  one  side,  a 
towering  wooden  chest,  formerly 
belonging  to  a physician  in  Thom- 
aston,  Georgia,  brims  with  items. 
Dr.  Lesser  describes  each  with 
clearly  evident  enthusiasm.  “Look 
at  these  surgical  kits,”  he  said, 
“and  try  to  figure  out  which  ones 
were  used  before  the  onset  of  ster- 
ilization.” He  pointed  out  the  ma- 
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ANOTHER  MEDICAL  ANTIQUITY,  with  its  proud  owner.  We  learned  much 
about  medical  history  in  visiting  Dr.  Lesser's  office.  The  Civil  War  surgeon 's 
kit,  shown  here,  for  instance,  obviously  preceded  the  age  of  antisepsis  — 
the  wooden  handled  instruments  would  have  been  impossible  to  sterilize. 


used  when  the  physician  sus- 
pected a subdural  hematoma. 
Screwing  four  burr  holes  into  the 
skull  (he  showed  us  devices  for 
each  of  these  steps),  the  doctor 
would  then  use  a Heys  Saw  to 
connect  the  holes  and  lift  up  the 
flap  of  skull.  “If  he  were  rewarded, 
the  subdural  would  then  present 
itself  with  a splash  of  bloody  fluid, 
and  the  physician  would  congrat- 
ulate himself  that  he  had  saved  a 
patient  who  would  otherwise 
surely  have  died.”  Unfortunately, 
trephining  was  used  too  com- 
monly, more  often  than  not  on  a 
patient  who  eventually  showed  no 
hematoma.  Because  the  patient 
died  as  a rule  from  the  severe  pro- 
cedure, trephining  fell  out  of  favor 
during  the  Civil  War. 

As  Dr.  Lesser  described  this 
piece  of  equipment  or  that,  among 
the  many  he  has  in  his  office,  they 
all  began  to  blur  together,  much 
like  the  displays  of  a large  mu- 
seum after  an  extensive  tour.  Civil 
War  bullet  probe,  late  nineteenth- 
century  brass  microscope,  apoth- 
ecary scale,  O’Dwyer  intubator, 
early  surgical  sterilizer,  U.S.  Navy 


jor  difference.  On  one  shelf  was  a 
mid-nineteenth  century  amputa- 
tion set.  The  key  lay  in  the  handles 
of  ebonized  wood.  “They  were  im- 
possible to  sterilize;  but  look  at 
these,”  he  said,  pointing  to  a World 
War  I British  surgeon’s  kit.  All  the 
instmments  were  of  stainless  steel, 
easily  sterilized.  Also,  there  were 
many  more  tools,  not  just  cutters, 
reflecting  the  expansioin  and  in- 
creased complexity  of  surgical 
techniques  between  the  Civil  War 
and  World  War  I. 

Dr.  Lesser  pointed  to  the  other 
notable  items.  One  group,  dating 
from  the  1850s,  was  an  English 
purging  device  with  all  the  equip- 
ment needed  to  induce  vomiting: 
a mouth-gag;  an  ivory-handled, 
brass  syringe;  and  gutta  percha 
rubber  tubes.  Through  these,  pur- 


gatives such  as  calomel  (a  mer- 
curial poison)  were  administered 
to  cause  vomiting  and  diarrhea. 
Still  more  implements  were  used 
for  enemas  and  douches.  “Of 
course  they  were  never  sterilized, 
and  were  probably  used  inter- 
changeably,” Dr.  Lesser  noted. 

Equally  archaic  was  a “cupping 
set,”  dating  from  the  days  when 
bleeding  a patient  (to  allow  efflux 
of  a body’s  “bad  humors”)  con- 
stituted approved  medical  prac- 
tice. Various  devices  were  used  to 
raise  a blister  on  the  skin;  then 
was  applied  the  “scarificator,” 
which  operated  as  scarily  as  it 
sounds.  (With  a flick  of  a little 
knob,  multiple  razor  blades  would 
pop  out  of  the  bottom.) 

Then  there  was  trephining.  Dr. 
Lesser  explained  the  procedure, 
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post  mortem  kit,  1830  ophthal- 
moscope; they’re  all  there,  each 
drawing  forth  a story  from  the 
proud  owner.  Thus,  the  Bruton 
otoscope  (ca.  1850),  which  solved 
the  problem  of  illumination  with 
an  aperture  in  the  side  of  the  tube 
to  let  in  candle  light;  an  interior 
mirror  reflected  it  into  the  pa- 
tient’s ear.  He’s  even  got  an  old, 
rather  peculiarly  shaped  ceramic 
bed  pan.  “I’ve  been  thinking  of 
growing  a plant  in  it,”  he  said,  “but 
I’m  afraid  someone  might  get  of- 
fended.” 

How  long  has  he  been  col- 
lecting medical  antiques? 
We  were  surprised:  “Oh,  about  5 
or  6 years.  I’ve  always  been  inter- 
ested in  medical  history,  espe- 
cially the  history  of  cardiology,  the 
old  theories  of  medicine,  the  an- 
tiquated-sounding, yet  very  pre- 
cise clinical  terms  are  intriguing.” 
He  pointed  to  a century-old  ana- 
tomical atlas,  with  carefully  drawn 
diagrams,  and  read  to  us  an  ex- 
ample of  a case  description  from 
its  brittle,  yellowing  pages.  Maybe 
it  was  this  kind  of  conversation 
which  caused  one  of  his  patients 


(a  90-year-old  retired  physician) 
to  give  Dr.  Lesser  his  old  instru- 
ments (including  the  two  saws  we 
observed  on  the  wall)  several  years 
ago.  Thus  was  his  collection 
started. 

We  asked  him  about  his  most 
prized  collectibles.  “The  stetho- 
scopes.” Sure  enough;  they’re  all 
around.  “I  first  started  collecting 
monaural  stethoscopes,”  he  said, 
as  he  pointed  to  the  print  on  his 
office  wall.  It  shows  the  French 
physician  Laennec,  at  Paris  in 
1816,  using  a hollow  wooden  cyl- 
inder pressed  against  a patient’s 
chest  to  hear  the  heart  beating. 
Right  next  to  it,  a frame  box  dis- 
plays seven  of  the  same  kinds  of 
stethoscopic  tubes,  each  made  of 
a different  substance  — oak,  brass, 
gutta  percha,  or  bakalite  (an  early 
plastic).  More  are  down  the  hall 
and  in  the  cabinets. 

We  could  have  stayed  for  hours, 
of  course,  hearing  him  talk  about 
his  prized  objects.  Walking  to- 
ward the  door,  though,  he  said, 
“Oh,  I’ve  got  to  show  you  this!” 
From  behind  his  desk  out  came 
an  imposing  wooden  box,  which 


he  opened  to  show  a bewildering 
panel  of  gadgetry.  A black  knob 
in  the  center  was  labeled  “VOLT- 
AGE CONTROL”  and  had  arrows 
to  the  left  and  right  marked 
“strong”  or  “mild.”  Placed  deli- 
cately in  a holder  was  what  looked 
to  be  a small  six-pronged  glass 
rake,  with  small  wires  inside.  “It’s 
really  a quack  device,  dating  from 
the  1920s,”  Dr.  Lesser  said.  It 
surely  had  a quackish-sounding 
name:  “RENULIFE  VIOLET  RAY 
GENERATOR.”  Dr.  Lesser  plugged 
it  in  and  turned  the  knob.  A faint 
purple  light  glowed  in  the  glass 
extending  out  into  each  of  its  six 
tubular  tines  (fingers?).  He  even 
has  the  physician  instruction 
booklet  to  go  along  with  it.  The 
first  page  alone  promised  a.  world 
of  cures,  for  abscesses,  acne,  post- 
operative adhesions,  anemia,  ar- 
teriosclerosis, asthma  (“Treat  over 
the  chest  and  throat  glands  with 
electrode  No.  1 in  light  contact. 
. . .”)  Just  then,  one  of  his  nurses 
walked  in.  Quipped  Dr.  Lesser, 
“Pam  gets  one  of  these  treatments 
daily,  and  it  works  wonders.” 
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PHYSICIANS  A CENTURY  OR  TWO  AGO 
would  have  employed  these  instru- 
ments, on  display  in  Dr.  Lesser’s  office. 
Note  the  fleams  in  the  corner  right  — 
sharp  blades  to  cut  the  skin  and  allow 
efflux  of  disease-causing  “ humors  ” to 
bleed  out  of  an  ailing  patient.  Think  how 
far  our  medical  science  has  progressed! 


DR.  LESSER  with  his  ‘Renulife  Violet 
Ray  Generator,  ” a pseudo-medical 
device  dating  from  the  1920s  that 
purportedly  cured  ailments  by 
applications  of  electrical  current  to  the 
skin.  “Pam  gets  one  of  these  treatment 
daily,  ” he  joked  as  one  of  his  nurses 
walked  in,  “and  it  works  wonders.  ” 


GOOD  COLLECTOR  is  always  eager  to  show  off  his  prized  items. 
>r.  Byrd  is  especially  fond  of  his  rare  medical  bags,  including  a 
hysicians  ’ saddle  bag,  used  to  carry  instruments  and  medicines  on 
orseback. 


Another  collector  of  medical 
antiques  is  Daniel  Byrd, 
M.D.,  an  Atlanta  internist.  He 
doesn’t  really  specialize  in  old  in- 
struments; in  fact,  he  doesn’t 
specialize  in  things  medical  at  all, 
but  collects  all  sorts  of  charming 
relics  of  the  past.  “Old  clocks  and 
pocket  watches  are  primarily  my 
interest,’  he  says,  but  Dr.  Byrd  also 
has  “picked  up”  a number  of  fine 
books,  some  centuries  old.  One 
of  his  medical  texts,  dating  from 
1622,  lacked  the  title  page  when 
he  bought  it.  Undaunted,  he  iden- 
tified several  institutions  around 
the  country  which  held  the  book 


DR.  BYRD  DEMONSTRATES  the  use  of  a U.S.  field  surgeons ' kit  dating 
from  the  turn  of  the  century  (note  the  metal  handles:  physicians  hac 
discovered  a few  years  before  that  cutting  instruments  needed  to  be 
boiled  for  sterilization).  In  the  back  is  the  string  galvanometer,  ” ar 
early  cardiograph,  used  by  his  father,  T.  Luther  Byrd,  M.D. 


side,  blazoned  in  gold  letters 
which  he  impressed  himself  into 
leather. 

Dr.  Byrd  thus  has  plenty  of  ob- 
jets  to  display,  but  he  shows  off 
his  medical  antiques  with  partic- 
ular pride.  In  his  office,  for  in- 
stance, is  a primitive  electrocar- 
diograph which  his  father  owned. 
Called  a String  Galvanometer,  the 
device  recorded  heartbeats  with  a 
quartz  string  suspended  between 
electromagnets;  its  deviations 
would  be  recorded  on  photo- 
graphic film.  At  home  he’s  got  a 
nice  array  of  rare  medical  bags, 
including  a physician’s  saddle  bag, 


in  their  libraries,  and  got  Yale 
Medical  Library  to  send  him  a fac- 
simile of  the  missing  page,  which 
he  inserted  into  his  volume.  “In- 
serted” is  not  really  the  right  word, 
for  Dr.  Byrd  is  a proficient  amateur 
bookbinder.  Once  he  bought  some 
loose  pages  of  a French  scientific 
encyclopedia  printed  at  Paris  in 
1762.  Determining  to  make  them 
into  a volume,  he  bought  book- 
makers’ coverboard  and  rolls  of 
reconstituted  leather  to  fashion  his 
endcovers;  he  sewed  the  pages, 
and  made  the  whole  into  an  at- 
tractive oversized  folio  — com- 
plete with  the  book’s  title  on  the 
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used  to  carry  instruments  and 
medicines  on  horseback.  One 
well-preserved  leather  strap,  when 
unfolded,  holds  dozens  of  tiny 
glass  vials,  which  held  the  chem- 
icals mixed  by  a physician  or 
apothecary  to  make  medicines.  He 
showed  us  an  old  nickel-plated 
otoscope,  a 1925  blood  pressure 
gauge,  a U.S.  field  surgeon’s  kit 
dating  from  the  turn  of  the  cen- 
tury, an  exquisite  brass  micro- 
scope manufactured  in  1886,  and 
(from  the  1700s)  a set  of  metal- 
framed eyeglasses  crafted,  Dr.  Byrd 
said,  by  a “whitesmith”  — an  ob- 
solete term  reflecting  an  artesan 
who  worked  with  tin  (as  opposed 
to  the  iron-wielding  “blacksmith” 
and,  of  course,  the  “copper- 
smith”). 

Then  he  brought  out  a set  of 
fleams  — little  lancets,  each 
sheathed  in  a folding  tortoise-shell 
cover.  They  were  used  back  in  the 
days  when  the  physician’s  art  con- 
sisted chiefly  of  draining  the  ailing 
patient  of  blood. 

“Everybody’s  collection  ought 
to  have  some  of  these  gruesome 
items,”  Dr.  Byrd  said  as  he  picked 
up  a big  knife  from  his  cabinet.  It 
was  an  ebony-handled  amputa- 
tion saw  dating  from  around  1800, 
with  a broad,  jagged  blade.  “It’s 
important  to  let  your  patients  know 
we  still  don’t  use  these  things.” 
Then,  with  a twinkle  in  his  eye,  he 
mock-seriously  turned  to  face  an 
imaginary  patient.  “Well,  Mrs. 
Jones,”  he  intoned,  thwacking  the 
saw  against  his  palm,  “I  see  that 
we’re  going  to  have  to  remove  that 
finger  of  yours!” 

While  Dr.  Byrd  has  acquired  a 
number  of  his  artifacts  from 
professional  dealers,  he  delights 
most  in  the  items  he  has  casually 
found  at  flea  markets  and  bought 
at  bargain  prices.  Behind  his  desk, 
in  fact,  is  a framed  piece  of  cal- 
ligraphy that  seems  to  serve  as  his 
motto:  “Beware  of  bargains  in  par- 
achutes, life  preservers,  fire  extin- 
guishers, brain  surgery,  and  legal 
services.”  (All  other  bargains,  we 
inferred,  are  OK.)  Thus,  he  brought 
forth  the  old  wooden  stethoscope 
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which  he  bought  at  an  antique  flea 
market  for  only  $6  — because  the 
dealer  mistook  the  thing  for  some 
kind  of  vase.  Better  still  was  the 
old  metal  medicine  measure,  a 
device  that  opens  like  a pocket 
watch  to  show  little  measuring 
spoons  for  calibrating  dosages. 
Imprinted  on  the  outside  is  “Dr. 
C.  H.  Fitch’s  Prescription  Scale. 
Patented  Sept.  29,  1885.  Manufac- 
tured by  N.  V.  Randolph  & Co., 
Richmond,  Va.”  The  cost  of  this 
little  treasure?  Dr.  Byrd  grinned,  “I 
got  it  for  25  cents  at  an  estate  sale.” 


(Incidentally,  Dr.  Lesser  told  us 
that  he  doesn’t  believe  Dr.  Byrd’s 
stories  of  these  great  bargains.  “I 
think  he  makes  them  up  to  make 
me  jealous.”) 

Be  that  as  it  may,  we  came  away 
from  our  artifactual  foray  into 
medical  history  with  a keen  ap- 
preciation for  advances  which 
medicine  has  made  and  a lot  of 
enthusiasm  for  the  pursuit  of  med- 
ical antique-collecting.  We  sin- 
cerely appreciate  Dr.  Lesser’s  and 
Dr.  Byrd’s  sharing  their  time  and 
treasures  with  us.  ■ 


SOME  OF  THE  MEDICAL  ANTIQUES  that  caught  our  eye  while  visiting  in  Dr. 
Dan  Byrd’s  office:  the  nickel-plated  otoscope  reflected  candlelight  from  a side 
aperture  to  allow  the  physician  to  examine  a patient’s  ear;  ‘Dr.  C.  H.  Fitch’s 
Prescription  Scale"  dates  from  the  1880s.  The  case  at  the  bottom  holds  fleams, 
sharp-edged  blades  innocuously  sheathed  in  tortoise-shell;  they  were  used 
for  bloodletting.  Beneath  all  is  a page  from  the  French  encyclopedia,  published 
at  Paris  in  1 762,  which  Dr.  Byrd  rebound  himself  into  an  exquisite  folio  volume. 


Chronicling  the  History  of  MCG: 

An  Interview  With 
Dr.  Phinizy  Spalding 

Stephen  Davis,  Ph.D. 


i i 'V^ou  never  know  exactly  where  you  are  going 
I until  you  can  tell  where  you  have  been.” 

So  goes  the  old  saying  about  history  and  its 
usefulness.  Recently,  faculty  and  alumni  of  the 
Medical  College  of  Georgia  have  been  able  to  tell 
more  clearly  where  their  institution  has  been, 
thanks  to  a prodigious  — and  at  times  contro- 
versial — new  history.  Last  year,  The  History  of 
the  Medical  College  of  Georgia  was  published 
by  the  University  of  Georgia  Press.  Reflecting 
nearly  a decade  of  research  and  writing  by  author 
Phinizy  Spalding,  the  long-awaited  book  has  put 
the  institution’s  past  in  well-reasoned  perspec- 
tive. 

The  perspective  is  a long  one,  going  back  to 
1828,  when  the  college  was  chartered  as  the  Med- 
ical Academy  of  Georgia.  It  opened  the  next  year 
somewhat  inauspiciously  with  seven  students, 
no  facility  except  the  city  hospital  in  Augusta, 
and  a faculty  of  three  professors. 

One  of  them,  Milton  Antony,  was  the  dynamo 
behind  the  activity.  It’s  clear  from  reading  Pro- 
fessor Spalding’s  book  that  Antony  is  one  of  the 
real  heroes  of  MCG’s  story.  “1  admire  him  as  being 
an  event-maker,”  Spalding  told  us  in  a recent 
interview.  “I  think  once  he  got  this  bee  in  his 
bonnet  about  doing  something  for  medical  ed- 
ucation in  the  South,  there  was  no  stopping  him.” 


Dr.  Davis  is  MAG’s  Director  of  Education.  Send  reprint  requests  to  him  at 
938  Peachtree  St.,  Atlanta,  GA  30309. 


But  Georgia  in  the  1820s  was  hardly  a propitious 
land  for  sowing  the  seeds  of  higher  education. 
Little  more  than  a frontier  state,  save  the  narrow 
strip  of  civilization  up  and  down  the  Savannah 
River  and  along  the  Atlantic  coast,  Georgia  had 
just  rid  herself  of  the  Creek  Indians  west  of  the 
Flint  River.  Cherokees  still  held  the  land  north  of 
the  Chattahoochee.  Sheer  taming  of  the  land  was 
bound  to  make  more  sense  at  the  time  than  the 
training  of  physicians.  “I’m  convinced,”  says 
Spalding,  “that  when  Antony  thought  to  present 
the  state  legislature  with  the  idea  of  chartering  a 
full-fledged  medical  college,  from  the  very  be- 
ginning he  must  have  doubted  whether  the  en- 
terprise would  succeed.” 

But  the  enterprise  grew,  and  grew  quickly  in 
the  early  years.  Funding  was  solidified;  curricu- 
lum was  strengthened;  and  the  faculty  attracted 
some  of  Georgia’s  ablest  physicians.  Among  them 
were  Paul  F.  Eve,  first  Georgian  to  become  pres- 
ident of  the  American  Medical  Association,  and 
his  brother  Joseph;  Lewis  D.  Ford  (twice  mayor 
of  Augusta,  first  dean  of  the  College,  and  even- 
tually the  first  president  of  MAG),  and  Louis  A. 
Dugas,  Antony’s  tireless  collaborator  who  helped 
establish  MCG’s  medical  library.  By  1837,  the  col- 
lege had  its  own  building,  an  imposing  Greek- 
revival  structure  on  Telfair  Street,  and  even  a 
scholarly  publication,  the  Southern  Medical  and 
Surgical  Journal. 

Incidentally,  Professor  Spalding  believes  that 
a temporary  lapse  in  publication  of  SMSJ,  during 
1839-45,  may  have  denied  Dr.  Crawford  W.  Long 


98 


Journal  of  MAG 


• • I’m  convinced  that  when 
Antony  thought  to  present  the  state 
legislature  with  the  idea  of 
chartering  a full-fledged  medical 
college,  from  the  very  beginning  he 
must  have  doubted  whether  the 
enterprise  would  succeed . yy 


in  Jefferson  the  opportunity  he  needed  to  pub- 
licize his  innovative  use  of  ether  in  1842.  Some 
Long  scholars  don’t  believe  that  the  country  doc- 
tor would  have  been  inclined  to  publish,  even  if 
the  Augusta  Journal  had  been  operating;  but  given 
the  controversy  to  this  day  over  credit  for  first 
surgical  use  of  anesthetics,  Dr.  Spalding’s  spec- 
ulation is  an  arresting  one. 

The  1830s  and  ’40s  was  a time  of  ferment  in 
American  medical  education.  Back  then,  ad- 
mission standards  among  the  nation’s  37  medi- 
cal schools  were  notoriously  lax,  and  the  school 
curriculum  required  only  2 years,  with  terms  vary- 
ing from  a mere  4 to  6 months.  Educators  around 
the  country  began  calling  for  reform,  and  MCG’s 
leadership  spoke  out  loudly  for  longer  terms  and 
high  standards.  (It  was  largely  as  a catalyst  for 
educational  reform  that  the  American  Medical 
Association  was  organized  in  1848.)  In  actuality, 
however,  since  medical  colleges  were  generally 
proprietary  and  depended  almost  exclusively 
upon  tuition  fees,  stringent  standards  for  select- 
ing students  frequently  gave  way,  as  Spalding 
states  in  his  book,  to  “personal,  emotional,  and 
financial  considerations.”  Thus,  while  MCG  rose 
to  sectional  eminence  in  the  years  before  the 
Civil  War  and  boasted  large  graduating  classes, 
financial  considerations  remained  paramount. 
Competition  from  newer  schools  in  Georgia  and 
Alabama,  especially  the  proliferating  “diploma 
mills,”  forced  Medical  College  officials  to  back- 
track on  some  of  their  calls  for  academic  im- 
provement. 


HISTORY  PROFESSOR  PHINIZY  SPALDING  of  the  University 
of  Georgia  is  author  of  The  History  of  the  Medical  College 
of  Georgia,  published  last  year.  A native  of  Atlanta,  he  is  a 
graduate  of  the  University  of  Georgia  and  the  University  of 
North  Carolina  at  Chapel  Hill,  where  he  earned  his  doc- 
torate in  Colonial  American  history.  A member  of  the  faculty 
in  Athens  since  1966,  Dr.  Spalding  is  author  of  Oglethorpe: 
A Brief  Biography  and  Oglethorpe  in  America,  and  numer- 
ous other  works.  For  many  years  he  also  served  as  Editor 
of  the  Georgia  Historical  Quarterly. 

But  the  worst  was  yet  to  come  after  the  Civil 
War.  Struggling  for  students  and  cutting  corners, 
the  Augusta  institution  saw  key  faculty  members 
leave  and  its  Journal  quietly  die.  Financial  hard- 
ship from  shrinking  student  pools  was  coupled 
by  state  cutbacks,  even  though  the  Medical  Col- 
lege had  officially  become  part  of  the  University 
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of  Georgia  in  1873.  Professors’  efforts  to  preserve 
income  and  perquisites  led  to  debilitating  faculty 
in-fighting.  “The  idealistic  fervor  of  the  past  was 
gone,”  notes  Spalding  sadly;  for  decades  after 
the  1870s,  “the  business  ethic,  with  its  emphasis 
on  profit  and  material  values,  was  triumphant.” 
Under  these  dubious  conditions,  prosperity  even- 
tually returned  to  MCG,  but  curricular  innovation 
and  academic  excellence  did  not.  “MCG  with- 
drew into  a protective  shell  after  the  Civil  War.” 


£ £ Eugene  Foster  [dean  of  MCG 
in  the  1890s]  realized  that  the 
Medical  College  was  falling  behind 
in  the  areas  of  American  medical 
education,  and  he  instituted  a 
number  of  reforms  which  I am 
convinced  permitted  it  to  survive 
the  strictures  that  Abraham  Flexner 

laid  on  it  in  1910 . 99 


We  asked  Professor  Spalding  which  era  of 
MCG’s  history  interested  him  most;  he  said 
it  was  the  1890s.  “I  think  that  period  was  quite 
fascinating  because  it  was  a time  of  such  change 
in  American  medicine  and  in  American  medical 
education.  Johns  Hopkins  was  just  getting  started 
and  beginning  to  have  enormous  impact  on  the 
curriculum.  The  Medical  College’s  dean  at  the 
time  was  Eugene  Foster,  who  I think  is  one  of 
the  unsung  heroes  of  MCG.  He  was  acutely  aware 
of  what  was  going  on  at  the  national  scene.  You 
see,  by  the  1890s  the  Medical  College  had  be- 
come very  inbred  [in  his  book,  Spalding  speaks 
of  professors  “who  thought  of  faculty  positions 
at  the  school  as  personal  property  to  be  handed 
down  like  heirlooms”].  Foster  understood  this 
and  knew  it  was  going  to  cause  the  College  major 
difficulties.  The  quality  of  instruction  had  dropped 
badly.  Professors  were  not  holding  clinics  the 
way  they  should  have  been,  sometimes  absenting 
themselves  simply  on  whim.  Foster  realized  that 
the  Medical  College  was  falling  behind  in  key 
areas  of  American  medical  education,  and  he 
instituted  a number  of  reforms  which  I am  con- 
vinced permitted  it  to  survive  the  strictures  that 
Abraham  Flexner  laid  on  it  in  1910.” 

The  Flexner  Report,  an  impartial,  no-holds- 
barred  analysis  of  U.S.  medical  schools, 


THE  NEWTON  BUILDING,  home  of  MCG,  1913-54,  formerly 
the  Augusta  Orphan  Asylum.  This  structure  served  as  the 
College’s  second  home  after  the  Cluskey  Building. 


struck  the  College  in  Augusta  like  a bolt  of  light- 
ning. Especially  jarring  was  its  advice  to  the  Uni- 
versity System  that  it  cut  all  ties  to  MCG:  “Snap 
the  slender  thread;  the  Medical  School  will  not 
long  survive  the  amputation.”  Flexner’s  criti- 
cisms, coupled  by  subsequent  censure  by  na- 
tional accreditors,  jolted  the  Medical  College.  The 
school’s  leaders,  its  supporters  in  the  Augusta 
community,  and  its  friends  in  the  state  legislature 
banded  together  to  bring  MCG  into  the  modern 
era.  The  curriculum  was  modernized,  equipment 
and  facilities  improved,  entrance  criteria  stiff- 
ened, national  and  local  funding  grants  obtained. 
Many  of  these  achievements  were  begun  by  the 
vigorous  dean  of  MCG  from  1910  to  1923,  William 
H.  Doughty,  Jr.  Other  leaders  such  as  George 
Lombard  Kelly  saw  that  the  Medical  College  ex- 
panded with  new  buildings  and  new  professional 
schools.  To  the  School  of  Medicine  were  added 
those  of  Graduate  Studies  (1951),  Nursing  (1956), 
Dentistry  (1966)  and  Allied  Health  (1968).  As  a 
result  of  this  remarkable  activity  — what  a change 
from  the  dark  days  at  the  turn  of  the  century!  — 
the  Medical  College  of  Georgia  today  can  boast 
of  an  8-acre  campus  with  four  dozen  buildings, 
2600  students,  4000  faculty  and  staff. 

Recent  Presidents  of  the  Medical  College  of 
Georgia  — Edgar  Pund,  Harry  O’Rear,  Wil- 
liam H.  Moretz  — are  credited  with  much  of  this 
achievement,  and  in  his  history  Dr.  Spalding 
makes  sure  he  recognizes  as  many  modern-day 
contributors  as  he  can.  Invariably,  though,  the 
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writer  of  a modern  institutional  history  hurts  feel- 
ings or  raises  hackles  at  unintended  or  perceived 
errors.  “You  can’t  do  this  kind  of  history  and  not 
be  controversial,”  the  author  told  us,  “if  the  his- 
tory of  the  institution  is  brought  up  even  close 
to  the  present.  You  are  going  to  get  involved  in 
emphases  that  obviously  are  going  to  reflect  the 
things  that  people  who  lived  through  the  events 
know,  or  think  they  know.  They  will  consider 
some  issues  more  important  than  the  ones  that 
I,  for  example,  might  have  included  in  my  history 
of  MCG.”  Spalding  notes,  as  an  aside,  that  he 
usually  doesn’t  have  these  kinds  of  problems  in 
his  favorite  field  of  historical  research,  the  age 
of  James  Oglethorpe  — who  died  over  200  years 
ago. 

The  author’s  final  draft  had  to  be  approved  by 
two  reading  committees,  one  composed  of  MCG 


DR.  MILTON  ANTONY  of  Augusta,  founder  of  the  Medical 
College  of  Georgia.  In  his  recently  published  history  of  MCG, 
Prof.  Spalding  terms  Antony  “a  remarkable  and  able  man” 
whose  “personal  determination  and  strength  of  will”  brought 
about  the  establishment  of  the  Medical  College.  Dr.  Antony 
died  during  the  Augusta  yellow  fever  epidemic  of  1839  at 
the  age  of  50. 


MEDICAL  COLLEGE  OF  GEORGIA 


>r»wn  by  R HinahfiwwwJ  from  a »k**rh  b>  T Atkbmm  Hit  hart)  it 


Grahams  Magazine  J844 


FEBRUARY  1988,  Vol.  77 


101 


THE  ORIGINAL  MEDICAL  COLLEGE  OF  GEORGIA,  completed  in  1837.  The 
Cluskey  building,  so  named  for  principal  builder  Charles  Cluskey,  sewed 
the  college  until  1913.  The  structure,  considered  one  of  the  state’s  finest 
examples  of  Greek  Revival  architecture,  is  the  focus  of  an  enthusiastic 
fundraising  campaign  now  underway  by  the  Medical  College  of  Georgia 
Foundation.  (See  Dr.  William  C.  Collins  ’ editorial,  page  84.) 


administrators  and  staff,  and  one  of  alumni.  “At 
the  time  I signed  the  contract,”  Spalding  recalls, 
“I  didn’t  think  that  this  would  be  a problem.  But 
the  criticisms  1 got  back  from  one  of  the  com- 
mittees, in  relation  particularly  to  my  treatment 
of  the  history  of  MCG  following  1950,  were  ex- 
tensive. It  took  a number  of  years  for  the  com- 
mittee to  come  to  the  conclusion  ultimately  that 
this  book  was  going  to  be  published,  and  that  it 
would  be  a good  one.  I think  the  committee  made 
some  exceedingly  valid  and  useful  points,  which 
1 generally  accepted  — I’d  like  to  think  with 
equanimity.  The  book  is  better  for  these  stric- 
tures. But  I also  say  that  it’s  probably  going  to 
be  a long  time  before  I agree  to  write  another 
institutional  history  — at  least  under  the  condi- 
tions I agreed  to  back  in  1978.” 

We  asked  Professor  Spalding  about  the  origi- 
nal College  building,  which  served  MCG  until 
1912. 

ffT^he  Cluskey  building  [named  for  architect 
1 Charles  Cluskey],  the  old  Medical  Col- 
lege, is  one  of  the  finest  examples  of  Greek  Re- 
vival architecture  in  the  South.  Now,  it’s  in  danger 


from  neglect.  I think  it  is  so  much  a part  of  the 
history  of  Augusta  and  the  history  of  MCG,  too, 
that  I would  hope  that  there  would  never  be  a 
question  of  its  being  destroyed. 

“Should  I add  a plug?  There  is  a strong  push 
now  by  the  Medical  College  of  Georgia  Foun- 
dation to  raise  money  for  the  restoration  of  this 
building.  More  than  $600,000  has  already  been 
pledged,  but  the  Foundation  needs  almost  a mil- 
lion more  to  do  a jam-up  job.  I’m  convinced  the 
loyal  MCG  alumni  will  be  equal  to  the  challenge. 
The  building  deserves  no  less.  It  is  part  and  par- 
cel of  Augusta’s  and  the  Medical  College’s  his- 
tory. It  is  really  one  of  the  finest,  earliest  massive 
temple-style  Greek  Revival  buildings  in  the  state, 
along  with  the  University  chapel  here  in  Athens. 
I hope  that  the  Cluskey  building  holds  a future 
with  lots  of  good  things  in  store.” 

Before  leaving,  we  asked  Dr.  Spalding  to  com- 
ment on  a line  he  wrote  in  the  Preface  of 
his  book:  “If  this  volume  can,  through  its  insights 
and  historical  perspectives,  help  outline  in  some 
significant  way  the  identity  of  the  remarkable  and 
resilient  school  known  affectionately  as  MCG, 
then  it  will  have  served  its  purpose.”  He  reem- 
phasized it  heartily: 

“I’m  sure  that  this  is  one  of  the  reasons  that 
the  book  was  commissioned  in  the  first  place.  I 
think  through  the  years  that  the  College,  with  its 
crises  and  triumphs,  has  had  to  ask  itself  several 
questions.  What  is  the  school’s  function?  What 
is  its  role,  not  just  in  Georgia  but  regionally?  Is 
there  a role  for  it  regionally?  Or  nationally?  what 
have  been  MCG’s  contributions?  And  what  have 
been  the  mistakes  made  in  the  past?  All  these 
questions  still  relate  to  the  institution,  and  I think 
as  one  reads  this  volume  with  these  questions 
in  mind,  that  some  of  the  answers  may  be  found 
in  the  book.  I’m  not  saying  that  they  will  be  found 
explicitly,  because  of  course  when  you’re  writing 
history  you  don’t  like  to  preach  or  be  didactic  if 
you  can  help  it.  But  many  of  the  issues  that  face 
the  Medical  College  of  Georgia  can  be  looked  at 
and  implicitly  understood  by  reading  an  objective 
treatment  of  MCG.  I think  this  may  be  the  con- 
tribution that  this  book  makes  to  medical  history 
in  the  state.” 

Editor’s  note:  The  History  of  the  Medical  Col- 
lege of  Georgia,  by  Phinizy  Spalding,  may  be 
ordered  directly  from  the  University  of  Georgia 
Press,  Athens  30602;  or  from  the  Medical  College 
of  Georgia  Alumni  House,  Augusta  30912.  The 
price  is  $35.  ■ 
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Elcomp;..the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
—to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.R  today— you’ll  never 
feel  better. 

i w Data  General 

EL30TV  systems,  ha. 

(BOO)  441-8386  In  Georgia  (404)  565-3407 
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Confederate  Medical  Manuals  of 

the  Civil  Wfor 


Editor’s  Note:  Journal  readers  may 
recall  our  feature  article  in  Janu- 
ary, 1986,  on  the  administration 
of  Confederate  hospitals.  Because 
of  favorable  responses  to  it,  we 
were  pleased  to  accept  the  follow- 
ing article  by  Dr.  “Pete" Riley,  au- 
thority on  Civil  War  medicine  and 
especially  on  Joseph  Jones,  M.D., 
Confederate  surgeon  and  Au- 
gusta, Georgia,  physician.  Read- 
ers will  note  that  one  of  the  med- 
ical manuals  referred  to  in  this 
article  was  written  by  Dr.  Henry  F. 
Campbell  of  Augusta,  President  of 
the  MAG  1971-72. 


The  outbreak  of  the  Civil  War 
found  both  the  North  and  the 
South  totally  unprepared  in  med- 
ical as  well  as  military  resources. 
The  United  States  Medical  De- 
partment was  a fossilized  organi- 
zation headed  by  Surgeon  General 
Thomas  Lawson,  who  was  over  80 
years  of  age  and  a veteran  of  the 
War  of  1812.  The  Department  had 
less  than  100  medical  officers,  a 
handful  of  clinical  thermometers, 
a gross  or  two  of  surgical  kits,  an 
inadequate  transportation  system, 
and  no  hospitals  worthy  of  the 
name.  At  the  outset  of  the  war,  this 
Department  was  expected  to  care 


Harris  D.  Riley,  Jr.,  M.D. 


for  an  army  of  1 6,000  soldiers.  The 
Union  Medical  Department  ex- 
isted more  in  name  than  in  fact. 

The  Confederate  medical  situ- 
ation was  even  more  desperate  — 
a medical  department  had  to  be 
built  from  scratch.  This  had  to  be 
done  in  the  face  of  an  ever-dwin- 
dling supply  of  food,  drugs,  am- 
bulances, and  other  equipment. 
The  outlook  faced  by  Dr.  Samuel 
Preston  Moore,  the  newly  ap- 
pointed Surgeon  General  of  the 
Confederate  States  Army,  was  in- 
deed a bleak  one.  In  addition  to 
lack  of  staff  of  medical  officers  and 
other  personnel,  the  South  had  es- 
sentially no  chemical  manufac- 
turing establishments  or  labora- 
tories; the  difficulty  of  importing 
drugs  and  medical  supplies  was 
bound  to  become  very  great 
should  the  blockade  already  pro- 
claimed by  the  North  on  April  19, 
1861,  be  successful;  and  the  mil- 
itary resources  of  the  South  were 
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of  Pediatrics,  Children’s  Memorial  Hospi- 
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small  compared  to  those  of  the 
North.  Surgeon  General  Moore  un- 
dertook several  important  steps  to 
increase  and  improve  the  Confed- 
erate Medical  Department.  In 
addition  to  the  recruitment  of 
medical  officers  and  staff  and  im- 
provement of  the  headquarters  in 
Richmond,  examinations  were 
prescribed  to  weed  out  incom- 
petent personnel,  and  the  com- 
petent were  assigned  to  key  po- 
sitions. A reporting  system  to 
inform  the  Surgeon  General’s  of- 
fice of  all  pertinent  medical  facts 
and  problems  was  instituted. 

One  of  the  most  important 
steps  he  took  to  improve  the 
situation  was  the  authorization  for 
publication  of  military  medical 
manuals.  Ultimately,  3,400  physi- 
cians served  in  the  Confederate 
medical  service.  Of  this  number, 
only  26  had  previous  military  ex- 
perience. As  there  had  been  no 
demand  for  works  on  military  sur- 
gery during  the  preceding  half 
century,  no  new  American  texts 
had  been  published.  Because  of 
lack  of  interest,  the  quality  of  mil- 
itary medicine  had  actually  de- 
teriorated. This  emergency  defi- 
ciency in  military  medical 
textbooks  was  met  in  part  by  bor- 
rowing from  the  experience  of  Eu- 
ropean military  surgeons  who  had 
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lately  been  engaged  in  warfare  on 
the  continent.  This  was  done  by 
both  North  and  South.  The  Con- 
federate effort,  as  previously  men- 
tioined,  was  greatly  handicapped 
by  an  early  and  efficient  blockade 
which  prevented  the  entrance  of 
an  adequate  number  of  medical 
texts  as  well  as  other  medical  sup- 
plies throughout  the  entire  war.  in 
fact,  the  blockade  made  Northern, 
British,  and  foreign  books,  medi- 
cal journals,  and  technical  works 
almost  unobtainable. 

Apparently  the  most  widely  used 
text  on  military  surgery  before  the 
Civil  War  in  this  country  was 
G.  H.  B.  MacLeod’s  Notes  on  the 
Surgery  of  the  War  in  the  Crimea 
(1858) . It  was  believed  that  the  ex- 
perience in  the  Crimean  War 
would  be  most  helpful.  A few  cop- 
ies of  this  treatise  found  their  way 
through  the  blockade  and  served 
as  the  basis  for  several  books 
which  were  later  published  in  the 
South. 

In  the  latter  part  of  1 86 1 , a Man- 
ual of  Military  Surgery,  For  the  Use 
of  Surgeons  in  the  Confederate 
States  Army  was  prepared  by  J.  Ju- 
lian Chisolm,  M.D.,  Professor  of 
Surgery  in  the  Medical  College  of 
South  Carolina.  The  author  fortu- 
nately drew  from  his  own  experi- 


Probably  the  most 
ambitious  scientific 
work  published  in  the 
South  during  the  Civil 
War  was  a 600-page 
book  of  medical 
botany  written  by  Dr . 
Francis  Peyre  Porcher 
of  Charleston , South 
Carolina,  by  order  of 
the  Surgeon-General . 
Almost  every  page 
corroborates  the 
efficiency  of  the 
Northern  blockade, 
for  it  is  chiefly 
concerned  with 
substitutes  for 
unobtainable  medical 
necessities . 


ence,  for  2 years  before  he  had 
treated  the  wounded  in  Milan  dur- 
ing the  Italian  War  for  Independ- 
ence. This  authoritative  text  was 
published  by  West  and  Johnston 
of  Richmond  (and  was  printed  by 
Evans  and  Cogswell  of  Charles- 
ton). In  the  preface  the  author 
states:  “In  putting  forth  the  Man- 
ual of  Military  Surgery  for  the  use 
of  surgeons  in  the  Confederate 


service,  I have  been  led  by  the  de- 
sire to  mitigate,  if  possible,  the 
horrors  of  war,  as  seen  in  its  most 
frightful  phase  in  military  hospi- 
tals. As  our  entire  army  is  made 
up  of  volunteers  from  every  walk 
of  life,  so  we  find  the  surgical  staff 
of  the  army  composed  of  physi- 
cians without  surgical  experi- 
ence. ...  As  our  country  had  been 
enjoying  an  uninterrupted  state  of 
peace,  the  collecting  of  large  bod- 
ies of  men,  and  retaining  them  in 
health,  or  the  hygiene  of  the  arm- 
ies, had  been  a study  without  an 
object,  and,  therefore,  without  in- 
terest. When  the  war  suddenly 
broke  upon  us,  followed  imme- 
diately by  the  blockading  of  our 
ports,  all  communication  was  cut 
off  with  Europe,  which  was  the  ex- 
pected source  of  our  surgical  in- 
formation. ...  No  work  on  mili- 
tary surgery  could  be  purchased 
in  the  Confederate  States.  As  mil- 
itary surgery,  which  is  one  of  ex- 
pediency, differs  so  much  from 
civil  practice,  the  want  of  proper 
information  has  already  made  it- 
self seriously  felt.”  The  Manual 
was  reprinted  in  at  least  three  edi- 
tions. Considerable  space  was 
given  to  general  health,  hygiene, 
and  food  in  addition  to  surgical 
methods.  The  title  of  the  first 
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chapter  is  of  interest:  "Suscepti- 
bilities of  Soldiers  — Material  of 
Armies  — Recruits  — Conscripts 

— Clothing  — Cleanliness  — Food 

— Marching  — Encampments  — 
Amusements,  Etc.”  The  third  edi- 
tion contains  26  plates  most  of 
which  illustrated  the  technique  of 
surgical  procedures  such  as  am- 
putations. However,  it  dealt  very 
little  with  non-surgical  diseases. 

Another  1861  publication  pre- 
pared at  the  direction  of  the  Sur- 
geon General  was  Direction  for 
Cooking  by  Troops  in  Camp  and 
Hospital.  Prepared  for  the  Army  of 
Virginia,  and  Published  by  Order 
of  the  Surgeon-General,  (with  es- 
says on  “Taking  Food" and  “What 
Food"  by  Florence  Nightingale). 
Richmond,  Va.,  J.  S.  Randolph, 
1861  (35  pp). 

In  1862,  a Southern  edition  of  A 
Manual  of  Military  Surgery  or 
Hints  on  the  Emergency  of  Field, 
Camp,  and  Hospital  by  Samuel  D. 
Gross  was  published  by  J.  D.  Ran- 
dolph of  Richmond.  Dr.  Gross  was 
Professor  of  Surgery  at  the  Jeffer- 
son Medical  College  of  Philadel- 
phia and  his  book  was  written  pri- 
marily for  Northern  audiences. 
While  the  author  is  credited  on  the 
title  page  with  this  work,  there  is 
no  record  of  royalties  having  been 
received  from  his  Southern  pub- 
lishers. 

Two  editions  of  MacLeod’s 
Notes  on  the  Surgery  of  the  War 
in  the  Crimea  appeared  in  1862. 
A Northern  edition  was  published 
by  Lippincott  in  Philadelphia,  and 
a shorter  abridged  version  was  ed- 
ited by  Alexander  N.  Talley  of 
Richmond,  surgeon  in  the  Provi- 
sional Army  of  the  Confederate 
States,  and  president  of  the  Army 
Medical  Board.  Dr.  Talley  made 
an  appeal  to  retired  South  Caro- 
lina physicians  (and  likely  to  those 
in  other  states)  to  give  or  sell  their 
instruments  to  the  Army,  noting 
that  several  regiments  in  the  field 


The  year  1863  saw 
several  important 
publications  make 
their  appearances, 
including  A Manual  of 
Military  Surgery 
Prepared  for  Use  of 
the  Confederate  States 
Army,  written  largely 
by  Dr.  Henry  Fraser 
Campbell,  an  eminent 
Georgia  physician,  a 
correspondent  of  the 
Academy  of  Natural 
Sciences,  a member  of 
the  faculty  of  the 
Medical  College  of 
Georgia,  and  one-time 
president  of  the  MAG. 
His  procedure  for  the 
reduction  of 
inflammation  in  cases 
of  “every  arterial 
lesion  liable  to  result 
from  gunshot  wounds 99 
is  included  in  this 
manual. 


were  not  provided  with  these  ne- 
cessities. During  this  year,  Ritchie 
and  Dunnavant  of  Richmond 
printed  an  official  58-page  manual 
containing  the  Regulations  for  the 
Medical  Department  of  the  Con- 
federate States  Army.  This  fol- 
lowed closely  the  form  of  the  old 
United  States  Army  regulations;  the 
chief  difference  lay  in  the  substi- 
tution of  the  words  Confederate 
States  wherever  the  term  United 
States  appeared  in  the  original. 
The  year  1862  also  saw  the  pub- 
lication of  the  official  Manual  of 


Military  Surgery  Prepared  for  the 
Use  of  the  Confederate  States 
Army,  by  Order  of  the  Surgeon- 
General.  This  illustrated  text  was 
printed  on  the  steam  presses  of 
Ayers  and  Wade  of  Richmond,  and 
was  based  in  part  on  the  experi- 
ences of  European  surgeons 
gained  in  the  first  half  of  the  Nine- 
teenth Century  and  included  the 
Napoleonic  and  Crimean  Wars. 
Two  editions  appeared. 

In  1 863,  An  Epitome  of  Practical 
Surgery  for  Field  and  Hospital  was 
published.  It  came  from  the  ver- 
satile pen  of  Edward  Warren,  M.D., 
Surgeon-General  of  the  State  of 
North  Carolina  and  a former  pro- 
fessor in  the  University  of  Mary- 
land. This  400-page  text  was  pub- 
lished by  West  and  Johnston  and 
printed  by  Strother  and  Marcom  of 
Raleigh,  North  Carolina.  After  the 
war,  Warren  became  Surgeon-in- 
Chief  in  the  Army  of  the  Khedive 
of  Egypt  and  the  recipient  of  the 
French  Legion  of  Honor,  a Knight- 
hood in  the  Order  of  Isabella  the 
Catholic,  and  a Commandership 
of  the  Order  of  Osmanien.  In  the 
preface,  Dr.  Warren  states  that  “so 
far  as  the  typographical  execution 
of  this  book  is  concerned,  I must 
urge  in  extenuation  of  its  imper- 
fections that  the  best  printers  are 
in  the  service,  and  that  those  who 
remain  behind  are  too  young  and 
inexperienced  to  do  proper  jus- 
tice to  any  author.  For  this  reason 
many  errors  will  be  found  in  this 
edition  which  shall  be  corrected 
in  a subsequent  one.”  As  Dr.  Harry 
Warthen  of  Richmond  pointed  out, 
Dr.  Warren’s  misgivings  were  not 
without  foundation  for  all  of  the 
copies  that  have  been  examined 
are  designated  as  “Frist  (sic)  Edi- 
tions” on  the  title  page.  Warren 
was  responsible  for  several  inno- 
vations to  the  Southern  war  effort 
including  the  establishment  of  a 
facility  for  manufacture  of  artifi- 
cial limbs.  Later,  Warren  pub- 
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lished  his  memoirs  under  the  title 
of  A Doctor’s  Experience  in  Three 
Continents,  a vivid  picture  of  an 
imaginative  and  energetic  medi- 
cal adventurer. 

The  year  1 863  saw  several  other 
important  publications  also  make 
their  appearances.  A Manual  of 
Military  Surgery  Prepared  for  Use 
of  the  Confederate  States  Army. 
Richmond:  Ayres  and  Wade,  1863 
(297  pp),  was  an  important  addi- 
tion. It  was  largely  the  work  of  Dr. 
Henry  Fraser  Campbell,  who  was 
an  eminent  Georgia  physician,  a 
correspondent  of  the  Academy  of 
Natural  Sciences,  a member  of  the 
faculty  of  the  Medical  College  of 
Georgia,  and  one-time  president 
of  the  Medical  Association  of 
Georgia.  His  procedure  for  the  re- 
duction of  inflammation  in  cases 
of  “every  arterial  lesion  liable  to 
result  from  gunshot  wounds”  is 
included  in  this  manual.  The 
monograph  also  gives  accurate 
directions  “by  which  military  sur- 
geons in  the  field  or  hospital  may 
be  guided  in  cutting  down  upon 
and  ligating  every  accessible  ar- 
tery.” It  also  gave  excellent  de- 
scriptions of  certain  other  princi- 
ples important  at  the  time.  Another 
1863  imprint  was  Regulations  of 
the  Medical  Department  of  the 
Confederate  States  Army.  Rich- 
mond: Ritchie  and  Dunnavant, 
Printers,  1863  (76  pp).  It  provided 
detailed  regulations  for  medical 
officers  and  regimental  stewards 
as  well  as  information  on  com- 
pensation, medical  qualifications 
of  officers,  forms,  menus,  cooking 
directions,  and  supply  table  for 
hospitals. 

Also  in  1863,  probably  the  most 
ambitious  scientific  work 
published  in  the  South  during  the 
Civil  War  appeared.  This  was  en- 
titled Resources  of  the  Southern 
Fields  and  Forests.  Medical,  Eco- 
nomical and  Agricultural,  Being 
Also  a Medical  Botany  of  the  Con- 
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federate  States,  with  Practical  In- 
formation on  the  Useful  Proper- 
ties of  the  Trees,  Plants,  and 
Shrubs.  It  was  printed  by  Evans 
and  Cogswell  of  Charleston.  This 
600-page  book  of  medical  botany 
was  prepared  by  order  of  the  Sur- 
geon-General and  the  author,  Dr. 
Francis  Peyre  Porcher  of  Charles- 
ton, South  Carolina,  was  relieved 
from  duty  with  the  Army  during 
the  2 years  required  for  its  prep- 
aration. Porcher  had  graduated 
from  the  South  Carolina  College 
in  1844  and  took  his  medical  de- 
grees from  the  Medical  College  of 
South  Carolina  in  1847.  His  inter- 
ests in  botany  emerged  early  in  his 
career  as  his  medical  school  the- 
sis was  entitled,  “A  Medico-Botan- 
ical Catalogue  of  the  Plants  and 
Ferns  of  St.  John’s,  Berkley,  South 


Carolina.”  After  spending  2 years 
in  France  and  Italy,  Porcher  re- 
turned to  Charleston  and  assisted 
in  establishing  the  Charleston 
Preparatory  Medical  School.  He 
was  subsequently  elected  Profes- 
sor of  Materia  Medica  in  Thera- 
peutics at  the  Medical  College  of 
South  Carolina.  His  publications 
included  contributions  on  yellow 
fever,  diseases  of  the  heart,  the 
medical  and  edible  properties  of 
the  cryptogamic  plants,  remittant 
fevers,  and  reports  of  69  cases  of 
paracentesis  in  patients  with 
pleural  effusion.  His  prize-win- 
ning essay,  “Illustrations  of  Dis- 
ease with  the  Microscope:  Clini- 
cal Investigations,”  contained 
more  than  500  original  drawings. 
At  the  outbreak  of  the  Civil  War, 
Porcher  joined  the  Confederate 
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States  Army.  Almost  every  page 
corroborates  the  efficiency  of  the 
Northern  blockade,  for  it  is  chiefly 
concerned  with  substitutes  for 
unobtainable  medical  necessi- 
ties. Some  of  Porcher’s  sugges- 
tions are  of  interest:  mulberry  root 
could  replace  alum;  blood  root 
and  wild  cherry  for  digitalis;  cot- 
ton root  for  ergot;  wild  jalap  for 
ipecac;  dandelion  for  calomel; 
hops  and  motherwort  for  lau- 
danum; as  diuretics,  blackberry 
and  dogwood  leaves;  knotgrass  for 

Papers  in  the 
Confederate  States 
Medical  and  Surgical 
Journal  reflect  a 
current , basically 
Hunterian  (after  John 
Hunter , a famous 
Scots  anatomist)  view 
of  inflammation  as 
both  a defensive  and 
reparative  process 
whereby  “fibrosis 
precedes 

revascularization  but, 
if  fibrosis  fails  to 
occur,  suppuration 
occurs  by  separation 

of  pus  cells  from  the 

blood/9 

diarrhea;  olive  oil  could  be  re- 
placed by  peanut  or  cottonseed 
oil;  belladonna  by  Jamestown  (or 
Jimson)  weed;  and  colchicum  by 
Indian  poke.  As  the  war  went  on, 
additional  substitutes  were  de- 
vised. Six  substitutes  are  given  for 
opium.  These  include  orange-root, 
yellow  thistle,  horse-chestnuts, 
hops,  and  steeplebush.  No  less 


than  16  substitutes  are  listed  for 
coffee,  which  currently  sold  for 
$2.00  a cup.  Potato,  asparagus, 
acorn,  corn,  sugar  cane,  rice,  and 
wheat  coffee  are  all  recom- 
mended. Dr.  Porcher  quotes  Mr. 
Orr  of  Mississippi  as  stating,  “I  find 
from  experiments  I have  made  that 
the  seed  of  the  sugar  cane  parched 
and  ground  as  coffee,  prepared  in 
the  usual  way,  but  being  boiled  a 
little  longer,  makes  an  excellent 
substitute  for  coffee,  and  my  own 
impression  is  that  if  it  was  brought 
into  general  use  thousands  would 
adopt  its  use  instead  of  coffee, 
even  if  coffee  should  again  be  of- 
fered at  its  former  low  prices,  from 
the  fact  that  all  could  grow  and 
cultivate  it  with  so  little  labor  and 
from  its  approaching  so  near  the 
best  Java.”  Later  in  the  year  a small 
booklet  on  medical  botany  was 
published:  Standard  Supply  Table 
of  the  Indigeneous  Remedies  for 
Field  Service  and  the  Sick  in  Gen- 
eral Hospitals.  Richmond:  1863  (4 
leaves) . 

In  January,  1864,  the  first  issue 
of  the  Confederate  States  Med- 
ical and  Surgical  Journal  ap- 
peared. This  Journal,  published  by 
Ayres  and  Wade  of  Richmond  with 
the  approval  and  under  the  su- 
pervision of  the  Surgeon-General, 
was  the  official  organ  of  the  As- 
sociation of  the  Army  and  Navy 
Surgeons  which  had  been  estab- 
lished in  1863.  Fourteen  copies  of 
this  journal  were  published,  and 
the  last  issue  appeared  in  Febru- 
ary, 1865,  just  6 weeks  before  the 
surrender  at  Appomattox.  It  was 
ably  edited  by  Dr.  James  Brown 
McCaw  of  the  Chimborazo  Hos- 
pital in  Richmond.  It  contained 
editorials,  articles  by  Confederate 
medical  officers  on  their  medical 
and  surgical  experiences,  and  re- 
views of  articles  in  foreign  jour- 
nals. Despite  the  enormous  obsta- 
cles to  publication,  its  edition 
reported  in  May,  1864,  that  the 


Journal  had  “attained  a larger  cir- 
culation than  was  ever  reached 
before  by  a Southern  medical  pe- 
riodical and  promises  ...  to  sur- 
pass the  most  sanguine  expecta- 
tions of  its  friends.”  The  Journal 
devotes  substantial  attention  to 
drug  substitutes  indigenous  to  the 
Confederacy.  Papers  in  the  Jour- 
nal reflect  a current,  basically 
Hunterian  [after  John  Hunter,  a fa- 
mous Scots  anatomist]  view  of  in- 
flammation as  both  a defensive 
and  reparative  process  whereby 
“fibrosis  precedes  revasculariza- 
tion [the  development  of  blood 
vessels  in  tissue]  but,  if  fibrosis 
fails  to  occur,  suppuration  [the 
formation  of  pus]  occurs  by  sep- 
aration of  pus  cells  from  the 
blood.”  This  view  regards  post- 
operative infection  with  purulent 
drainage  as  an  anticipated  stage 
in,  not  a complication  of,  wound 
healing.  That  the  Journal  was  able 
to  continue  publication  as  long  as 
it  did  is  most  miraculous  in  view 
of  the  conditions  in  the  war-time 
South  at  that  time  (1864-65).  Vir- 
tually every  resource  of  the  South- 
ern states  had  been  utilized  in 
support  of  the  military  effort  of  the 
Confederacy.  Few  copies  of  the 
Journal  survived.  In  1976,  the 
Journal  was  reprinted  and  is  ac- 
companied by  an  excellent  intro- 
duction by  Wm.  D.  Sharpe,  M.D. 
The  reprint  is  a valuable  addition 
to  Civil  War  literature. 

The  Medical  Department  of  the 
Confederate  States  Army  was 
developed  from  scratch  and  func- 
tioned in  the  face  of  tremendous 
odds.  It  had  the  awesome  respon- 
sibility of  caring  for  more  than 
three  million  cases  of  disease  and 
wounds  in  an  invaded  and  block- 
aded country.  It  experienced  both 
successes  and  failures.  The  var- 
ious publications  described  were 
of  great  benefit  to  the  physicians 
of  the  Medical  Department  in  car- 
rying out  their  medical  missions. 
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An  outline  of  Georgia’s  newest 
physical  rehabilitation  center 


I.  Palmyra  Regional  Rehabilitation  Center 

A.  Comprehensive  rehabilitation 

1 . Major  physical  and/or  cognitive  disabilities 

2.  Inpatient  and  outpatient  services 

B.  Acute  care  hospital  setting 

1 . Modern  48-bed  facility 

2.  Located  adjacent  to  HCA  Palmyra  Medical  Centers 

C.  Southwest  Georgia’s  only  inpatient  rehabilitation  facility 

II.  Diagnoses  treated 

A.  Stroke  and  neurological  diseases 

B.  Spinal  cord  injury 

C.  Head  injury 

D.  Arthritis 

E.  Pediatric  neuromuscular  diseases 

F.  Amputee 

G.  Burns 

III.  Services  available 

A.  Rehabilitative  nursing 

B.  Rehabilitiative  therapy 

1 . Physical  therapy 

2.  Occupational  therapy 

3.  Speech  and  language  pathology 

4.  Therapeutic  recreation 

C.  Psychology 

D.  Social  work 

E.  Vocational  counseling 

F.  Prosthetics  and  orthotics 

IV.  Special  procedures 

A.  Nerve  conduction  studies 

B.  Electromyography 

C.  Evoked  potentials 

V.  Medical  Director 

A.  Board  certified  physiatrist 

B.  Oversees  medical  and  physical  rehabilitation  of  all  patients 

C.  On  campus  office 

VI.  Multidisciplinary  team  approach 

A.  Individualized  treatment  plans 

B.  Weekly  team  conferences 

C.  Outside  consults  as  needed 

Pursuing  Learning 


A 


J PalmyraRegional 
jpjtehabij 


rilitaf  ion  Center 


2000  Palmyra  Road 
Albany,  GA  31703-1908 

For  information,  call  toll  free  in  Georgia: 

1-800-422-1189 

In  the  Albany  area  or  outside  Georgia  call: 

(912)  434-8660 

Achieving 
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Georgia  Health  Network  in 

Perspective: 

1985  to  1988  and  Beyond 


S.  William  Clark,  Jr.,  M.D. 


After  careful  analysis  of  the 
group  health  insurance 
market,  the  capital  position  of  the 
HMO,  and  much  soul  searching, 
the  Board  of  Directors  of  the  HMO 
voted  to  non-renew  all  existing  in- 
surance accounts  as  of  December 
31,  1987.  As  discussed  later,  this 
does  not  mean  that  the  HMO  is 
out  of  business,  and  of  course  the 
IPA  continues  in  its  representa- 
tion of  the  membership. 

The  Board’s  decision  was  a dif- 
ficult one  to  make,  but  was  vir- 
tually dictated  by  the  widespread 
underpricing  in  today’s  health  in- 
surance market.  In  vying  for  po- 
sition in  the  Georgia  marketplace 
over  the  past  1 8 months,  the  major 
insurance  players  have  set  their 
premiums  at  unrealistically  low 
levels;  virtually  none  of  the  insur- 
ance companies  operating  in 
Georgia,  whether  HMO  or  tradi- 
tional indemnity  plans,  is  profit- 
able. 

The  Board  believes  that  group 
health  insurance  premiums 
will  rise  dramatically  in  the  very 
near  future  and  that  the  market  will 
become  even  more  unstable  than 
it  is  now.  We  are  already  seeing 
premium  increases  in  the  30% 
range  for  traditional  carriers,  and 
several  sizable  insurance  com- 


panies have  simply  left  the  mar- 
ketplace. Because  an  HMO  is  al- 
most invariably  offered  as  an 
alternative  to  traditional,  indem- 
nity coverage,  HMO  premium-set- 
ting is  a very  delicate  proposition, 
especially  for  a small  company.  If 
the  premium  is  set  too  low,  it  at- 
tracts large  numbers  of  patients, 
but  is  inadequate  to  cover  medi- 
cal costs;  if  it  is  set  too  high,  above 
the  indemnity  rate,  it  attracts  pa- 
tients who  are  sick  or  who  oth- 
erwise expect  to  utilize  services 
— the  phenomenon  known  as 
“adverse  selection.” 

In  these  circumstances,  the 
most  prudent  course  for  a thinly 
capitalized  company  such  as  ours 
is  to  minimize  our  exposure,  pro- 
tect our  capital  position,  and  re- 
enter the  market  at  a more  favor- 
able time.  As  mentioned,  this  does 
not  mean  that  the  HMO  is  out  of 
business.  The  insurance  company 
is  quite  solvent  — and  our  deci- 
sion is  intended  to  assure  that  we 
stay  that  way  — and  we  will  retain 
our  insurance  charter  and  license. 
In  the  meantime,  the  company 
continues  to  be  courted  by  poten- 
tial joint  venture  partners,  and  we 


Dr.  Clark  is  president  of  the  Georgia  Health  Net- 
work. 


are  not  adverse  to  entering  into 
such  a relationship  if  it  can  be 
structured  on  terms  that  are  fa- 
vorable to  our  physician  mem- 
bers. 

On  the  other  side  of  the  equa- 
tion, the  factors  that  are 
negative  for  the  insurance  indus- 
try underscore  the  positive  need 
for  GHN  in  its  primary  role  as  IPA. 
As  premiums  rise,  there  will  un- 
doubtedly be  new  attempts  to 
“control  costs”  in  ways  that  ad- 
versely affect  patient  care  or  that 
cast  greater  economic  risks  upon 
individual  physicians.  Insurers  of 
all  kinds  (traditional,  “managed,” 
and  self-insured  employers)  will 
attempt  to  impose  a host  of  old 
and  new  kinds  of  controls  on  phy- 
sicians, including  capitation,  dis- 
counts, and  the  accelerated  de- 
velopment of  PPOs  or  other 
entities  based  on  a select  “panel” 
of  physicians. 

Our  expectations  for  Georgia’s 
medical  marketplace  in  1988  un- 
derscore the  compelling  need  for 
Georgia  physicians  to  be  repre- 
sented economically,  and  for  GHN 
as  the  vehicle  through  which  to 
exercise  their  influence.  The  pri- 
mary mission  of  GHN  is  to  nego- 
tiate on  behalf  of  members  to  as- 
sure that  third  party  plans  are 
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“doctor  friendly,”  to  the  extent  that 
is  possible  in  today’s  environ- 
ment. 

From  an  historical  perspective, 
GHN  has  already  produced  many 
of  the  positive  results  that  were 
predicted  in  1985  as  it  moves  for- 
ward to  establish  a role  for  orga- 
nized medicine  in  medical  eco- 
nomics. As  a result  of  the 
organizational  efforts  of  GHN:  a) 
Georgia  physicians’  understand- 
ing and  level  of  consciousness 
have  been  raised  about  many  of 
the  technical  aspects  of  managed 
care;  b)  Georgia  physicians  indi- 
vidually are  better  equipped  to 
critically  evaluate  managed  care 
agreements;  and  c)  Georgia  phy- 
sicians are  legally  able  to  speak 
with  a single  voice  on  matters  of 
common  concern.  Stated  differ- 
ently, GHN  is  having  a fundamen- 
tal and  beneficial  impact  on  the 
medical/economic  environment  in 
Georgia. 

During  1986-87  in  Georgia,  we 
saw: 

• The  federal  government  — 
through  CHAMPUS  — dealing 
directly  with  a state  physicians’ 
organization  (GHN),  and  with 
the  national  consortium  of  phy- 
sician groups  that  spun-off  from 
Georgia’s  program  (the  Alliance 
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of  State  Physician  Networks). 
The  CHAMPUS  Reform  Program 
seems  to  be  dormant  for  the 
moment,  but  it  will  unquestion- 
ably be  renewed  in  the  future. 

• Since  GHN  published  its  “Prin- 
ciples of  Contracting,”  managed 
care  programs  have  faced  an  in- 
creasingly knowledgeable  and 
independent  group  of  physician 
prospects.  When  some  man- 
aged care  programs  unilaterally 
moved  to  individual  physician 
capitation  systems  they  saw 
large  numbers  of  individual 
doctors  choose  to  discontinue 
their  participation. 

• Without  a doubt,  the  presence 
of  GHN  in  the  marketplace  has 
brought  about  change  in  the  way 
“managed  care”  is  managed,  al- 
though it  is  difficult  to  precisely 
quantify  those  influences. 

As  to  the  future,  we  already 
know  what  to  expect  in  the 
private  sector,  in  terms  of  pre- 
mium increases  and  “cost  con- 
trols.” In  addition,  Medicare  has 
already  committed  itself  publicly 
to  the  development  of  physician 
PPO’s,  and  CHAMPUS  will  un- 
questionably pursue  its  1986  plan 
to  put  most  of  military  health  care 
into  a “pre-paid,  managed-care 
plan.”  GHN  has  already  demon- 


Dr. Clark 


strated  its  ability  to  represent 
Georgia  physicians  in  negotiating 
with  these  federal  government 
agencies  in  the  health  care  arena. 

Physician  responses  to  these 
developing  public  and  private 
economic  pressures  will  be  scru- 
tinized carefully  by  regulatory 
agencies  such  as  the  Federal  Trade 
Commission.  Since  1985,  the  FTC 
has  operated  under  a policy  of 
viewing  virtually  any  kind  of  col- 
lective economic  activity  by  phy- 
sicians as  “inherently  suspi- 
cious.” And  the  FTC  will  not 
hesitate  to  move  at  the  local  level. 
The  FTC  reviewed  in  considerable 
detail  the  activities  of  GHN  during 
1986-87  and  found  no  violation  of 
any  antitrust  restrictions. 

Predictions  beyond  1988  are 
speculative  in  this  volatile  field  of 
medical  economics.  But  into  the 
foreseeable  future,  your  MAG- 
sponsored  IPA  will  continue  to  be 
uniquely  positioned  as  the  only 
statewide,  physician-sponsored 
entity  that  can  monitor,  educate, 
and  negotiate  for  its  physician 
members  across  the  entire  spec- 
trum of  medical  economic  activ- 
ity- 

Everyone  has  known  from  the 
outset  that  the  GHN  venture  will 
require  hard  decisions.  Some  phy- 
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sicians,  doubting  their  own  wis- 
dom, have  inquired  whether  they 
can  take  back  their  initial  $1,000 
contribution,  but  those  funds  are 
committed  to  this  venture  in  med- 
ical economics  and  cannot  be  re- 
funded. Although  every  cent  of  the 
MAG  “seed  money”  that  was  com- 
mitted to  the  venture  has  been  re- 
paid, the  individual  doctors  who 
purchased  stock  have  not  been  so 
lucky  and  they  should  not  expect 
a return  on  their  investments  any 
time  soon.  In  such  circum- 
stances, it  is  important  for  us  to 
remember  why  we  are  in  this  ven- 
ture in  the  first  place. 
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The  matter  was  aptly  summa- 
rized by  one  of  our  own  attorneys, 
Mr.  Bill  Kopit,  in  a recent  article 
in  Medical  Executive  magazine: 


“In  the  face  of  these  [many] 
problems  why  would  any 
medical  society  wish  to 
sponsor  a managed  health 
care  plan?  The  answer  is  con- 
tained in  one  word:  control. 
Maximizing  physician  con- 
trol in  the  new  world  of  man- 
aged care  plans  is  clearly  par- 
amount, even  when  the 
market  requires  the  con- 
trolled organization  to  choose 
between  two  or  more  unde- 
sirable alternatives.” 

We  are  now  making  those 
tough,  undesirable  decisions.  But 
make  them  we  must  if  we  are  to 
have  any  control  over  the  future 
of  our  profession.  The  alternative 
is  to  have  them  made  by  others 
less  friendly  to  us.  » 


Give 
yourself 
a hand 

against  breast 
cancer 


Breast  self-examination  is  easy, 
takes  only  a few  minutes  and  can 
be  performed  in  the  privacy  of 
your  own  home.  It’s  an  important 
way  you  can  detect  early  and 
highly  curable  breast  cancer. 
Through  monthly  breast  self- 
examinations, you  will  learn  how 
your  normal  breast  tissue  feels 
and  will  be  able  to  recognize  a 
change  if  one  occurs.  In  fact, 
most  breast  lumps  are  found  by 
women  themselves. 

Take  control  of  your  body  and  your 
life. 

Make  breast  self-examination  a 
part  of  your  monthly  routine. 
And  see  your  doctor  regularly  for 
clinical  exams  and  advice  on 
mammography. 

For  a free  pamphlet  about  breast 
self-examination,  call  your  local 
American  Cancer  Society. 


We’re  here  to  help. 


AMERICAN 
# CANCER 
? SOCIETY' 


IF  YOU 

DIAGNOSE 

ARTHRITIS 

PART  OF  THE 
TREATMENT  CAN 
BE  THE  ARTHRITIS 
SELF  HELP  COURSE 


with  the  many  aspects  of  their 
chronic  rheumatic  disease,  some- 
thing they  can  learn  to  do  at  the 
Arthritis  Foundation's  Self  Help 
Course. 

Thousands  of  people  have  taken 
this  six-week  course.  .And  the  result 
has  been  patients  who  better  under- 
stand their  condition,  exercise 
more  and  experience  less  pain.  That 
means  better  compliance  with  pre- 
scribed treatment. 

The  course  is  taught  by  certified 
instructors,  and  specific  treatment 
questions  are  always  referred  to  you. 

Recommend  the  Arthritis  Self  Help 
Course  today.  Call  the  Georgia  Chap- 
ter of  the  Arthritis  Foundation  for 
more  information  at  (404)  873-3240. 


ARTHRITIS 

FOUNDATION 
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TELLYOUR 
PATIENTS  THEIR 
CHOLESTEROL  NUMBER.*, 
BEFORE  THEY  ASK. 


Reducing  high  blood  cholesterol  reduces  the  risk  of  heart  disease.  That's  why  we're  telling  Americans— 
through  a national  public  service  advertising  campaign— to  know  their  cholesterol  number.  Your  patients 
may  soon  be  asking  you  for  their  number  and  what  it  means. 

And  when  they  do,  we  can  help.  The  National  Cholesterol  Education  Program,  administered  by  the 
National  Heart,  Lung,  and  Blood  Institute,  has  developed  adult  treatment  guidelines  to  help  you  identify 
high-risk  patients  and  use  the  appropriate  diet  and/or  drug  therapy  for  those  with  elevated  cholesterol  levels. 

Help  your  patients  reduce  their  risk  of  heart  disease.  For  a free  copy  of  the  Report  of  the  Expert  Panel 
on  Detection,  Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults,  complete  the  form  below. 


Name 

Specialty 

Address 

City State Zip 

Mail  to:  Cholesterol  Adult  Treatment  Guidelines 
National  Cholesterol  Education  Program 
National  Heart,  Lung,  and  Blood  Institute 
C-200-GA 

Bethesda,  MD  20892 

NATIONAL  CHOLESTEROL  EDUCATION  PROGRAM 

NATIONAL  HEART,  LUNG,  AND  BLOOD  INSTITUTE 

National  Institutes  of  Health  • Public  Health  Service  • U.S.  Department  of  Health  and  Human  Services 
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Hospital  Liability  for  Staff  Physician 
Negligence  — The  Line  Continues  to  Blur 

Richard  H.  Vincent,  Robert  N.  Berg 


Not  that  long  ago,  there  was  a 
reasonably  bright-line  test  to 
determine  whether  a hospital  could 
be  held  liable  for  the  negligence  of 
a physician  on  its  medical  staff: 
Under  the  doctrine  of  respondeat 
superior,  the  hospital  was  held 
liable  for  damages  resulting  from 
the  malpractice  of  a physician  on 
the  hospital  medical  staff  only  if 
that  physician  were  an  employee  of 
the  hospital.  As  stated  by  one 
Georgia  Court,  a “hospital  owes  a 
duty  of  reasonable  care  to  its 
patients,  and  it  is  liable  for  the 
injuries  negligently  inflicted  upon 
its  patients  by  . . . employees  of  the 
hospital.”1 

Alternatively,  where  the 
physician  was  an  independent 
contractor,  rather  than  a direct 
employee  of  the  hospital,  it  was 
the  physician,  not  the  hospital, 
who  both  controlled  the  manner 
and  method  in  which  he  or  she 
rendered  medical  services  and, 
more  importantly,  who  bore  the 
responsibility  for  the  negligent 
performance  of  those  services.  As 


This  article  was  prepared  at  the  request  of  the  Jour- 
nal. Mr.  Vincent  and  Mr.  Berg  are  partners  in  the  law 
firm  of  Vincent,  Chorey,  Taylor  & Feil,  Suite  1700, 
The  Lenox  Building,  3399  Peachtree  Rd.,  Atlanta,  GA 
30326.  Send  reprint  requests  to  Mr.  Berg. 


the  same  Georgia  Court  stated: 
“Ordinarily,  a physician  or  surgeon 
on  the  staff  of  a hospital  is  not  an 
employee  of  such  hospital,  and  in 
the  absence  of  allegations  . . . that 
the  hospital  undertook  to  direct 
[the  physician]  in  the  way  and 
manner  of  treating  the  patient,  the 
hospital  is  not  liable  for  the  mere 
negligent  performance  of 
professional  services  by  a 
physician  or  surgeon  on  its  staff.”2 

Historical  Bases  for  Imposing 
Liability  on  the  Hospital 

Over  the  past  decade,  this  bright- 
line  test  has  become  increasingly 
blurred.  For  example,  in  one  case, 
the  court  made  a factual 
determination  that  a physician 
could  have  been  employed  by  the 
hospital,  even  though  the  hospital 
and  physician  had  entered  into  a 
contract  and  considered  the 
physician  to  be  an  independent 
contractor.3  Similarly,  Georgia 
courts  adopted  the  theory  of 
“independent  corporate 
negligence”  in  order  to  find  a 
hospital  liable  for  allowing  an 
unqualified  or  incompetent 
physician  to  practice  medicine  on 
its  staff,  even  where  the  physician 
is  an  independent  contractor, 


rather  than  an  employee  of  the 
hospital.4 

More  recently,  the  Supreme 
Court  of  Georgia  affirmed  a lower 
Court  decision,  holding  that  a 
hospital  may  be  held  liable  for 
allowing  the  anesthesiologists  on 
its  staff  to  engage  in  practices 
which  are  found  to  be  in  violation 
of  a statute,  under  the  doctrine  of 
“negligence  per  se."5 

A New  Basis  for  Liability  — 
“Apparent  or  Ostensible  Agency” 

A new  Georgia  Supreme  Court 
case  has  further  blurred  — and 
indeed  may  have  blotted  out  — the 
line  used  to  determine  hospital 
liability  for  the  negligent  acts  of  its 
medical  staff  physicians.  In 
Richmond  County  Hospital 
Authority  u.  Brown, 6 Mr.  Brown  was 
injured  in  an  automobile  accident 
and  transported  to  a hospital 
emergency  room.  There,  he  was 
treated  by  two  physicians  on  the 
medical  staff  at  the  hospital  where, 
according  to  the  plaintiffs,  he  was 
seriously  injured  due  to  the 
negligent  rendering  of  medical 
services  by  the  two  physicians. 

In  the  Complaint,  the  plaintiffs 
alleged  that  the  physicians  were 
employees  of  the  hospital,  and,  as 
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a result,  that  the  hospital  should  be 
liable  for  the  physician’s 
negligence  under  the  doctrine  of 
respondeat  superior.  The  plaintiffs 
also  included  in  the  Complaint  an 
additional  count,  claiming  that  a 
hospital  should  be  liable  under  the 
doctrine  of  “apparent  or  ostensible 
agency”  — in  essence,  regardless 
of  whether  the  physicians  actually 
were  employees  of  the  hospital,  the 
hospital  should  be  liable  for  the 
negligence  of  those  physicians 
because  the  hospital  represented 
or  held  the  physicians  out  to  be 
employees  of  the  hospital. 

The  trial  court  granted  summary 
judgment  for  the  hospital,  expressly 
finding  that  the  physicians  were 
independent  contractors  and  that, 
accordingly,  the  hospital  was  not 
liable  for  their  negligence.  On 
appeal,  the  Georgia  Court  of 
Appeals  upheld  the  trial  Court’s 
decision  that  the  physicians  were 
independent  contractors  and  not 
employees  of  the  hospital. 

However,  the  Court  of  Appeals 
reversed  the  trial  court,  agreeing 
with  the  plaintiffs  that  the  hospital 
could  have  been  held  liable  for  the 
acts  of  the  physicians  under  the 
doctrine  of  “apparent  or  ostensible 
agency.”7 


The  Georgia  Supreme  Court 
upheld  this  decision  by  the  Court 
of  Appeals,  finding  that  the 
doctrine  of  “apparent  or  ostensible 
agency”  is  a viable  one  in  Georgia 
and  could  be  used  by  a patient  to 
hold  a hospital  liable  for  the 
negligent  acts  of  physicians  on  its 
staff.  Summarizing  this  doctrine, 
the  Court  stated  that:  “One  who 
represents  that  another  is  his 
servant  or  other  agent  and  thereby 
causes  a third  person  justifiably  to 
rely  upon  the  care  or  skill  of  such 
apparent  agent  is  subject  to  liability 
to  the  third  person  for  harm  caused 
by  the  lack  of  care  or  skill  of  the 
one  appearing  to  be  a servant  or 
other  agent  as  if  he  were  such.”8 
Thus,  in  terms  of  the  case  at  hand, 
the  Court  found  that:  “Most  modern 
hospitals  hold  themselves  out  to 
the  public  as  providing  many 
health  related  services  including 
services  of  physicians.  A patient  is 
likely  to  look  to  the  hospital,  not 
just  to  a particular  doctor  he 
comes  into  contact  with  through 
the  hospital.  That  is  what  the 
Browns  contend  in  this  case.  If 
they  can  prove  the  hospital 
represented  to  Isiah  Brown  that  its 
emergency  room  physicians  were 
its  employees  and  that  he  therefore 


justifiably  relied  on  the  skill  of  the 
doctors  but  suffered  injury  due  to 
the  legal  insufficiency  of  their 
medical  services,  the  hospital  can 
be  held  liable  therefor.”9 

€ € From  a contractual 
standpoint , hospitals  are 
likely  to  seek 
indemnification  from  its 
medical  staff  members, 
for  any  damages 
incurred  by  the  hospital 
as  a result  of  the 
negligence  of  its 
physicians . 

The  Supreme  Court  did  attempt 
to  limit  the  scope  of  its  holding  by 
noting  that  the  doctrine  of 
“apparent  or  ostensible  agency” 
seldom  would  be  applicable  to  the 
customary  situation  in  which  a 
patient  consults  his  own  doctor 
who  then  has  him  or  her  admitted 
to  a hospital  where  that  doctor 
rendered  negligent  medical 
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LEGAL 


£ £ Under  the  doctrine 
of  respondeat  superior, 
the  hospital  was  held 
liable  for  damages 
resulting  from  the 
malpractice  of  a 
physician  on  the 
hospital  medical  staff 
only  if  that  physician 
were  an  employee  of  the 
hospital. 


the  “independent”  nature  of  its 
medical  staff  physicians  — such  as 
by  posting  notices  advising  patients 
of  the  fact  that  the  hospital  does 
not  employ  its  physicians.  Further, 
from  a contractual  standpoint, 
hospitals  are  likely  to  seek 
indemnification  from  its  medical 
staff  members,  for  any  damages 
incurred  by  the  hospital  as  a result 
of  the  negligence  of  its  physicians. 
Whether  these  efforts  will  be 
successful  in  reducing  the 
hospital’s  potential  liability, 
however,  will  not  be  known  until 
Georgia  courts  have  had  an 


opportunity  to  interpret  the  Brown 
case  in  subsequent  cases. 


Notes 

1.  Newton  County  Hospital  u.  Nickolson,  132  Ga. 
App.  164,  166  (1974). 

2.  Id.,  at  165-166. 

3.  See,  e.g.,  Hollingsworth  v.  Georgia  Osteopathic 
Hospital,  Inc.,  145  Ga.  App.  870,  aff'd  242  Ga.  522 
(1978). 

4.  See,  e.g., Mitchell  County  Hospital  u.  Joiner,  229 
Ga  140  (1972). 

5.  Central  Anesthesia  Associates,  P.C.  v.  Worthy, 
254  Ga.  728  (1985). 

6.  361  S.E.2d  164  (October  21,  1987). 

7.  Brown  v.  Coastal  Emergency  Services,  181  Ga. 
App. 893  (1987). 

8.  361  S.E.2d  at  166. 

9.  361  S.E.2d  at  166-167. 

10.  361  S.E.2d  at  167. 


services.  In  such  a case,  the  Court 
noted,  “there  is  no  representation 
or  holding  out  by  the  hospital  to 
the  patient.  The  hospital  does  not 
furnish  him  a doctor.  He  obtains 
his  own.”10  Nonetheless,  the 
decision  by  the  Court  would 
appear  to  go  a long  way  toward 
making  a hospital  liable  for  the 
acts  of  the  physicians  on  its 
medical  staff,  regardless  of  whether 
those  physicians  are  independent 
contractors  or  employees. 

Certainly,  as  to  hospital-based 
physicians,  such  as  radiologists, 
pathologists,  anesthesiologists,  and 
emergency  room  physicians,  the 
burden  will  be  on  the  hospital  to 
prove  that  it  did  not  hold  itself  out 
as  offering  the  services  of  those 
physicians. 

Conclusion 

Only  time  will  tell  whether  this  is 
a burden  that  hospitals  reasonably 
can  meet.  From  the  physician’s 
perspective,  however,  the  Brown 
case  may  be  viewed  as  evidencing 
a further  change  in  the  relationship 
between  the  hospital  and  the 
physicians  on  its  medical  staff. 
Structurally,  hospitals  should  be 
expected  to  pursue  documenting 
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Monoclonal  Antibodies  in  Imaging  and  Therapy 

Arthur  B.  Kirchner,  M.D.,  R.  Roger  Sankey,  Ph.D. 


The  search  for  the  “magic 
bullet”  that  can  specifically 
target  cancer  cells  and  leave 
normal  cells  unaffected  has  led  our 
scientific  community  into  the  world 
of  monoclonal  antibodies. 

Antigens  are  substances  which 
are  not  normally  present  in 
the  human  body  such  as  bacteria, 
viruses,  or  cancer  cells.  These 
antigens  are  recognized  by  the 
body’s  immune  system  as  foreign 
matter.  Plasma  cells  derived  from  a 
particular  clone  of  B-lymphocytes 
in  the  body’s  immune  system  can 
produce  antibodies  against  the 
antigen  which  then  can  attack  and 
help  destroy  or  neutralize  this 
foreign  substance.  These 
antibodies  have  a variable  region, 
Fab,  which  attaches  to  or  binds  the 
antigen  and  an  Fc  or  non-specific 
region  (Figure  1).  Although 
antibodies  on  their  own  are  unable 
to  kill  cancer  cells,  they  become 
lethal  at  the  Fc  region  by  recruiting 
complement,  phagocytic  cells,  and 
K-  killer  cells.'  Several  B-cell 
lymphocyte  clones  usually 
proliferate  in  response  to  an 
antigen  and  may  produce  many 
different  antibodies,  polyclonal 
antibodies,  that  recognize  and 
attach  to  different  parts  of  the 
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antigen.  Modern  technology  can 
now  produce  monoclonal 
antibodies,  MAbs,  which  are  all 
identical  and  which  recognize  only 
one  part  of  the  antigen.  Some 
surface  structures  present  on  cell 
membranes  are  peculiar  to  certain 
malignant  cells,  and  they  can 
distinguish  tumor  cells  even  from 
normal  cells  of  the  same  tissue. 
MAbs  can  be  made  to  these  cell 
surface  structures  and  tagged  with 
radioisotopes  or  toxins  (Figure  2). 

(( The  application  of 
labeled  monoclonal 
antibodies  shows  great 
promise  for  the  future. 
Improved  methods  of 
binding  the  label  to  the 
antibody  will  be 

necessary.  99 

These  labeled  antibodies  can  then 
be  used  to  target  tumor  cells  for 
imaging  and  therapy.2  As  in  the  use 
of  radio-iodine  for  imaging  and 
therapy  for  thyroid  tumors,  the 
tumor  to  normal  tissue  ratio  of 
isotope  concentration  must  be 
favorable.  However,  in  this  case, 
the  ratio  will  be  a complex 
function  of  the  concentration  of 
antigen  present  in  the  tumor  and  in 
normal  tissue. 


Antigens  present  in  tumors  have 
been  identified  in  recent  years  and 
called  tumor  markers  when  found 
in  the  patient’s  blood  stream.  CEA 
(carcinoembryonic  antigen) 
elevation  is  found  in  cancers  of  the 
colon,  pancreas,  stomach,  lung, 
and  breast.  AFP  (alpha  feta 
protein)  and  HCG  (human 
chorionic  gonadotropin)  are 
noteworthy  in  testicular  tumors, 
whereas  Ferritin  is  specific  for  liver 
cancer.  These  antigens  serve  as 
targets  for  radiolabeled  antibodies 
as  illustrated  in  Figure  2. 

For  practical  reasons,  most 
antibodies  produced  for  imaging 
and  therapy  are  produced  from 
animals  other  than  man  (mouse, 
rabbit,  sheep,  cow,  and  monkey). 
This  leads  to  one  of  the  limitations 
in  its  repeated  use.  The  human 
body  can  produce  antibodies  to  the 
foreign  animal  made  antibodies, 
destroying  and  rendering  them 
useless.  Thus,  the  use  of  a specie- 
specific  antigen  more  than  once  is 
not  recommended.  Multiple 
injections  of  such  antibodies 
requires  harvesting  from  a different 
animal  each  time.  A way  of 
overcoming  this  problem  is  to 
separate  the  Fab  (specific  portion) 
from  the  Fc  (non-specific  portion),  ; 
since  Fab  is  less  immunogenic.3 
The  ideal  solution  is  to  harvest 
human  monoclonal  antibodies; 
however,  these  are  difficult  to  mass 
produce  in  sufficient  quantity  at 
this  time. 
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Figure  1 — A typical  antibody  molecule  has  two  antigen  binding  sites, 
Fab,  and  an  Fc  region. 


Depending  on  the  application, 
i.e.  imaging  or  therapy,  the 
radioisotope  to  be  attached  to  the 
antibody  should  have  certain 
physical  characteristics. 

Radioisotopes  currently  being 
investigated  for  imaging  are 
listed  in  Table  1 . For  this 
application,  the  ideal  nuclide 
should  1)  have  a short  half-life  to 
minimize  patient  exposure,  2)  emit 
a gamma  ray  in  the  energy  range 
100-160  keV,  3)  not  emit  alpha  or 
beta  particles.4  5 Table  1 is  a list  of 
potentially  useful  imaging 
radioisotopes,  including  the 
advantages  and  disadvantages  of 
each. 

Iodine-131  has  been  the  most 
common  isotope  used  in  the  past 
for  imaging.  Three  distinct 
disadvantages  have  led  to  the 
search  for  a more  suitable  agent: 

1)  the  long  half-life  of  8 days  leads 
to  prolonged  exposure  of  the 
patient  to  radiation,  2)  the  gamma 
energy  is  too  high  for  most  gamma 
cameras,  and  3)  the  fact  that  90% 
of  the  dose  is  deposited  into  the 
body  by  beta  radiation.  Indium- 1 1 1 
has  overcome  these  limitations  and 
seems  to  represent  the  best  isotope 
for  imaging  to  date.  Some  success 
has  been  achieved  with  Tc-99m  as 
the  label.  The  physical 
characteristics  of  TC-99m  are  ideal; 
however,  a stable  bond  to  the 
antibody  is  difficult  to  achieve.4 

Factors  which  interfere  with  MAb 
imaging  include:  1)  necrotic  or 


large  tumors  which  have  poor 
vascularity,  2)  normal  tissues 
compete  for  the  radiolabeled 
antibody,  3)  the  blood  pool  may 
contain  sufficient  radioactivity  to 
mask  tumors  near  the  heart  and 
major  vessels. 

Current  protocols  are  designed 
to  image  the  following 
tumors:  colorectal,  ovarian, 
melanoma,  Hodgkins  and  non- 
Hodgkins  lymphoma,  and 
hepatoma.  The  protocol  we  have 
chosen  to  begin  our  research 
experience  involves  In-111  labeled 
MAb  ZCE-025.  This  is  an  IgG2a 
MAb  specific  for  a cell  surface 
antigen  on  colonic  cancers.6  Saint 
Joseph’s  Hospital  is  participating 
with  Hybritech  in  a phase  III  study 
of  the  detection  of  CEA  producing 
colorectal  carcinoma  in  patients 
scheduled  for  colorectal  surgery. 
The  study  uses  mouse  antibody  to 
CEA  coupled  to  the  radioactive 


isotope  Indium-111.  Prior  to 
surgery  selected  patients  will  be 
injected  intravenously  with  a 40 
milligram  dose  of  anti-CEA 
monoclonal  antibody,  ZCE-025, 
labeled  with  5.0  millicures  of 
Indium-1 11.  The  patient  will  be 
imaged  in  the  Nuclear  Medicine 
Department  with  a large  field  of 
view  gamma  camera  fitted  with  a 
medium  energy  parallel  hole 
collimator  at  3 and  5 days  post 
injection.  Anterior  and  posterior 
projections  will  be  obtained  over 
the  chest,  abdomen,  and  pelvis.  All 
sites  of  abnormal  uptake  will  be 
noted  by  the  radiologist.  Nuclear 
scan  findings  will  be  disclosed  and 
discussed  with  the  oncologic 
surgeon  prior  to  surgery.  Surgical 
and  pathologic  findings  will  be 
correlated  with  the  nuclear  scans. 
Additional  imaging  procedures 
including  computed  tomography 
and  magnetic  resonance  imaging 
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Figure  2 — Radiolabeled  antibodies  can  bind  to  cancer  cells  while 
ignoring  normal  cells. 


TABLE  1 — Radioisotopes  Being  Investigated  for  Imaging 


Isotope 

Advantages 

Disadvantages 

Iodine-131 

Easy  to  attach; 

Does  not  alter  function  of 
the  antibody 

Long  half-life; 

Gamma  energy; 
Disassociation  in  vivo 

Iodine- 123 

Same  as  1-131; 

Ideal  gamma  energy 

Short  half-life; 
Disassociation 

Indium-111 

Favorable  half-life  and 
Gamma  energy 

Stability  of  bond  in 
vivo 

Technetium  99m 

Ideal  gamma  energy 

Short  half-life; 
Unstable  bond 

RADIOISOTOPE 


will  be  performed  in  patients  who 
have  localization  of  labeled 
antibody  in  areas  not  known  to 
contain  tumor  and  which  are 
located  outside  of  the  surgical 
field.  A blinded  panel  of 
radiologists  will  read  and  interpret 
CT  and  other  diagnostic  images 
versus  the  monoclonal  scans  at 
Hybritech  during  and  after 
completion  of  the  study.  The 
purpose  of  this  study  is  to 
determine  the  usefulness  of  the 
labeled  MAb  scan  with  other  non- 
invasive  tests. 


The  person  credited  with 
popularizing  the  concept  of  using 
radioactive  antibodies  in  cancer 
therapy  is  Dr.  Stanley  Order.  He 
has  taken  a hepatoma  tumor  model 
which  is  relatively  resistant  to 
conventional  therapy  (22%  PR  rate 
using  5FU  and  Doxarubicin 
combined  with  external  radiation). 
Using  1-131  labeled  antiferitin  he 
has  achieved  a 50%  response  rate 
(7%  [CR]  and  43%  PR)  with  many 
long  term  remissions.7  8 

Table  2 summarizes  the 
advantages  and  disadvantages  of 


isotopes  currently  being  considered 
for  radiotherapeutic  applications. 
The  selective  tumor  uptake  of 
radiolabeled  antibody  must  be 
sufficient  to  deliver  the  desired 
dose,  and  the  half-life  must  not  be 
so  long  as  to  be  a hazard  to 
normal  tissues.  Pure  alpha  and 
beta  emitters  are  ideal,  since  they 
concentrate  the  absorbed  dose  in 
the  tumor  volume.  Since  most 
patients  have  both  large  and  small 
metastases,  treatment  may  require 
the  use  of  MAbs  labeled  with  two 
different  isotopes.  The  large 
necrotic  tumor  requires  an  isotope 
with  a longer  radiation  path  length 
than  do  small  metastatic  tumor 
deposits.  In  fact,  each  patient  will 
require  careful  study  to  determine 
which  agent(s)  are  best  with 
respect  to  concentration,  antigenic 
targets,  and  normal  tissue 
concentration.  As  in  imaging,  most 
therapy  to  date  has  employed 
Iodine-131.  Iodine-131  is  clearly  not 
ideal  since  the  physical  half-life  of 
Iodine  is  long  (8  days)  and  the 
gamma  energy  is  high  (364  keV).  A 
more  promising  isotope  currently 
under  investigation  is  Yttrium-90 
with  a half-life  of  2.7  days  and  an 
average  beta  energy  of  0.935  MeV. 
Being  a metal  it  may  be  chelated  to 
antibodies,  a more  stable  bond 
than  halogenation.  Other  isotopes 
which  may  be  effective  include 
Bismuth-212,  Lead-212,  and 
Bromine-77. 

Immunotoxins 

Finally,  the  use  of  monoclonal 
antibodies  to  deliver  toxic  agents 
to  cancer  cells  also  shows  great 
promise.9  A good  example  of  such 
an  agent  is  the  diphtheria  toxin 
(see  Figure  3).  This  molecule  is 
divided  into  two  active  chains.  The 
b chain  binds  to  a receptor  on  the 
cell  surface  and  the  toxin  is  carried 
to  a “coated  pit”  on  the  cell 
surface  where  the  plasma 
membrane  invaginates  and  pinches 
off  to  form  a vesicle  called  an 
endosome.  The  B chain  inserts 
itself  into  the  endosomal 
membrane  and  the  A chain  crosses 
the  membrane  and  is  released  into 
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CANCER 


Immune)  toxin 


Figure  3 — A diphtheria  toxin  labeled  antibody  is  incorporated  by  a 
tumor  cell.  The  released  A-chain  destroys  the  cell. 


TABLE  2 — Potential  Therapeutic  Agents 


Isotope 

Advantages 

Disadvantages 

Iodine- 125 

Auger  electron  emitter,  low 
energy  x-rays,  available, 
Single  cell  kill 

Range  too  short  for  large 
necrotic  tumors 

Iodine-131 

Beta  emitter,  available 

Dehalogenation  in  vivo, 
364  keV  gamma  emission 

Yttrium-90 

Beta  emitter,  available 

Bromine-77 

Auger  electron  emitter, 
available, 

Single  cell  kill 

Range  too  short  for  large 
tumors 

Bismuth-212 

Alpha,  high  energy, 
Short  range 

Short  half-life,  difficult  to 
conjugate 

Toxins 

High  potency 

Must  enter  cell  to  work, 
difficult  to  corrugate 

the  cytoplasm  where  it  causes  the 
transfer  of  ADP  ribose  to  EF-2 
resulting  in  cell  death.  Since  the 
diphtheria  toxin  is  non- 
discriminatory  it  can  attach  to  any 
cell  in  the  body.  By  substituting  a 
monoclonal  antibody  directed 
against  a tumor  associated  antigen 
for  the  B chain,  one  can  make  this 
toxin  tumor  specific.  Monoclonal 
antibodies  are  not  as  efficient  in 
releasing  the  A chain  into  the 
cytoplasm  as  the  B chain;  therefore 
it  is  not  lethal  enough  for  clinical 
use  as  yet.  It  is  hoped  that  genetic 
engineering  of  these  molecules  will 
be  the  key  to  the  future  of 
immunotoxins  as  antineoplastic 
agents.9 

The  application  of  labeled 
(isotope,  chemical,  toxin) 
monoclonal  antibodies  shows  great 
promise  for  the  future.  Improved 
methods  of  binding  the  label  to  the 
antibody  will  be  necessary  for  the 
continued  development  of  this 
method.  Equally  important  is  the 
need  to  develop  labeled  antibody 
systems  which  have  a better  tumor 
to  normal  tissue  target  ratio  in 
order  to  reduce  non-specific 
localization  in  organs  such  as  the 
liver.  Research  directed  at  solving 
these  problems  continues  and  it  is 
anticipated  that  imaging  and 
treatment  with  labeled  MAbs  will 
play  an  important  role  in  cancer 
treatment. 
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care  of  the  C-l  through  C-4 
high  quadriplegic.  Hosted  by 
Shepherd  Spinal  Center  in 
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est dedicated  spinal  cord  injury 
hospital.  Issues  to  be  investigated 
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ing, the  interdisciplinary  care 
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reintegration. 
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With  high  quadriplegics  sur- 
viving at  unprecedented  rates, 
quality  of  life  issues  and  dis- 
charge planning  are  of  para- 
mount importance  from  the  first 


day  of  admission  to  the  specialty 
setting.  The  philosophy  of 
treatment  at  SSC  will  be  cov- 
ered, including  the  referring 
physician’s  role  in  long-term 
medical  management. 

Medical  Overview: 

Care  of  the  High 
Quadriplegic 

The  potential  for  complications 
such  as  deep  vein  thrombosis, 
stress  ulceration,  decubitus, 
pneumonia,  urinary  tract  infec- 
tions and  sepsis  poses  a serious 
threat  to  high  quadriplegic 
patients.  Prevention  strategies, 
the  benefits  of  early  mobiliza- 
tion of  ventilator  dependent 
patients  and  medical  manage- 
ment of  complications  are 
covered. 

Ventilator  Weaning 

All  high  quadriplegics  at 
Shepherd  Spinal  Center  are 
evaluated  to  determine  their 
candidacy  for  phrenic  nerve 
pacer  implants  and  their  poten- 
tial for  weaning  from  mechan- 
ical ventilation.  The  pulmonary 
evaluation  studies  performed 
at  SSC  and  protocols  for  wean- 
ing are  included. 


Panel  and  Concurrent 
Session  Topics: 

Pulmonary  Issues 

Social  Work:  Discharge 
Planning,  Peer  Support, 
Sexuality 

The  Therapeutic  Value  of 
Sensory  Experience 

The  Biofeedback  Program 
at  SSC 

Ventilator  Home  Care 

Focus  On:  Phrenic  Pacer 
Implantation 

Departmental  Presenta- 
tions by  O.T.,  P.T.,  Recre- 
ation Therapy,  Social  Work, 
Respiratory  Care,  Educa- 
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Emphasis  on  specialized 
equipment 
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Case  Study:  Larry  McAfee 
Diagnosis:  C-1  Complete 
Prognosis:  Promising 


Contact  the  Admissions  Office  for 
routine  information.  A physician 
is  on  24- hour  call  to  assist  in 
emergency  arrangements. 


When  28  year-old  Larry  McAfee 
was  brought  to  Shepherd  Spinal 
Center  as  a result  of  a motor- 
cycle accident  in  late  1985,  he 
was  classified  as  a C-1  complete 
spinal  cord  injury.  He  was  suf- 
fering from  severe  burns  on  his 
right  ankle,  massive  atelectasis, 
pneumothorax  and  pneumonia. 
Paralyzed  instantly  at  the  first 
cervical  vertebrae  below  the 
brain  stem,  he  required  mechan- 
ical ventilation  for  breathing. 


The  road  to  a meaning- 
ful quality  of  life  has  been  a 
long  one  for  Larry,  requiring 
intensive  medical  care,  rehabil- 
itation, counseling-and  Larry’s 
own  unsinkable  spirit. 

We  couldn’t  promise 
Larry  miracles,  but  we  could 
promise  him  the  care  of  the 
largest  rehabilitation  hospital 
in  the  nation  specializing  in 
paralyzing  spinal  cord  dis- 
orders, Shepherd  Spinal  Center 
in  Atlanta.  With  the  help  of 
various  adaptive  devices  and 
skilled  attendants,  it  is  possible 
for  Larry  to  live  independently 


in  an  apartment  since  his  dis- 
charge from  Shepherd.  He  now 
actively  pursues  his  goal  of  a 
career  as  a computer  program- 
ming consultant. 

At  Shepherd  Spinal 
Center,  our  ultimate  challenge 
is  to  assist  patients  like  Larry  in 
a comprehensive  High  Quadri- 
plegia  Program,  (C  1-4).  We 
involve  referring  physicians  in 
all  aspects  of  discharge  planning 
for  follow-up  medical  supervi- 
sion with  the  hope  that  patients 
like  Larry  will  go  home  again. 

Your  patients  count  on 
you.  Accept  the  challenge  and 
work  with  us. . .for  them. 


The  Georgia  Regional  Spinal  Cord 
Injury  Center/Fully  Accredited  by 
CARF  and  JCAH /Designated 
“Model  Spinal  Cord  Injury  Pro- 
gram” by  U.S.  Dept,  of  Ed. /Now 
offering  a comprehensive  Spina 
Bifida  Program/Nation’s  Largest 
Dedicated  Spinal  Cord  Injury  and 
Disease  Treatment  Facility. 


2020  Peachtree  Road,  NW 
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A SPECIAL  PLACE 


Woodridge 


P.O.  Box  1764 
Clayton,  Georgia  30525 


Woodridge,  a free  standing  center  for  the  treatment  of  addic- 
tive diseases,  is  located  in  the  beautiful  Blue  Ridge  Mountains  of 
northeast  Georgia.  The  Woodridge  approach  to  treatment  is  unique, 
combining  a carefully  chosen  well  trained  staff  with  a modern  facility 
and  a total  care  program  that  offers  hope,  help,  and  the  tools  for  ad- 
diction free  living.  At  Woodridge  recovery  is  a way  of  life  that  is  prac- 
ticed as  well  as  taught  by  the  staff.  We  invite  you  to  call  our  toll  free 
number  for  more  information  regarding  our  inpatient  and  aftercare 
treatment  programs  for  alcoholism,  drug  addiction,  and  eating 
disorders. 


CALL  NOW 
TOLL  FREE 


IN  GEORGIA 

1-800-342-8863 


OTHER  STATES 

1-800-235-7759 
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“Liquidators  for  the  Medical  Professions  ” 

FOR  SALE 

Brand  Name  Medical  Products 
and  Equipment 


40% 


BELOW 

RETAIL 


— Exam  Room  Equipment 


Examination  Tables, 
Lamps,  Stainless  Steel  Carts, 

Stools 


ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

WED  - FRI.  10:00  - 5:00  SAT.  10:00  - 3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 


BUSINESS  LOANS 
$25,000  TO  $3,000,000 

MONY  CREDIT  CORP.  _ A Subsidiary  of 

MONY  Financial  Services 
A 12  Billion  Dollar  Company 
Doing  Business  Since  1843 

Why  MONY  Credit  Corp.? 

• Fixed  or  variable  rate  financing. 

• No  points. 

• No  pre-payment  penalty. 

• Long  or  short  terms 

The  application  for  your  business 
loan  can  be  handled  confidentially  in 
the  privacy  of  your  office. 

Confidential  financing  can 
sometimes  provide  a competetive  edge. 

Bob  G.  Kent  & Associates  would  ap- 
preciate an  opportunity  to  be  of  service. 

Bob  G.  Kent  & Associates 
MONY  Financial  Services 
P.O.  Box  386  • Albany,  GA  31702 
(912)  436-7411 


A Clinical  Opportunity  for 
Smoking  Intervention 


You  can  play  a special  role  in 
reaching  smokers.  Encourag- 
ing parents  not  to  smoke  can 
improve  the  health  of  the  en- 
tire family. 

Thke  a few  minutes  to  explain 
that  children  of  parents  who 
smoke  are  often  more  prone 
to  respiratory  infections.  Tfell 
them  that  young  children  of 
parents  who  smoke  are  more 
likely  to  become  smokers 
themselves. 


The  minutes  you  spend  can 
make  a difference  now,  and  in 
the  years  ahead. 

For  a free  copy  of  Clinical 
Opportunities  for  Smoking 
Intervention:  A Guide  for  the 
Busy  Physician,  complete  the 
form  below. 


Mail  to: 

The  National  Heart,  Lung, 
and  Blood  Institute 
Smoking  Education  Program 
National  Institutes  of  Health 
Building  31,  Room  4A  18 
Department  P-15 
Bethesda,  MD  20892 
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New  this  year 


One  more  reason  to  join 

the  AIVIA 


Special  benefit  packages  available  with 
1988  membership 

A diverse  membership  has  diverse  needs,  and  the  AMA  is  com- 
mitted to  addressing  those  needs.  This  year  we’re  introducing 
something  new  when  you  join  the  AMA  or  renew  your  member- 
ship. In  your  AMA  Membership  Kit  you’ll  have  the  opportunity 
to  sign  up  for  one  of  three  benefit  packages  of  publications,  confer- 
ences, participatory  panels,  focused  issue  updates,  etc.,  on  topics 
related  to  the  area  you  designate.  Each  package  is  tailored  to 
address  your  particular  interests: 

■ Medical  and  scientific  infor- 


mation and  education 
designed  to  enhance  your 
practice,  profession,  and  the 
public  health. 

Representation  concentrated 
specifically  on  economic  con- 
cerns, such  as  professional 
liability  and  third  party 
reimbursement. 

Representation  on  a broad 
range  of  issues , including  not 
only  economic  concerns,  but 
also  quality  of  care,  ethical 
issues,  public  health,  and  scientific  issues. 


If  your  Preferred  Professional  Mailing  Address  should  change,  please  make  the  change  to  the 
right  of  the  address  shown.  Be  sure  to  retain  your  membership  card. 

Use  this  portion  of  the  card  for  changes  only. 


IMPORTANT : In  order  to  receive  your  full  range  of  membership  benefits,  you  MUST 
return  this  card. 

In  addition  to  my  usual  benefits.  I prefer  a special!}  designed  package  of  publications,  topical 
conferences,  participator}  panels,  focused  issue  updates,  which  focus  on  the  following-. 

(Check  only  one) 

D Medical  and  Scientific  Information  and  Education  which  will  enhance  my  practice, 
001  profession,  and  the  health  of  the  public. 

D Representation  Concentrated  Specifically  on  Economic  Concerns  facing  my 
un-  practice  and  profession,  such  as  professional  liability  and  third-part}  reimbursement 

□ Representation  on  a Broad  Range  of  Issues  facing  my  practice  and  profession. 

IXH  including  not  only  professional  liability  and  third-part}  reimbursement  but  also  quality 
of  care,  ethical  issues,  public  health,  scientific  issues,  etc 


Look  for  this  card  in  your  AMA  Membership  Kit 


To  receive  your  full  range  of  benefits,  select  one  and  only  one  of 
these  free  packages  by  filling  out  the  business  reply  card  in  your 
AMA  Membership  Kit. 

Please  look  for  the  card  in  your  AMA  Membership  Kit  and  return 
it  promptly.  Your  new  benefit  package  is  one  more  way  the  AMA 
supports  you  as  a physician. 


James  H.  Sammons,  MD 
Executive  Vice  President 


American  Medical  Association 

535  North  Dearborn  Street 
Chicago,  Illinois  60610 


The  Worlds 
Most  Popular  K 

For  good  reasons 

□ It  works— a 12 -year  record  of  efficacy1 

□ It's  safe— unsurpassed  by  any  other  KCI  tablet  or  capsule2* 

□ It's  acceptable  VS  liquids— greater  palatability,  fewer  GI  complaints, 
lower  incidence  of  nausea2 

□ Itfs  comparable  to  10  rn£q— in  low-dosage  supplementation31 

□ It’s  economical— less  expensive  than  all  other  leading  KCI  slow- release 
supplements  on  a per  tablet  cost  to  the  patient 1 

Slow-K 

potassium  chloride 
slow-release  tablets  8 mEq  (6oo  mS) 

For  patients  who  can't  or  won't  tolerate  liquid  KCI. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  20)  over  8 weeks. 

C I B A 


References:  1.  Data  on  file,  CIBA  Pharmaceutical  Company  2.  Skoutakis 
VA,  Acchiardo  SR,  Wojciechowski  NJ,  et  al:  Liquid  and  solid  potassium 
chloride:  Bioavailability  and  safety.  Pharmacotherapy  1980;4(6):392-397. 
3.  Skoutakis  VA,  Carter  CA,  Acchiardo  SR:  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics  Drug  Intell  Clin  Pharm 
1987:21:436-440. 


Slow-K® 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis:  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium is  inadequate  in  the  following  conditions:  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy;  and  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern . Serum  potassium  should  be  checker]  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(eg.,  spironolactone,  triamterene)  (see  OVERDOSAGE). 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation.  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

&atients  with  esophageal  compression  due  to  an  enlarged  left  atrium 
/ARNINGS 

Hyperkalemia  (See  OVERDOSAGE). 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  Impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment. 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g . spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia. 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation.  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States.  In  addition , perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting , abdominal  pain , distention , or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate. 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium , while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Information  for  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following 
To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations. 

To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
astrointestinal  bleeding  is  noticed. 

aboratory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  Is  about  13  mEq/L.  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content.  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE)  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS); other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS)  It  is  important  to  recognize  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6  5-8.0  mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L) 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing  diuretics;  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1 ,000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity. 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of 
tablets  should  be  given  in  divided  doses 
Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked 
HOW  SUPPLIED 

Tablets  — 600  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack  — One  Unit 

12  Bottles- 100  tablets  each NDC  0083-0165-65 

Accu-Pak"  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10) NDC  0083-0165-32 

Do  not  store  above  86°F  (30°C).  Protect  from  moisture.  Protect  from  light 

Dispense  in  tight,  light-resistant  container  (USP) 


Dist.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev  8/87) 

CIBA  128-3568- A 
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C L A S S I F I E 


PHYSICIAN  WANTED 

MEDICAL  ONCOLOGIST: 

Opportunity  for  Board  Certified/ 
Board  Eligible  oncologist  to  join 
established  practice  in  the  Tampa 
Bay  area  of  Florida.  Supported  by 
ACOS  accredited  cancer  center, 
affiliated  with  a 750  + bed  tertiary 
care  community  hosp.  Guaranteed 
salary  and  insurances  to  start  with 
partnership  potential.  Contact  Jim 
Davis,  TYLER  & CO,  9040  Roswell 
Rd.,  Atlanta,  GA  30350.  Call  404- 
641-6411. 

EXCELLENT  TEXAS 
OPPORTUNITIES  IN 

CARDIOLOGY,  ENT,  FAMILY 
PRACTICE,  GENERAL  SURGERY, 
INTERNAL  MEDICINE,  OB/GYN, 
ONCOLOGY,  ORTHOPEDIC 
SURGERY,  VASCULAR  SURGERY, 
UROLOGY,  INDUSTRIAL  MEDICINE. 
Excellent  quality  of  life,  first  year 
guarantee,  etc.  Reply  with  C/V  or 
call,  Armando  L.  Frezza,  Medical 
Support  Services,  8806  Balcones 
Club  Dr.,  Austin,  TX  78750;  512- 
331-4164. 

CLINICAL  DIRECTORS  — 

Board  Certified  in  Psychiatry.  Salary 
negotiable.  Needed  to  provide  and 
promote  appropriate  medical 
standards  of  care  and  to  provide 
liaison  and  close  working 
relationship  with  other 
administrative  staff  within  the 
Forensic  Services  Division,  which 
houses  approximately  71  patients 
and  the  Regional  Psychiatric 
Division  which  houses 
approximately  250  patients. 

Psychiatrists  — Board  Eligible 
$61,296-383,418  or  Board  Certified 
$79,950-$94, 146.  (Beginning  salary 
commensurate  with  qualifications); 


General/Family  Practice  — 

$49,014-$66,936  (Beginning  salary 
commensurate  with  qualifications); 

Orthopedic  Surgery  — Board 
Certified  $79,950-$94, 1 46 
(Beginning  salary  commensurate 
with  qualifications). 


These  positions  available  at 
Central  State  Hospital  described 
below: 

CENTRAL  STATE  HOSPITAL,  a 

JCAH  accredited,  Medicare/ 
Medicaid  certified,  1,900  bed 
facility,  located  in  Milledgeville, 
Georgia,  has  immediate  openings 
in  the  above  positions. 

Milledgeville,  a beautiful  Middle 
Georgia  college  town  of 
approximately  15,000  is  located 
only  two  hours  from  Atlanta, 
convenient  to  mountains  and 
beaches  and  immediately 
accessible  to  Lake  Sinclair,  which 
offers  excellent  recreational 
facilities.  STATE  SERVICE 
PROVIDES  EXCELLENT  FRINGE 
BENEFITS  INCLUDING:  free 
malpractice  and  administrative 
liability  insurance,  liberal  sick  and 
vacation  leave,  12  paid  holidays 
annually,  continuing  medical 
education  programs,  deferred 
compensation,  flexible  benefits 
options,  credit  union,  retirement. 
Applicants  must  be  licensed  to 
practice  medicine  in  Georgia. 
CONTACT:  Personnel  Office, 

Central  State  Hospital, 

Milledgeville,  Georgia  31062-9989. 
Phone  (912)  453-4094.  Applications 
accepted  continuously  until 
suitable  applicants  are  located. 
Affirmative  Action/Equai 
Opportunity  Employer. 
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SERVICES 

DISCOUNT  HOLTER 
SCANNING  SERVICE  — Starting 
at  $35.00.  Hook-up  kits  for  $4.95, 
Stress  Test  Electrodes  29C, 

Scanning  paper  for  $18.95.  Call: 
1-800-248-0153. 


FOR  SALE 

LUCRATIVE  FAMILY 
PRACTICE  FOR  SALE  — Owner 
retiring.  Turn  key  medical  center 
with  superb  staff  in  metro  Atlanta. 
Each  of  last  3 years  grossed 
$500,000  to  $800,000.  Inclusion  of 
land  and  medical  building  with 
adjacent  retail/office  space 
negotiable.  Serious  inquiries  and 
principals  only  please.  Write  C.L., 
P.O.B.  88490,  Atlanta,  GA  30356- 
8490. 


FOR  LEASE 

KENNESTONE  HOSPITAL, 
COBB  COUNTY,  Georgia, 

Medical  suite  only  block  from 
hospital,  4 exam,  rms,  2 baths,  lab. 
1300  sq.  feet.  Located  Medical 
Complex,  (404)  378-5256,  or  422- 
4555. 


FOR  RENT 

MEDICAL  OFFICE  SPACE. 

DeKalb  County.  Population  104,000 
within  3-mile  radius.  Stable  blue 
collar  area.  650-2,200  s.f.  from 
$395/mo.  Don  Davidson  Atlantis 
Realty.  (404)  634-6692. 
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MANUSCRIPT  INFORMATION 


American  Cancer  Society 70,  83,  112 

American  Liver  Foundation  116 

American  Medical  Association 126 

Arthritis  Foundation  112 

Atlanta  Magnetic  Imaging  67 

CIBA-Geigy  Corp 127-128 
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The  Diabetes  Medical  Center  68 

Elcomp  Systems  103 

Family  Practice  Recertification 117 

Health  Quip,  Inc 124 

Leukemia  Society  of  America  85 

Lilly,  Eli  & Company  72-73 
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M$ny  Credit 124 

National  Heart,  Lung,  and  Blood  Institute  113,  125 

Palmyra  Regional  Rehabilitation  Center  109 

Roche  Laboratories  70-71,74,131-132 

Shepherd  Spinal  Center  122-123 

Smith  Kline  & French  74A 

Upjohn  Company  74B 

U.S.  Air  Force 117 

Woodridge  Hospital  124 


MANUSCRIPTS  — Articles  are  accepted  for  publication  on 
the  condition  that  they  are  contributed  solely  in  this  Journal. 
Manuscripts  should  be  typewritten,  double-spaced,  and  the 
original  and  one  copy  should  be  submitted.  Receipt  of  manu- 
scripts will  be  acknowledged  and  unused  manuscripts  returned. 
Used  manuscripts  will  be  returned  only  if  requested. 

STYLE  — Ordinarily  articles  should  not  exceed  3,000  words. 
Only  under  exceptional  circumstances  will  articles  of  over  4,000 
words  be  published.  Footnotes,  bibliographies,  and  legends 
should  be  typed  on  separate  sheets,  double-spaced.  Bibliog- 
raphies should  conform  to  the  following  style:  name  of  author 
(with  initials),  title  of  article,  name  of  periodical,  date,  volume 
(number,  if  available ).  and  pages. 

Soter  N A,  Wasserman  SI . Austen  KF.  Cold 
urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  factor  of 
anaphylaxis  during  cold  challenge.  N Engl 
J Med  1976:294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies.  As- 
sociation members,  and  readers  are  invited  to  send  in  any  news 
items  of  general  concern  to  members  of  the  Medical  Association 
of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  directly  to 
The  Ovid  Bell  Press,  Inc..  1201-05  Bluff  Street.  Fulton.  Mis- 
souri 6525  1 . Reprints  must  be  ordered  within  30  days  after 
publication,  since  all  type  will  be  destroyed  after  that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  in 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author's 
name  and  figure  number.  Used  photographs,  drawings  and  cuts 
will  be  returned  after  publication  only  if  requested.  The  cost  of 
reproduction  of  illustrated  material  for  publication  in  excess  of 
three  average  illustrations  and/or  tables  will  be  borne  by  the 
author,  and  the  Journal  will  bill  the  author  for  this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  demands  on 
its  space  permit.  The  right  to  reduce,  revise,  or  reject  any 
material  submitted  for  publication  is  always  reserved.  TheAwr- 
nal  is  not  responsible  for  statements  made  by  any  contributor. 
All  communications  regarding  editorial,  advertising,  subscrip- 
tion. and  miscellaneous  matters  should  be  sent  to  The  Editor, 
938  Peachtree  Street.  N.E.,  Atlanta.  GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau,  Inc. . 
to  be  acceptable  for  publication.  Other  advertising  copy  may  be 
accepted  subject  to  the  approval  of  the  Editor.  All  copy  or 
negatives  must  reach  the  Journal  office  by  the  10th  of  the  month 
preceding  publication.  General  and  classified  advertising  rates 
will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICE  — If  in  the  opinion  of  the 
Journal  Editorial  Board,  material  submitted  for  publication 
could  be  improved  by  a Medical  Editing  Service,  the  Editor  will 
contact  the  author  for  his  approval.  Association  members  need- 
ing assistance  in  preparation  of  material  for  publication  may  also 
use  this  service.  A reasonable  charge  is  made  for  this  sen  ice  and 
the  cost  of  this  will  be  borne  by  the  author. 
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With  MAG  Mutual  Agency’s 

Comprehensive  Coverages 


Y>uVe  better  off  with  your  eggs 

in  one  basket. 


There  are  times  when  it’s  best 
to  consolidate. That’s  why  MAG 
Mutual  Insurance  Agency  offers 
you  convenient,  complete  insur- 
ance  coverages  with  caring  service. 
Convenient,  because  all  your 
personal  and  professional  in- 
surance  needs  are  consolidated 
through  one  Agency  representing 
only  A f carriers.  Complete  with 
comprehensive,  full-service  capa- 
bilities covering  office,  worker’s 
compensation,  bonds,  business 
& personal  autos,  and  homes. 
And  best  of  all,  caring,  because 
we  re  doctor  owned  and  under- 
stand the  unique  requirements 
of  your  profession.  We’ll  handle 
your  account  with  the  same 


personal  attention  that  MAG 
Mutual  Insurance  Company  pro- 
vides with  professional  liability 
insurance. 

Call  and  compare  our  com- 
petitive rates.  Whether  you  need 
one  policy  or  several,  MAG 
Mutual  Insurance  Agency  will 
consolidate  your  coverages  into 
a more  convenient  plan.  Doctors 
are  our  specialty. . .let  us  design 
a custom-made  program  for  you. 
♦ Office  Package  ♦ Worker  s 
Compensation  ♦ Bonds  ♦ Data- 
Computer  Policy  ♦ Business  (Sc 
Personal  Automobiles  ♦ Home- 
owners and  Condos  ♦ Boats 

♦ Accounts  Receivables 

♦ Professional  Liability 


mUTIMIt 

MAG  MUTUAL  INSURANCE  AGENCY,  LTD. 

P.O.  Box  52979  Suite  750  Atlanta,  GA  30355-0979  404/842-5600  or  800/282-4882 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet  '. 

Precautions:  White  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals,  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

in  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet '. 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  ( brand  of  cimetidine  hy- 
drochloride! injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  Hi  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  close  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet  is  administered  concomitantly. 
Interaction  with  phenytoin,  tidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  BOO  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur®,  Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  I Note : AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy-) 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks ; generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  /e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet  ',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet  -treated  patients  / approximately  I per 
100,000  patients),  including  agranulocytosis  I ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  ( approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  Tagamet  has 
been  reported. 
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The  isolation  of  personal  suffering  is  communicated  both  beautifully  and  poignantly  in  the  painting  by 
Atlanta  artist,  Margo  Owens,  on  this  month’s  cover.  We  thought  it  fittinc 


therefore,  to  use  this  art  to 

represent  the  suffering  and  isolation  experienced  by  persons  with  AIDS  — a disease  which  not  only 
kills  but  also  emotionally  traumatizes  and  isolates  those  whom  it  afflicts  because  of  the  fear  and 
prejudice  associated  with  its  transmission. 


We  gratefully  acknowledge  the  cooperation  of  the  owners  of  this  painting,  Tony  Ardavin  and  Michael 
allc 


Tilson  of  Kennesaw,  in  allowing  us  to  photograph  it  for  use  on  this  cover. 
Cover  photo  by  Chuck  Rogers,  of  Rogers  and  Bigit,  Atlanta. 
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HOSPITAL  NEWS 


Georgia  Hospitals  Outline 
National  Concerns 

Representatives  from  Georgia’s 
hospitals  met  early  this  month 
vith  the  state’s  congressional  dele- 
gation in  Washington,  DC,  to  present 
he  issues  facing  today’s  hospitals 
ind  to  recommend  solutions.  Topics 
or  discussion  included  the  follow- 
ng: 

• Medicare:  increase  the  1989 
Medicare  rates  to  match  the  increase 
n the  hospital  marketbasket. 

• Medicaid:  eliminate  limits  on 
Medicaid  rates  that  tie  state  in- 
:reases  to  the  increase  in  Medicare 
DRG  payments. 

• Rural  hospitals:  for  rural  hospi- 
tals that  treat  large  numbers  of  Med- 
icare and  indigent  patients,  provide 
payment  adjustments  equal  to  those 
given  to  urban  hospitals. 

• Employee  health  insurance:  re- 
quire employers  to  provide  a certain 
amount  of  health  insurance,  create 
state  risk  pools  for  the  medically  un- 
insurable,  and  provide  tax  benefits 
for  self-employed  persons  who  pur- 
chase health  insurance. 

• Nursing:  increase  funding  for 
public  health  services  and  fund  stud- 
ies of  nurse  retention  and  new  ways 
to  deliver  nursing  care. 

• Peer  review  organization:  with- 
hold further  publication  of  Medicare 
mortality  data  until  other  measures 
of  quality  can  be  identified;  allow  for 


a review  of  PRO  decisions  before 
sanctions  can  be  imposed;  and  re- 
quire PROs  to  increase  review  of  hos- 
pitals that  have  utilization  and  qual- 
ity problems  but  decrease  review  of 
hospitals  having  no  such  problems. 

• AIDS:  provide  funding  for  re- 
search, education,  inpatient  care,  and 
alternatives  to  hospitalization. 


Nurses’  Salaries  See  Increase 

Hospital  staff  nurses  saw  an  av- 
erage 4.6%  salary  increase  last 
year,  reports  the  American  Journal  of 
Nursing. 

The  average  base  salary  in  1987 
was  $21,126  — up  from  $20,186  the 
year  before.  The  average  top  salary 
last  year  was  $29,350  — up  from 
1 987’s  average  of  $27,404. 

But  those  numbers  can  be  deceiv- 
ing, because  salaries  vary  extremely 
according  to  geography.  Starting  sal- 
aries ranged  from  a low  of  $15,537 
in  Washington,  DC,  to  a high  of 
$34,819  in  San  Francisco. 

Hospitals’  Medicare  Profits 
on  the  Downswing 

Hospital  profits  from  Medicare 
payments  dropped  nearly  40% 
from  1985  to  1986,  reports  the  Health 
Care  Financing  Administration 
(HCFA) . During  the  first  2 years  of 


prospective  payment,  hospitals  were 
seeing  about  15%  profit,  but  by  1986 
that  amount  had  dropped  to  9.4%.  In 
addition,  the  number  of  hospitals  that 
actually  saw  a profit  from  Medicare 
income  fell  from  78%  in  1985  to  63% 
in  1986. 

The  dwindling  profit,  says  the  gov- 
ernment, is  due  to  greater  operating 
costs  as  well  as  smaller  DRG  pay- 
ment updates.  Says  one  government 
official,  HCFA  now  wants  to  know  if 
hospitals  really  are  having  a tough 
time  of  it  or  if  their  high  operating 
costs  are  “due  to  a reallocation  of 
costs  ...  in  an  effort  to  show  declin- 
ing patient  margins.” 


Health  Insurance  Premiums 
See  15%  to  35%  Hike 

Who’s  to  blame  for  this  year’s  big 
hikes  in  insurance  premiums? 
Health  care  inflation,  says  the  insur- 
ance industry.  But  the  health  care  in- 
dustry says  last  year’s  medical  costs 
climbed  to  nowhere  near  the  15%  to 
35%  increase  in  insurance  costs. 

Regardless  of  the  cause,  the  cost 
of  health  insurance  is  going  up.  Aetna 
Life  and  Casualty  Company  has  raised 
its  premiums  an  average  of  30%,  and 
Blue  Cross  estimates  a 15%  to  25% 
increase  in  its  premiums  this  year. 
Average  premium  increases  for  HMOs 
are  ranging  from  5%  to  15%.  ■ 


“Hospital  News”  is  sponsored  by  the  Georgia  Hospital  Association 


137 


APRIL 

6- 8  — Atlanta:  The  Emory 
Symposium  on  Effective 
Utilization  of  Magnetic 
Resonance.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

7- 9  — Atlanta:  New  Trends  in 
Colposcopy.  Category  1 credit 
and  ACOG  Formal  Learning 
Cognates.  Contact  Institute  for 
Cancer  Control,  Northside 
Hospital,  1000  Johnson  Ferry  Rd., 
Atlanta  30342.  404/851-6100. 

14- 17  — Atlanta:  American 
College  of  Preventive  Medicine 
Annual  Meeting.  ACPM,  1015 
15th  St.,  NW,  Suite  403, 
Washington,  D.C.  20005.  PH:  202/ 
789-0003. 

15- 16  — Atlanta:  Georgia 
Chapter,  American  College  of 
Surgeons  Spring  Meeting. 

Contact  Ellis  B.  Keener,  M.D., 
Secy.,  434  Academy  St., 
Gainesville  30501.  PH:  404/532- 
6333. 

18-22  — Atlanta:  Magnetic 
Resonance  Imaging.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

20-22  — Atlanta:  The  Annual 
Renal  Rehabilitation  Issues  in 
Dialysis  and  Transportation. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 

30322.  PH:  404/727-5695. 

22-23  — - Atlanta:  Georgia 
Chapter,  Baptist  Medical  — 
Dental  Fellowship  Annual 
Meeting.  Contact  Teresa  Clark, 
M.D.,  490  Peachtree  St.,  Atlanta 
30308.  PH:  404/688-8960. 

22-24  — Augusta:  The  Specter  of 
AIDS  — a practical  conference 
for  health  professionals. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 


C A L E N D A 


23-27  — Sea  Island:  Masters  in 
Gynecology  and  Obstetrics. 
AMA  Category  1 and  ACOG 
cognate  credits.  Contact  Office  of 
CME,  Emory  Univ.  Sch.  of  Med., 
1440  Clifton  Rd.,  Atlanta  30322. 
PH:  404/727-5695. 

28-29  — Atlanta:  Pharmacology 
for  the  Anesthesiologist. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

30-May  1 — Atlanta:  The  Cardiac 
Patient.  Category  1 credit. 

Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 


MAY 

1- 4  — Sea  Island:  Georgia 
Society  of  Ophthalmology. 

Category  1 credit.  Contact  Ray  M. 
Williams,  GSO,  938  Peachtree  St., 
Atlanta  30309.  PH:  404/876-7535 
or  800/282-0224. 

2- 6  — Atlanta:  Magnetic 
Resonance  Imaging.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

2-7  — Augusta:  Primary  Care 
and  Family  Practice 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

4- 6  — Atlanta:  Selected 
Procedures  for  the  Management 
of  Disorders  of  the  Adult  Foot 
and  Ankle.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

5- 6  — Atlanta:  Psychosocial  and 
Family  Issues  Following 
Traumatic  Brain  Injury.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


5-7  — Hilton  Head  Island,  SC: 
Cementless  Hip  Replacement. 
Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967.  " 

5-8  — Destin,  FL:  Anesthesia  for 
the  Transplant  Patient.  Amer. 
Acad,  of  Anesthesiologists’ 
Assistants  Annual  Meeting; 
Cosponsored  by  Ga.  Socy.  of 
Anesthesiologists.  Category  1 
credit.  Contact  AAAA,  P.O.  Box 
77253,  Atlanta  30357.  PH:  404/ 
727-5910. 

12-15  — Savannah:  Georgia 
Radiological  Society.  Category  1 
credit.  Contact  James  M.  Moffett, 
938  Peachtree  St.,  Atlanta  30309. 
PH:  404/876-7535  or  800/282- 
0224. 

14-15  — Augusta:  Pathology 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 


20-21  — Unicoi  State  Park: 

Georgia  Rheumatism  Society 
Annual  Meeting.  Category  1 
credit.  Contact  Richard  S.  Field, 
M.D.,  3126  Exeter  Rd.,  Augusta 
30909.  PH:  404/733-7848. 


23-26  — Atlanta:  Science  and 
Medicine.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 


23-27  — Atlanta:  Magnetic 
Resonance  Imaging.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


28-29  — Sea  Island:  Georgia 
Neurosurgical  Society.  Category 
1 credit.  Contact  Herman  Flanigin. 
M.D.,  Secy-Treas.,  MCG,  Augusta 
30912.  PH:  404/828-3071. 
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In  the  7 years  since  the  first  cases  of  AIDS  were  identified,  we  have 
seen  the  number  of  cases  increase  to  about  42,000,  with  about 
30,000  deaths  so  far.  These  numbers  quality  AIDS  as  an  epidemic, 
the  consequences  of  which  are  being  addressed  by  medical  sci- 
ence. 

The  Medical  Association  of  Georgia  has  been  involved  in  the 
fight  against  AIDS  in  many  ways.  For  example,  this  is  the  third 
issue  of  the  MAG  Journal  devoted  to  AIDS  since  1984.  The  MAG 
AIDS  Task  Force  recently  issued  a comprehensive  report  on  AIDS 
which  includes  information  on  testing,  demographics,  confiden- 
tiality, and  much  more  (published  in  the  January,  1988,  Journal). 
We  have  initiated  an  education  program  for  both  the  public  and 
physicians  throughout  Georgia,  including  a highly  successful  packet 
of  AIDS  information. 

These  activities,  along  with  working  with  our  State  Legislature 
to  shape  the  best  AIDS  policy  bill,  have  put  MAG  squarely  in  the 
forefront  of  the  ongoing  battle  against  this  dread  disease.  This  issue 
of  the  Journal  has  some  of  the  latest  information  on  the  status  of 
AIDS  in  Georgia.  I hope  you  find  it  informative  and  useful. 


MAG  Involved  in  the 
Fight  Against  AIDS 


Jack  F.  Menendez,  M.D. 
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NEW  MEMBERS 

Cancel,  Angel  R.,  Pediatrics/ 
Anesthesiology  — Bibb  — 777 
Hemlock  St.,  Macon,  31208 

Cockerill,  James  W.,  Psychiatry  — 
Richmond  — 458  Highlands  Ct., 
Martinez,  30907 

Cooney,  Michael,  Orthopaedic 
Surgery  — Bibb  — 671  Hemlock 
St.,  Macon,  31201 

Darville,  Wayne  N.,  Pediatrics  — 
MAA  — 6153  Old  National 
Highway,  P.O.  Box  491145, 
College  Pk.,  30349 

Davidson,  P.  Carl,  Ophthalmology 
— Floyd-Polk-Chattooga  — 1825 
Martha  Berry  Blvd.,  Rome,  30161 

Dopson,  Thomas  L.,  Orthopaedics 
— MAA  — 315  Blvd.  N.E.  Ste. 
312,  Atlanta,  30312 

Dudley,  Carolyn  G.,  Diagnostic 
Radiology  — Muscogge  — 4000 
Pickering  Dr.,  Columbus,  31907 

Goolsby,  Kenneth  E.,  Jr.,  Child, 
Adolescent  & Adult  Psychiatry  — 
Hall  — 304  South  Enota  Dr., 
Gainesville,  30501 

Gunther,  John  S.,  Gastroenterology 
— Richmond  — 1217  West 
Medical  Pk.  Rd.,  Augusta,  30909 

Hedaya,  Ellis  V.,  Neurology  — MAA 
— 25  Prescott  St.,  Atlanta  30365 

Helton,  Timothy,  Family  Practice  — 
MAA — 1121  Johnson  Ferry  Rd., 
Ste.  300,  Marietta  30068 

Holmes,  Gregory  L.,  Pediatric 
Neurology  — Richmond  — VA 
Medical  Center,  Augusta  30910 

Hubert,  Robert  A.,  Internal  Med.  — 
MAA  — 490  Peachtree  St.,  Ste. 
242-B,  Atlanta  30308 
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Huntley,  William  W.,  Neurology  — 
Troup  — 2028  N.W.  36th  Dr., 
Gainesville,  FL  32605 

Jackson,  Edgar  N.,  Obstetrics/ 
Gynecology  — MAA  — 21  Eighth 
St.,  N.E.,  Atlanta  30309 

Jagiella,  Valerie  J., 

Gastroenterology  — Richmond 

— 3924  Old  Trail  Rd.,  Augusta 
30907 

Jamshidi,  Khossrow, 

Otolaryngology  — Clayton- 
Fayette  — Ste.  120,  33  S.W. 

Upper  Riverdale  Rd.,  Riverdale 
30274 

Johnson,  David  E.,  Pediatrics  — 
Dougherty  — 1712  East  Broad 
Ave.,  Albany  31705 

Jones,  Mark  M.,  Plastic  Surgery  — 
MAA  — 424  Webster  St.,  Palo 
Alto,  CA  94301 

Kent,  David  E.,  Dermatology  — 

Bibb  — 330  Hospital  Dr.,  Ste. 

208,  Macon  31213 

Kim,  Joon  Han,  General  Surgery  — 
Bibb  — 800  First  St.,  Ste.  310, 
Macon  31207 

King,  John  W.,  Internal  Med./ 
Pulmonary  Diseases  — Baldwin 

— 811  North  Cobb  St., 
Milledgeville  31061 

Kuchler,  Linton  L.,  Pathology  — 
Hall  — Dept,  of  Pathology, 
Northeast  Georgia  Med.  Center, 
Gainesville  30505 

Lacey,  Dennis  M.,  Neurology  — 
MAA  — 1277  Franklin  Cir. , 

Atlanta  30324 

Mayweather,  William  H., 
Anesthesiology  — Muscogee  — 
The  Medical  Center,  P.O.  Box 


2748,  Columbus  31902 

McClees,  Eric  C.,  Radiology  — 
MAA  — 1984  Peachtree  Rd.,  Ste. 
505,  Atlanta  30309 

Morris,  Elsie  C.,  Allergy  & 
Immunology  — MAA  — 4020 
Emma  Lane,  N.E.,  Atlanta  30342 

Porter,  Cedric  E.,  Family  Practice 
— Emanuel  — Rt.  4,  Box  321 -A, 
Swainsboro  30401 

Powell,  Anita  H.,  Pediatrics  — 
Spalding  — 670  South  Eighth  St. 
Griffin  30223 

Prather,  Stuart  H.,  Ill,  Diagnostic 
Radiology  — Richmond  — 
Medical  College  of  Georgia, 
Augusta  30912 

Rabon,  Sherrill  L.,  Neurology  — 
Richmond  — 3323  Quaker 
Spring  Rd.,  Augusta  30907 

Rampell,  Nancy,  Neurology  — MA/ 
— 3758  Vermont  Rd.,  N.E., 
Atlanta  30319 

Roman,  Stanford  A.,  Jr.,  Internal 
Med.  — MAA  — 720  Westview 
Drive,  S.W.  Atlanta  30310-1495 

Sacks,  Linda,  Neurology  — 
Richmond  — 3323  Quaker 
Springs  Rd.,  Augusta  30907 

Savory,  Carlton  G.,  Orthopaedic 
Surgery  — Muscogee  — 6262 
Hamilton  Rd.,  Columbus  31995 

Schwartz,  Meyer  P.,  Family  Practice 
— Richmond  — 2326-B  Spring 
House  Lane,  Martinez  30907 

Silk,  Howard  J.,  Allergy  & 
Immunology  — MAA  — 6667 
Vernon  Woods  Dr.,  A-30,  Atlanta 
30328 
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imith,  David  G.,  Internal  Med.  — 
Georgia  Medical  — 11700  Mercy 
Blvd.,  5 St.  Josephs  Med.  Office 
Pk.,  Savannah  31499 

Imith,  Robert  W.,  Family  Practice 
— Bibb  — 784  Spring  St.,  Macon 
31201 

iprick,  Gary  L.  — Bibb  — 777 
Hemlock  St.,  Macon  31208 

itraub,  Robert  F.,  Internal  Med.  — 
MAA  — 3085  Colonial  Way, 
Chamblee  30341 

rice,  Andrew  W.,  Otolaryngology 
— Bibb  — 330  Hospital  Dr.,  Ste. 
212,  Macon  31213 

'[rotter,  Lanny  F.,  Obstetrics/ 
Gynecology  — Colquitt  — 315- 
15th  St.,  S.E.,  Moultrie  31768 

/an,  David  A.,  Family  Practice  — 
Spalding  — 107  Graefe  St., 

Griffin  30223 

Walburn,  Jonathan  R.,  Pathology  — 
Muscogee  — Columbus 
Pathology,  P.C.,  P.O.  Box  4176, 
Columbus  31995 

Webster,  Bruce  S.,  Emergency  Med. 
— Bibb  — 1658  Coleman  Ave., 
Macon  31201 

Wood,  Charles  O.,  Neurosurgery  — 
Gwinnett-Forsyth  — 1 00  Medical 
Center  Blvd.,  Ste.  255, 
Lawrenceville  30245-4305 

Workman,  Dennis  C.,  Psychiatry  — 
MAA  — 2150  Peachford  Rd.,  Ste. 
A,  Atlanta  30338 

Zahn,  Priscilla  E.,  Internal  Med.  — 
MAA  — 4885  Franklin  Pond, 
Atlanta  30342 


QUOTES 

Failure  to  accord  credit  to  anyone 
for  what  he  may  have  done  is  a 
great  weakness  in  any  man. 

William  Howard  Taft 

Misfortunes  are  like  knives , that 
either  serve  us  or  cut  us,  as  we 
grasp  them,  by  the  blade  or  by  the 
handle. 

James  Russell  Lowell 

No  one  is  useless  in  this  world 
who  lightens  the  burden  of  it  to 
anyone  else. 

Charles  Dickens 

A wise  man  will  make  tools  of 
what  comes  to  hand. 

Thomas  Fuller 

Victories  that  are  easy  are  cheap. 
Those  only  are  worth  having  which 
come  as  the  result  of  hard  fighting. 
Henry  Ward  Beecher 

The  recipe  for  perpetual  ignorance 
is:  Be  satisfied  with  your  opinions 
and  content  with  your  knowledge. 
Elbert  Hubbard 

The  worst  handicap  is  to  be 
unloved,  the  second  worst 
handicap  is  to  be  unloving. 

Frank  Tyger 

Many  persons  might  have  attained 
to  wisdom  had  they  not  assumed 
they  already  possessed  it. 

Seneca 

A real  friend  is  one  who  walks  in 
when  the  rest  of  the  world  walks 
out. 

Walter  Winchell 


Hemophilia  Hotline 
1-800-562-1800,  Ext.  062 

For  the  first  time  in  the  history  of 
the  treatment  of  hemophilia  in 
Georgia,  there  is  a 24-hour 
statewide  physician-to-physician 
consultation  phone  service.  The 
service  has  been  in  effect  for  about 
one  year  and  is  the  combination  of 
efforts  by  Hemophilia  of  Georgia 
and  six  physicians  in  Atlanta  and 
Augusta  who  have  a special 
interest  in  this  congenital  and 
lifelong  coagulopathy. 

The  need  for  access  to 
emergency  consultation  has  been 
expressed  by  both  physicians  and 
patients  throughout  Georgia.  Most 
of  the  time  patients  with 
Hemophilia  or  others  with  bleeding 
problems  are  able  to  compensate 
and  live  normal  and  full  lives. 
However,  if  an  emergency  or 
accident  arises  it  is  often  not  the 
patient’s  own  physician  who  is 
faced  with  providing  the  treatment. 

Hemophilia  is  not  common. 
There  are  only  approximately  500 
patients  in  Georgia,  and  several 
more  are  added  to  our  population 
as  they  travel  through  or  visit  from 
out  of  town.  The  service  has  been 
designed  to  assist  physicians  in  the 
management  of  patients  with 
hemophilia.  It  is  hoped  that  the 
hotline  will  provide  useful  and 
possibly  lifesaving  information. 


(Reported  by  Beverly  A.  Bell, 
M.D.,  general  practitioner,  Atlanta.) 
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TRIBUTE  TO  DR. 

HERMAN  DELANCY 

On  November  25,  1987,  our 
medical  community,  the  people  of 
Savannah,  and  the  surrounding 
area  lost  a wonderful  friend  and 
capable  colleague,  Dr.  Herman 
Delaney.  His  career  in  Savannah 
spanned  a period  of  31  years.  He 
was  born  in  Cartersville,  Georgia, 
February  14,  1923.  There,  he  spent 
his  formative  years  and  graduated 
from  Cartersville  High  School. 

Dr.  Delaney  did  his 
undergraduate  studies  at  Vanderbilt 
University  and  received  his  M.D. 
degree  in  1946  from  the  Medical 
College  of  Georgia.  He  was  an 
Honoree  of  the  Alpha  Omega 
Alpha  honor  fraternity  in  his  junior 
year.  He  served  his  internship  at 
the  University  Hospital  in  Augusta, 
Georgia,  July  1946  through  June 
1947.  Subsequently,  he  served  in 
the  Medical  Corps  Surgical  Service 
in  the  U.S.  Army  stationed  at  Oliver 
General  Hospital  in  Augusta, 
Georgia,  from  November  1947  to 
September  1949.  It  was  there  that 
he  met  and  married  Audrey 
Campbell,  an  outstanding  Army 
nurse  in  the  Medical  Service. 

After  his  discharge  from  the 
military,  he  continued  his  training 
as  Fellow  in  Surgery  at  Tulane 
University,  New  Orleans,  Louisiana, 
from  July  1950  through  June  1951. 
The  balance  of  his  training  was 
received  at  the  University  of 
Minnesota  as  a Fellow  in  Surgery 
from  July  1951  to  November  1953. 
He  was  a senior  resident  in  Surgery 
from  July  1953  to  November  1953. 
He  served  under  the  tutelage  of  Dr. 
Alton  Oschner  at  Tulane  and  Dr. 
Owen  Wangenstein  at  Minnesota. 
Among  his  colleagues  at  the 
University  of  Minnesota  was  Dr. 
Norman  Shumway,  presently  at 
Stanford  University  a leader  in 
heart  transplant  surgery  in  this 
country.  Dr.  Delaney  earned  his 
Master  of  Science  degree  (Surgery) 
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at  the  University  of  Minnesota 
through  scholarly,  original  research 
in  several  areas:  “The  effect  of 
surgery  on  the  extracellular  water 
and  electrolyte,”  “Surgical 
treatment  of  pulmonary 
tuberculosis,”  “The  evaluation  of 
cortisone,  thromboplastin,  and 
inositol  phosphatide  in  the  therapy 
of  severe  experimental  burns  in 
rats.”  Commencing  his  private 
practice  career  in  Atlanta,  Georgia, 
he  was  persuaded  by  several 
friends  and  colleagues  in  Savannah 
to  move  here.  To  the  great  benefit 
of  this  community,  he  accepted  the 
offer  and  became  a member  of  the 
Georgia  Medical  Society  in  January 
1955.  He  was  a staff  member  of  St. 
Joseph’s  Candler,  Memorial,  Telfair 
and  Georgia  Infirmary. 

After  several  years  of  solo 
practice  he  formed  a partnership 
with  the  late  Randall  Winburn  for 
several  years  and  subsequently  was 
the  senior  partner  of  Paulsen 
Square  Surgical  Associates 
professional  group,  at  that  time  a 
four  physician  surgical  group. 

Dr.  Delaney  was  a physician’s 
surgeon.  He  was  well 
respected  among  his  colleagues, 
many  of  whom  were  his  patients  as 
were  their  families.  He  was  a 
totally  dedicated  physician.  He  was 
not  a member  of  many  important 
civic  groups  or  social  clubs. 
Although  intensely  interested  in 
community  service  and  politics,  he 
reserved  his  time  and  energy  for 
the  care  of  his  patients  and  the 
maintenance  of  standards  in  the 
hospitals  where  he  served  many 
hours  in  staff  and  committee  work. 
As  an  active  participant  in  the 
teaching  program  at  Memorial 
Medical  Center,  he  eagerly  trained 
scores  of  surgical  residents,  many 
of  whom  are  currently  practicing  in 
the  Savannah  area.  In  1987,  he  was 


honored  by  Memorial  Medical 
Center  for  his  outstanding 
contribution  to  that  institution,  and 
I quote  from  the  resolution, 
“Whereas  Dr.  Delaney  is  revered  as 
an  outstanding  surgeon  who  has 
brought  dignity  and  honor  to  his 
profession  and  who  is  held  in  high 
esteem  by  his  associates  and 
friends,  therefore  be  it  resolved  that 
the  members  of  the  Board  of 
Directors,  Memorial  Medical 
Center,  do  express  to  Dr.  Herman 
Delaney  our  sincere  admiration 
and  gratitude  for  his  service  as  a 
member  of  the  Medical  Staff  and 
for  his  unselfish  work  to  further  the 
quality  of  health  care  in  the 
community.” 

His  career  was  cut  short  by  a 
cerebrovascular  accident  at  the  age 
of  62  in  1985  which  permanently 
disabled  him  from  further  work. 
Further  progression  of  his  vascular 
disease  resulted  in  a massive  heart 
attack  which  led  to  his  death  on 
November  25,  1987.  He  is  survived 
by  his  widow,  Audrey,  a son, 
Benjamin,  practicing  law  in  San 
Francisco,  and  a daughter,  Susan, 
with  a prominent  accounting  firm 
in  Atlanta.  He  was  a member  of 
Temple  Mickve  Israel. 

Dr.  Delaney  was  a kind,  gentle, 
caring  surgeon  and  person.  His 
dedication  as  a physician  was 
equalled  only  by  his  devotion  to 
his  family.  His  technical  skills  were 
well  known  throughout  our 
community.  Many  of  Savannah’s 
most  prominent  citizens  were  his 
patients  from  time  to  time.  The 
standards  of  excellence  which  he 
maintained  will  remain  a beacon  to 
others  for  years  to  come. 


( Reported  by  Murray  C.  Arkin, 
M.D.,  Mason  Robertson , M.D.,  and 
Meyer  Schneider,  M.D.,  Georgia 
Medical  Society.) 
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NEXT  PATIENT  ON 
INDERAE  LAID... 


(PROPRANOLOL  HCI) 

LONG  ACTING  CAPSULES  60,  80,  120,  160  mg 


Please  see  brief  summary  of  prescribing  information. 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAlf  LA. 

In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views1  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

inderal  la  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

inderal  la  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 


-ONCE-DAILY  - - 

Inderal  LA 

(PROPRANOLOL  HCI) 

The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information. 


60  mg  80  mg  120  mg  160  mg 
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INDERAL  LA 

(FWRANOLOL  HCII 


LONG  ACTING 
CAPSULES 

60,80,120, 160  mg 


The  one  you  know  best 
keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL  ’ LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  tc  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician’s  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  - PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  in 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten-i 
sive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  anc 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION— Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for1 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  severs 
weeks. 

ANGINA  PECTORIS— Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  me 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE— Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  tc 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  si) 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-1 60  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limitedtc 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 
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<<PVEN  LOVE  CAN  MAKE  YOU  FEEL  THIS  WAY.” 

So  said  Atlanta  artist,  Margo  Owens, 
when  describing  the  intense  pain  and  isolation 
expressed  in  her  painting  that  we  used  on  the 
cover  of  this  month’s  issue.  It  was  that  pain 
and  isolation  which  reminded  us  of  the  ex- 
perience of  so  many  AIDS  patients  — often 
isolated  from  family,  friends,  and  society  be- 
cause of  the  fatal  nature  of  their  disease  and 
the  fear  and  prejudice  associated  with  it.  No 
matter  the  cause  of  the  pain,  the  feelings  are 
shared  by  all  human  beings,  and  Ms.  Owens 
has  captured  those  feelings  in  her  painting. 


About  the  Cover  Artist: 


Margo  Owens 


Born  in  Atlanta,  Ms.  Owens  attended  The 
Lovett  School  and  graduated  from  Florida 
State  University  in  1985  with  a degree  in  art. 
Her  work  frequently  incorporates  competing 
color  combinations,  thereby  producing  de- 
sired levels  of  tension  and  contrast  within  each 
piece.  Her  art  illustrates  an  optimistic  visual 
effect  as  it  draws  the  viewer  into  the  image 
through  vivid  colors  and  pleasing  images.  Upon 
closer  inspection,  however,  the  underlying  in- 
tense subject  matter  of  her  work  is  revealed. 
As  such,  she  captures  and  then  enlightens  her 
viewer  by  depicting  serious  themes  in  a pos- 
itive manner. 

Ms.  Owens’  paintings  have  been  purchased 
by  many  prominent  people  in  Atlanta  and 
Georgia  and  neighboring  states.  She  currently 
works  at  Tula  Showrooms  and  Studios,  located 
at  75  Bennett  St.,  Atlanta  30309. 

JURIED  EXHIBITIONS  AND  AWARDS 

City  Hall,  Tallahassee,  Florida  1985 
Florida  State  University  Gallery,  Tallahassee, 
Florida  1985 

Palm  Coast  Art  Festival  1985  — Judge’s  Choice 
Award 

Mardi  Gras  1987,  Atlanta,  Georgia  — Judge’s 
Choice  Award 

Jubilee  1987,  Atlanta,  Georgia 
Decatur  Artsfest  1987,  Decatur,  Georgia 
Album  Cover  — “Until  Forever,”  1987 
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EDITOR'S  CORNER 


On  Loneliness 


Roy  was  dying.  I knew  that  and 
just  as  surely  his  wife  knew 
it.  Too  long  ago  to  remember,  she 
had  stopped  her  schooling,  but  "not 
her  learning,  to  work  at  the 
chicken  processing  plant.  The 
cancer  had  bested  her  husband 
and  as  the  going  got  tougher,  and 
more  lonely,  she  called  late  one 
night,  as  I had  said  she  might. 

“He’s  been  agurglin’  in  his 
throat,  kinda  like  water  in  his 
throat.  I thought  he  was  adyin’. 

He’s  cold,  he  don’t  seem  to  want 
to  talk  to  me.  1 thought  he  was 
agoin’.  He  acts  like  he’s  in  pain,  I 
don’t  know  if  he  is  or  not.  Me  and 
the  grandson  turned  him  over  and 
give  him  the  medicine,  but  he 
choked  and  gurgled.  He’s  not  ravin’ 
as  much  as  this  morning.  I never 
seen  nobody  go  — I thought  I 
oughta  call  you  like  you  said  to.” 
There  is  a loneliness  in  death. 
There  is  a helplessness  and  a 
loneliness  when  AIDS  enters  one’s 
life.  We  looked  upon  it  not  so  long 
ago  as  someone  else’s  problem. 
“Not  me.  I’m  straight.  Too  bad 
about  John.  I knew  he  was  queer 
all  along”  — so  we  said  to 
ourselves.  And  then  into  the  safety 
of  the  sanctuary  it  came.  Blood 
transfusions,  needle  sticks, 
goodness  gracious,  “safe  sex”  — 
all  of  these  loomed  menacingly 
and  unpredictably  upon  our  own 
doorsteps.  And  so  it  was  that  we 
all  came  to  understand  the  fear, 
the  uncertainty,  the  horror,  the 
intense  loneliness  of  AIDS. 

Perhaps  it  is  not  too  bad,  the 
simple  act  of  dying,  for  it 
comes  to  us  all,  but  rather  the 
isolation,  the  stigma  and  then  the 


death,  awash  with  insinuations  — 
these  are  the  devastating 
consequences  of  AIDS.  But  beyond 
and  above  them  all  comes  the 
loneliness.  It  torments,  it 
discourages,  it  heralds  death  itself. 
Our  beautiful  cover  painting 
poignantly  communicates  these 
feelings. 

Where  does  one  turn?  The 
treatment  at  present  seems  only 
unpredictably  effective,  or  too 
costly,  or  not  available  at  all. 
Where,  then,  is  the  help  for  those 
we  first  want  to  shun? 

Idid  little  that  night  at  Roy’s 
house,  just  sat  in  a wicker  chair 
at  the  bedside,  held  a hand,  put  an 
arm  around  a shoulder.  Nothing 
medical,  no  science  at  all.  Perhaps 
I was  a counselor.  Beyond  that, 
nothing  more  than  comforting 
company. 

And  that  is  what  the  AIDS 

patient  needs.  Understanding 
that  we  too  are  at  risk  to  one 
degree  or  another.  Reassurance 
that  death  holds  no  threat  that 
together  we  cannot  conquer. 
Comfort  that  loneliness  can  be 
overcome  by  intelligent  and  caring 
and  informed  friends.  The 
virologists,  the  epidemiologists,  the 
clinicians  are  hard  at  work. 
Somewhere,  sometime,  somehow 
they  will  find  the  answer.  Until  that 
time  comes,  however,  we 
desperately  need  to  pursue,  to 
organize  the  counseling  and  the 
caring.  We  need  to  counteract  the 
loneliness.  It  could  be  that  most  of 
us  are  “safe”  and  yet  out  of  the 
quietness  of  our  uncertainty  comes 
the  haunting  thought  that,  “there 
but  for  the  grace  of  God  go  I.”  ■ 

Charles  R.  Underwood,  M.D. 
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This  Journal  recently  ran  an  ad 
for  an  Atlanta  abortion  clinic 
which,  in  our  opinion , was 
properly  licensed  and  staffed.  That 
action  generated  criticism  from  one 
of  our  members,  an  explanatory 
letter  from  the  Editor  to  that 
member,  and  a final 
communication  from  that  member 
concerning  the  matter.  The 
abortion  debate  continues  to  rage 
at  every  level  of  society,  be  it 
theological,  political  or  medical. 

We  are  publishing  these 
communications  not  only  to  inform 
you  of  some  of  the  business 
aspects  of  your  publication  but 
also,  more  importantly,  because 
they  thoughtfully  express  the 
feelings  of  peer  individuals 
concerning  an  issue  that  will  be 
before  all  of  us  throughout  our 
lifetime.  CRU. 

Dear  Dr.  Hannay: 

I appreciate  your  recent  letter 
concerning  the  recent  ad  placed  in 
the  Journal  of  the  M.A.G.  by  the 
Midtown  Hospital  and  relating  to 
the  availability  of  that  institution  for 
the  performance  of  abortions.  All 
too  often  I hear  complaints  about 
what  we  are  trying  to  do  at  the 
M.A.G.  but  without  any  effort 
having  been  expended  on  the  part 
of  the  complainant  to  let  us  know 
how  things  can  be  bettered. 

I looked  into  the  matter  of  this 
ad  in  the  Journal  and  can  only  tell 
you  that  the  Midtown  Hospital  is  a 
qualified  and  certified  institution. 
They  tend  to  focus  on  abortions,  of 
course,  and  yet  we  have  through 
the  years  accepted  advertisements 
from  numerous  hospitals 
throughout  the  state  who  also  are 
engaged  in  the  performance  of 
abortions  although  not  exclusively 
so.  1 certainly  have  my  own 
feelings  and  concerns  over  the 
abortion  issue  and  yet  have  never 
felt  that  it  was  within  my 
prerogative  to  extend  or  enforce 
those  personally  held  convictions 
to  other  people.  In  that  context  and 


LETTER, 


simply  from  the  standpoint  of 
fairness  and  equality  for  everyone,  I 
have  found  it  difficult  to  reject 
advertisements  from  a source  that 
seems  to  be  reputable  and  which 
impacts  the  physicians  in  the  state. 

I am  not  trying  to  justify  this  ad, 
please  realize  that,  but  simply 
trying  to  explain  my  position  in  the 
matter. 

And  then  concerning  your 
membership  in  the  M.A.G.,  you 
must  not  take  this  one  issue  and 
give  it  such  importance  that  you 
withdraw  from  the  organization. 
There  are  a thousand  other  efforts 
underway  by  the  Medical 
Association  of  Georgia  that 
favorably  impact  your  life  and  mine 
and  which  it  seems  to  me  would 
be  a bit  foolish  for  any  of  us  to 
throw  away. 

Again,  my  thanks  for  your 
interest  in  the  Journal,  and  please 
let  me  hear  from  you  again  in  the 
future  should  you  be  willing  to 
help  us  make  this  a better  medical 
journal. 

Sincerely, 

Charles  R.  Underwood,  M.D. 

Editor 


Dear  Editor, 

I appreciate  your  response  to  my 
letter  and  I,  too,  also  agree  that  it 
is  not  my  prerogative  to  extend  or 
enforce  my  personal  convictions  to 
others.  But  as  a physician  and  a 
patient  advocate  I would  ask  who 
speaks  up  for  the  33,000  children 
that  were  aborted  in  the  State  of 
Georgia,  not  to  mention  the  500 
third  trimester  abortions.  (These 
numbers  are  based  on  the 
information  obtained  from  the 
Georgia  Department  of  Human 
Resources  in  1986.)  There  are 
many  grey  areas  in  the  field  of 
medicine  for  which  1 believe  lively 
discussion  can  be  had  and  for 
which  I would  never  withdraw  from 
the  Medical  Association  of  Georgia. 
I always  have  felt  it  is  better  to 


work  within  an  organization  for 
change  than  from  the  outside  on 
these  matters  that  are  grey  in  their 
ethical  considerations.  I cannot, 
however,  support  an  organization 
which  either  actively  or  passively 
promotes  the  death  of  over  33,000 
infants,  which  incidently  is  almost 
the  entire  population  of  the  City  of 
Rome  where  I live. 

Furthermore,  just  because 
something  is  legal  does  not  make 
it  morally  right,  and  there  are  some 
things  that  are  so  important  that  we 
must  take  a stand  for  them, 
irregardless  of  how  popular  it  may 
be.  As  professionals,  our  standards 
should  be  much  higher  than  just 
what  is  “reputable  and  what  is 
legal.”  Does  it  not  seem  odd  to  you 
that  a baby  born,  for  example,  at 
26  weeks  can  in  one  area  of  the 
hospital  be  aborted  while  in 
another  area  of  the  same  hospital  a 
similar  aged  baby  is  aggressively 
cared  for  in  the  neonatal  ICU  at 
over  a $1,000  a day  expense.  What, 
I would  ask  you,  is  the  difference 
in  the  value  of  a human  life  that 
makes  the  latter  of  these  infants  so 
much  more  precious  and  valuable? 
It  would  seem  that  it  is  only  the 
whim  of  the  mother,  and  yet  we 
know  there  are  hundreds,  if  not 
thousands  of  couples  throughout 
the  State  of  Georgia  who  would 
love  and  gladly  give  love  to  both  of 
these  children  irregardless  of  the 
feelings  that  the  natural  mother 
had  for  them.  I,  too,  can  remember 
a time  in  my  medical  career  when  1 
had  somewhat  ambivalent  feelings 
toward  abortions  but  the  more  I 
become  informed  the  less  possible 
it  is  for  me  to  stand  idly  by.  It  is 
hard  to  be  a member  of  an 
organization  which  does  not  have  a 
firm  stand  one  way  or  the  other  but 
rather  chooses  to  straddle  the 
fence  and  seek  middle  ground. 
Thank  you, 

Keith  E.  Hannay,  M.D 
Associate  Director 
Floyd  Medical  Center 
Rome 
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BOOK  REVIEWS 


THE  WIDOW’S  MITE  AND 
OTHER  STORIES 

The  Widow’s  Mite  and  Other  Sto- 
ries, by  Ferrol  Sams,  218  pp,  At- 
lanta, Georgia,  Peachtree  Publish- 
ers, Ltd.  1987. 

Dr.  Sams,  a family  practitioner 
from  Fayetteville,  has  made 
Georgia  doctors  proud  again  that 
he  is  a professional  colleague.  Run 
with  the  Horsemen  and  The  Whis- 
per of  the  River  established  Dr. 
Sams  as  a storyteller  with  special 
gifts.  He  has  shared  those  gifts 
again  in  his  latest  book,  The  Wid- 
ow’s Mite  and  Other  Stories,  which 
is  a compilation  of  short  stories. 
It  will  make  you  laugh  (more  than 
once),  rejoice,  feel  sad,  and  mar- 
vel at  how  these  little  stories  can 
take  you  on  such  a trip. 

You  will  meet  a varied  array  of 
people.  There  is  the  widow  crea- 
tively calculating  her  tithe,  friends 
trying  to  short-cut  a con-artist,  a 
Christian  lady  struggling  to  judge 
not.  I left  the  book  wanting  to  meet 
Dr.  Joseph  Saba  of  Emory  and  to 
refer  patients  to  him.  You  should 
meet  them  all  and  form  your  opin- 
ions. 

Some  very  important  medical 
issues  make  their  way  into  these 
stories.  The  widow’s  reflections  on 
psychiatry  may  deserve  a panel  at 
our  annual  meeting.  Gonorrhea, 
alcoholism,  chronic  disease,  vas- 
ectomy, and  obscene  phone  calls 
influence  the  people  of  the  sto- 
ries. Even  facts  of  the  malpractice 
and  euthanasia  issues  are  evi- 
dent. 

“Porphyria’s  Lover”  translates 
narcissism  through  the  tragedy  of 
AIDS.  The  story  closes  with  verse 
from  Robert  Browning’s  poem  by 
the  same  name.  (Browning’s  Por- 
phyria’s Lover  is  one  of  a pair  of 
monologues  originally  published 
under  the  title  Madhouse  Cells,  a 
title  that  emphasized  the  abnor- 
mal state  of  mind  of  the  speaker.) 

Read  these  short  stories  by 
Georgia’s  storytelling  doctor.  ■ 


NEUROSURGICAL 
CRITICAL  CARE 

Neurosurgical  Critical  Care,  ed- 
ited by  Fremont  P.  Wirth  and  Rob- 
ert A.  Ratcheson,  with  associate 
editors  Robert  L.  Grubb,  Jr.,  Julian 
T.  Hoff,  and  Martin  H.  Weiss,  vol- 
ume 1,  253  pp.  with  Ulus.,  Wil- 
liams and  Wilkins,  Baltimore, 
Maryland,  1987. 

Fremont  P.  Wirth  serves  as  one 
of  the  editors  of  Neurosurgical 
Critical  Care.  He  is  Director  of  the 
Neurosurgical  and  Neurological 
Intensive  Care  Unit  at  St.  Joseph’s 
Hospital  in  Savannah.  He  and  his 
editor  colleagues  have  assembled 
contributions  from  experts  in 
many  areas  of  neurosurgical  crit- 
ical care.  Other  Georgia  contrib- 
utors are  Dr.  Daniel  L.  Barrow  of 
Emory  University  Medical  School, 
Debra  Tillman,  R.N.  of  St.  Jo- 
seph’s Hospital  in  Atlanta,  Dr. 
George  T.  Tindall  of  Emory,  and 
Patricia  Valenzans,  R.N.,  also  of 
St.  Joseph’s. 

This  work  is  sponsored  by  the 
Congress  of  Neurological  Sur- 
geons which,  since  its  formation 
in  the  early  1950s,  has  promoted 
continuing  education  for  its  mem- 
bers. Clinical  Neurosurgery,  an 
annual  volume,  first  appeared  in 
1953.  In  1977,  the  Congress  began 
publishing  a monthly  journal  en- 
titled, Neurosurgery,  which  is  rec- 
ognized as  a quality  addition  to 
the  neurosurgical  literature. 

Neurosurgical  Critical  Care  is 
the  first  volume  of  a new  publi- 
cation series  entitled,  Concepts  in 
Neurosurgery.  As  with  Neurosurg- 
ical Critical  Care,  future  mono- 
graphs will  cover  areas  intensively 
and  will  relate  basic  science 
knowledge  and  theory  to  practical 
neurosurgical  issues. 

Neurosurgical  Critical  Care  is  an 
impressive  beginning  to  this  new 
educational  effort  of  the  Congress 
of  Neurological  Surgeons. 


DOUGLAS  SKELTON,  M.D. 


COME  RUN  WITH  ME 

Come  Run  with  Me  by  Rose  Ann 
Rigby  Weaver,  M.D.,  47  pp,  with 
illus,  Vantage  Press,  Inc.  1987. 

Dr.  Weaver  lives  and  practices 
internal  medicine  in  Madi- 
son, Georgia.  She  coordinates  a 
community  wellness  program  in 
Madison  and  her  enthusiasm  for 
both  fitness  and  Madison  are  ob- 
vious in  her  book. 

Her  personal  fitness  trail  winds 
by  the  beautiful  antebellum  homes 
in  Madison.  The  homes  are  so 
much  prettier  than  the  black  and 
white  pictures  but,  having  seen 
many  of  them,  I enjoyed  the  short 
notes  on  past  and  present  own- 
ership. Maybe  I will  drive  over 
there  some  day  for  a jog. 

The  fitness  advice  should  be 
known  to  all  of  us  doctors.  The 
“Eat  no  sugar”  part  seems  a little 
excessive  to  me,  especially  when 
you  are  urged  to  share  with  a friend 
if  temptation  overwhelms. 

Dr.  Weaver  thinks  about  the  fu- 
ture as  she  runs.  She  thinks  about 
some  interesting  things:  govern- 
ment fitness  tests  for  everyone, 
additional  taxes  if  we  fail  the  test 
or  if  we  are  overweight,  smoke 
cigarettes,  or  drink  alcohol  exces- 
sively! I began  to  wonder  how 
much  extra  pounds  would  cost  or 
how  the  government  would  de- 
cide if  I drank  excessively.  That 
could  present  a few  problems,  but 
Dr.  Weaver  is  correct  — we  should 
be  more  serious  about  fitness. 
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The  World's 
Most  Popular  K 


potassium  chloride 
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slow-release  tablets 

8mEq(600mg) 

; : • ..  . a ...  . 

s dependability  in  almost  any  language 


* Based  on  worldwide  sales  data  on  file.  CIBA  Pharmaceutical  Company 
Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  Canhot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 
with  slow  release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 


© 1988.  CIBA. 


The  World’s 
Most  Popular  K 

For  good  reasons 


□ It  works— a 12 -year  record  of  efficacy1 

□ It’s  safe— unsurpassed  by  any  other  KCI  tablet  or  capsule2* 

□ It’S  acceptable  VS  liquids-greater  payability  fewer  GI  complaints, 
lower  incidence  of  nausea2 

□ It’S  comparable  to  10  mEq-in  low-dosage  supplementation31 

□ If  S economical-less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient 1 

Slow-K 

potassium  chloride 
slow-release  tablets  s mEq  (6oo  mS) 

For  patients  who  can't  or  won  t tolerate  liquid  KCI. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic -treated  hypertensives  (n  - 20)  over  8 weeks. 

C I B A 


References:  1.  Data  on  file,  CIBA  Pharmaceutical  Company.  2.  Skoutakis 
VA,  Acchiardo  SR.  Woiciechowski  NJ,  et  al:  Liquid  and  solid  potassium 
chloride:  Bioavailability  and  safety.  Pharmacotherapy  1980;4(6):392-397 
3.  Skoutakis  VA.  Carter  CA,  Acchiardo  SR:  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics  Drug  Intel I Clin  Pharm 
1987;21:436-440. 


Slow-K® 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis;  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium is  inadequate  in  the  following  conditions:  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure:  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy;  and  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  oatients  have 
a normal  dietary  pattern.  Serum  potassium  should  be  checked  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated. 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration , extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e  g.,  spironolactone,  triamterene)  (see  OVERDOSAGE) 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation.  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

&atients  with  esophageal  compression  due  to  an  enlarged  left  atrium. 
/ARNINGS 

Hyperkalemia  (See  OVERDOSAGE). 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic 
The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment. 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia. 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation.  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States.  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years.  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate. 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in-mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Information  for  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following: 
to  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
astrointestinal  bleeding  is  noticed. 

aboratory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram. and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity.  Slow-K  should  be 
given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  L It  is  not 
known  if  Slow-K  has  an  effect  on  this  content.  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE).  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction , bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS); other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose 
Skin  rash  has  been  reported  rarely 
0VERD0SAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  is  important  to  recognize  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6. 5-8.0  mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L) 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  ol  potassium- 
sparing diuretics;  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1 ,000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  ootassium  depletion.  Large  numbers  of 
tablets  should  be  given  in  divided  doses. 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked. 

HOW  SUPPLIED 

Tablets  — 600  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100  NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack  — One  Unit 

12  Bottles- 100  tablets  each NDC  0083-0165-65 

Accu-Pak1^  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10)  NDC  0083-0165-32 

Do  not  store  above  86°F  (30°C).  Protect  from  moisture.  Protect  from  light. 

Dispense  in  tight,  light-resistant  container  (USP), 


Dist.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev  8/87) 
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EDITORIAL 


About  Our  House . . . 


The  House  of  Delegates  is 
MAG’s  legislative  body, 
responsible  for  setting  policy  for 
our  Association  in  the  coming  year. 

The  House  is  a democratic 
institution.  All  county  medical 
societies  in  Georgia  — MAG  has  68 
— are  entitled  to  representation  in 
our  House,  with  at  least  one 
delegate  per  society,  no  matter 
how  small.  Larger  societies,  of 
course,  have  a greater  voice  in  the 
House;  our  MAG  Bylaws  grant  1 
delegate  for  every  25  active 
members.  As  a result,  our  133rd 
annual  House  next  month  will  have 
273  delegates’  seats. 

The  House  has  two  main  jobs: 

(1)  to  elect  the  Association’s 
officers  for  the  coming  year;  and 
(2)  to  debate  and  vote  on  the 
various  resolutions  and 
recommendations  submitted  to  it. 
MAG  officers  and  committees  and 
all  county  societies  (either  through 
their  officers  or  House  delegates) 
may  submit  resolutions  and 
recommendations. 

Each  year,  the  House  of 

Delegates  considers  some  30 
or  40  such  items  of  business.  To 
expedite  matters,  each  resolution 
or  recommendation  is  assigned  by 
the  House  Speaker  to  a 
REFERENCE  COMMITTEE, 


composed  of  eight  to  ten 
delegates.  During  the  House, 
Reference  Committees  hold 
hearings  so  that  any  member  of 
MAG  (delegate  or  not)  may  express 
his  or  her  opinion  on  the  matter 
under  discussion.  After  testimony 
is  heard,  each  Reference 
Committee  evaluates  points  made 
and  drafts  a report  to  the  House, 
recommending  courses  of  action 
on  specific  issues.  On  its  final  day 
in  session,  the  House  then 
discusses  all  Reference  Committee 
reports  and  votes  on  the  issues.  In 
so  doing,  it  sets  MAG’s  policy  for 
the  coming  year. 

Our  House  of  Delegates  is 
therefore  a mix  of  representative 
democracy  (through  county  society 
delegates)  and  of  direct  democracy 
(through  members’  rights  to  speak 
at  Reference  Committees).  But  as 
with  all  democratic  bodies,  our 
House  depends  on  the  individual 
expression  of  opinion. 

Do  you  have  thoughts  or 
concerns  about  medicine  in 
Georgia,  about  our  profession,  or 
about  our  Medical  Association? 

The  MAG  House  of  Delegates  exists 
to  give  you  a means  to  voice  those 
ideas.  Let  us  know  your  views  and 
how  we  can  help  you  express  them 
by  calling  our  staff  at  MAG 
headquarters  today. 

James  A.  Kaufmann,  M.D. 

Speaker 

Jack  A.  Raines,  M.D. 

Vice-Speaker 
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Georgia 


Legislative 


Update 


Many  AIDS  bills  were  intro- 
duced in  last  year’s  ses- 
sion of  the  Georgia  General  As- 
sembly. One  of  these,  HB  107, 
almost  passed  with  language  that 
was  of  concern  to  the  legislative 
leadership  as  well  as  to  the  Gov- 
ernor. After  the  1987  session  was 
over,  the  House  leadership  de- 
cided that  in  1 988  they  would  allow 
only  one  AIDS  bill  to  pass  and  that 
it  would  be  an  all  inclusive  one. 
Representative  George  Hooks, 
Chairman  of  the  General  Health 
Subcommittee  of  the  House  Health 
and  Ecology  Committee,  was  given 
the  responsibility  for  drafting  the 
“Omnibus  AIDS  Bill.”  The  Gov- 
ernor made  the  Omnibus  AIDS  Bill 
part  of  his  legislative  package.  The 
Lt.  Governor  and  Senator  Pierre 
Howard,  Chairman  of  the  Senate 
Human  Resources  Committee, 
also  lent  their  support  to  the  effort. 
It  has  passed  the  House  at  the  time 
of  this  writing  and  is  in  the  Senate 
Human  Resources  Committee. 

The  Bill  contains  numerous 
medical  provisions  designed  to 
help  in  the  fight  against  this  dis- 
ease. One  of  the  most  important 
sections  affecting  the  medical 
community  is  that  which  deals 
with  the  confidentiality  of  infor- 
mation about  a person  who  either 
has  or  has  been  tested  for  HIV. 
The  Bill  allows  AIDS-confidential 
information  to  be  disclosed  as  is 
other  medical  information  today. 


It  allows  the  information  to  be 
shared  between  health  providers 
when  it  would  help  either  the  pa- 
tient, the  provider,  or  another  per- 
son at  risk  of  contracting  the  virus. 
A physician  may  — but  is  not  re- 
quired — to  disclose  to  the  spouse 
or  sexual  partner  that  the  patient 
has  HIV  when  the  physician  de- 
termines that  the  person  or  child 
of  the  person  may  be  at  risk  of 
being  infecting  with  HIV.  This  in- 
formation may  also  be  reported  to 
the  Department  of  Human  Re- 
sources, which  may  contact  the 
person  determined  to  be  infected 
with  HIV  or  may  do  contact  trac- 
ing, but  in  certain  cases  must  con- 
tact the  spouse. 

The  bill  does  not  require  man- 
datory reporting  of  confirmed 
positive  HIV  tests  by  name  to  DHR, 
but  does  allow  the  Department, 
when  it  determines  it  is  reason- 
ably necessary,  to  establish  by 
regulation  that  such  reporting  shall 
be  required.  However,  anyone  or- 
dering an  HIV  test  shall  report  any 
confirmed  positive  results  to  the 
Department,  but  only  by  age,  sex, 
race,  and  county  of  residence.  No 
reporting  of  results  at  an  anony- 
mous HIV  test  site  is  allowed. 

There  is  mandatory  HIV  testing 
for  several  high  risk  groups:  those 
who  are  convicted  or  plead  guilty 
or  nolo  contendere  to  any  AIDS- 
transmitting  crime,  inmates  in  the 
state  prison  system,  delinquent  or 


unruly  children  committed  to  a 
state  detention  facility  (with  phy- 
sician determination  that  the  child 
or  others  may  be  at  risk),  and 
(when  requested  by  the  State 
Board  of  Pardons  and  Parole) 
those  eligible  for  parole.  In  addi- 
tion, testing  will  be  mandatory 
when  a physician  at  a state  health 
institution  determines  that  the  pa- 
tient may  engage  in  behavior  that 
may  either  put  that  person  or  an- 
other person  at  risk  of  becoming 
infected  with  the  virus.  This  would 
include  people  in  any  state  mental 
health,  mental  retardation,  or  sub- 
stance abuse  facility. 

Testing  is  not  required  for  those 
applying  for  marriage  licen- 
ses. Those  applying  will  be  given 
a brochure  produced  by  the  De- 
partment of  Human  Resources 
which  describes  “AIDS,  HIV,  and 
the  dangers,  risks  groups,  risks 
behavior,  and  preventive  meas- 
ures relating  thereto,”  along  with 
a listing  of  sites  where  free  anon- 
ymous tests  are  conducted.  Both 
of  the  prospective  spouses  will  be 
required  to  sign  a form  that  they 
have  received  the  brochure. 

Unfortunately,  the  most  publi- 
cized sections  of  the  bill  are  the 
ones  that  create  the  criminal  acts 
of  AIDS  battery  and  aggravated 
AIDS  battery  and  the  provisions 
establishing  limited  mandatory 
testing.  AIDS  battery  exists  when 
a person,  “after  obtaining  knowl- 
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Myths 

°rPacts? 

• Even  moderate 
social  drinkers  may 
risk  liver  damage. 

• Women  are  more 
likely  to  suffer  liver 
damage  from 
alcohol  than  men. 

• Most  victims  of  liver 
disease  are  not 
alcoholics. 


All  three  statements 
are  true. 

How  many  did  you 
get  right? 


Many  people  are 
confused  about  the 
effects  of  alcohol  on  the 
liver— and  what  you 
don 't  know  can  hurt 
you. 


A pamphlet  on  myths 
and  facts  tells  what  you 
can  do  to  protect 
yourself  and  your  loved 
ones.  For  your  free  copy, 
send  a stamped 
self-addressed  business 
envelope  to: 


American  Liver 
Foundation 
Box  AL 

Cedar  Grove, 

N.J.  07009 


edge  of  being  infected  with  HIV,” 
engages  in  an  activity  with  an- 
other that  might  put  the  other  per- 
son at  risk  of  being  infected  with 
HIV,  such  as  sexual  intercourse, 
sharing  needles,  etc.  Aggravated 
AIDS  battery,  which  may  be  pun- 
ishable by  at  least  20  years  in 
prison,  occurs  when  these  same 
activities  are  conducted  using 
force,  such  as  rape.  The  purpose 
of  the  criminal  section  is  to  deter 
people  from  intentionally  infect- 
ing other  people.  There  is  a par- 
allel civil  section  of  the  bill  that 
makes  the  activity  a tort,  and  the 
perpetrator  liable  to  the  victim  for 
damages. 

These  are  the  major  provisions 
of  the  “Omnibus  AIDS  Bill.”  It  has 
numerous  technical  provisions 
covering  court  access  to  records, 
clinical  laboratories,  and  the  pro- 
tection of  body  parts  and  blood 


supply.  Education  is  called  the 
“key  component”  in  the  fight 
against  AIDS  but  is  not  addressed 
in  this  bill.  It  is  considered  by  those 
who  have  worked  on  it  a tool  in 
the  war  against  AIDS,  not  the  final 
solution. 

In  a recent  letter  to  the  editor  of 
the  Atlanta  Constitution  about 
the  House  version  of  the  proposed 
legislation,  MAG  President  Jack 
Menendez  stated: 

“The  Medical  Association  of 
Georgia  has  endorsed  this  bill 
as  being  sound  and  reasonable. 
It  is  neither  perfect  nor  is  it  an 
extremist  bill  on  either  side.  It 
recognizes  the  plight  of  the  vic- 
tims and  attempts  to  protect 
their  rights,  but  it  also  recog- 
nizes the  rights  of  those  who  do 
not  have  AIDS  and  attempts  to 
protect  them  from  getting  it.” 


ITS  WHAT  SMOKING  DOES  TO  YOUR  LOOKS 

THAT  KILLS  ME 


“I  don't  even  like  to  be  in 
a room  with  people  who 
are  smoking.  Especially 
after  I've  just  washed 
my  hair.  Or  bothered 
to  get  all  dressed  up.” 


"Besides,  1 think 
smoking  ruins  your 
image.  It's  almost 
like  wearing  a sign 
that  says  you 
’t  feel  secure 
enough  to  go 
without 
cigarettes.” 
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MR  UPDATE— 

MRI  is  Rapidly  Replacing  CT  & Myelography 
For  Evaluation  of  HNP 


LUMBAR  SPINE 

HISTORY:  This  38-year-old  male  complained  of 
recent  onset  of  low  back  pain  radiating  to  left  lower 
extremity. 


SCAN:  This  midline  sagittal  image  demonstrates  the 
high  intensity  (white)  discs  lying  between  the  vertebral 
bodies.  The  L4-5  disc  is  herniated  posteriorly  with  a 
“mushroom  configuration”  (long  arrow).  CSF  in  the  spinal 
canal  is  gray  (short  arrow),  and  this  CSF  column  is  in- 
dented by  the  herniated  disc  material  at  the  L4-5  level  (long 
arrow).  Axial  images  at  the  other  levels  demonstrated  that 
the  high  intensity  disc  material  is  contained,  and  disc 
herniation  can  be  confidently  excluded  at  all  the  other  levels. 


MRI  HIGHLIGHTS:  Lumbar  and  cervical  coil  MRI  is  rapidly  replacing  myelography  and  computerized 
tomography  for  initial  evaluation  of  suspected  disc  herniation  and  suspected  spinal  stenosis.  Standard  MR  examina- 
tion shows  the  entire  lumbar  or  cervical  spine,  the  spinal  canal  and  the  paraspinal  region.  Causes  of  low  back  or  neck 
pain  and  sciatica  are  well  demonstrated  without  injection  of  contrast  material  and  without  ionizing  radiation.  The 
bony  structures  are  well  shown,  and  destructive  bony  lesions  and  extraosseous  extension  of  bony  lesions  are  routinely 
demonstrated  on  MRI.  Intraspinal  neoplasms  are  also  confidently  detectable. 


ATLANTA 

MAGNETIC 

IMAGING 

800  Douglas  Road 
Atlanta,  Georgia  30342 

(404)  256-9296 


ATLANTA 
MAGNETIC 
IMAGING— SOUTH 

276  Medical  Way 
Riverdale,  Georgia  30274 

(404)  997-9313 


ATHENS 
MAGNETIC 
IMAGING,  LTD. 

2090-B  Prince  Avenue 
Athens,  Georgia  30306 

(404)  353-3873 


AMI,  AMIS,  and  ATMI  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  slices  as  thin  as 
1mm,  high  resolution  head  and  body  coils,  state  of  the  art  surface  coils,  completely  variable  field  of  view  in  data 
collection,  cardiac  and  respiratory  gating  with  real  time  monitoring,  and  multi-axis  oblique  imaging. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 
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AIDS 

EPIDEMIOLOGY  AND  FUTURE 
PROJECTIONS  IN  GEORGIA 

R.  Keith  Sikes,  D.V.M.,  Joseph  A.  Wilber,  M.D. 

Brian  Williams,  M.D.,  Tom  McKinley,  M.P.H. 


The  Acquired  Immunodefi- 
ciency Syndrome  (AIDS)  epi- 
demic continues  to  escalate  in 
Georgia  not  only  in  the  Atlanta  area 
but  also  throughout  the  state.  This 
article  will  add  to  the  one  pre- 
sented last  year  in  the  JMAG, 1 fur- 
ther describing  the  epidemic  and 
providing  some  projections  on 
which  to  base  the  medical  and 
public  health  activities  for  future 
planning. 

The  Epidemic 

As  of  January  1,  1988,  Georgia 
had  recorded  1,137  cases  of  AIDS, 
with  635  deaths  (Figure  1),  re- 
sulting in  a 6-year  mortality  of  56%. 
Although  837  (74%)  of  the  cases 
occurred  in  the  Atlanta  area,  all 
other  Georgia  Department  of  Hu- 
man Resources  (DHR)  health  dis- 
tricts reported  cases  — from  16  in 
the  northeast  (Gainesville)  district 
to  78  in  the  southeast  (Savannah, 
Waycross,  Brunswick)  district 
(Figure  2). 

Of  the  1,137  cases,  1,118  (98%) 
were  in  adults  and  adolescents, 
while  19  (2%)  were  in  pediatric 


patients  (<  13  years  of  age)  (Table 
1).  Males  accounted  for  1,071 
(94%)  of  the  cases  among  adults, 
females  for  66  (6%).  Among  the 
19  pediatric  cases,  14  (74%)  were 
in  children  whose  mothers  were 
high  risk,  i.e.  either  AIDS  positive 
or  IV  drug  abusers. 

Transmission  (Risk)  Categories 

Homosexual-bisexual  males: 
Although  homosexual-bisexual 
males  accounted  for  275  (67%)  of 
the  409  AIDS  cases  in  Georgia  in 
1987,  this  represents  a decline 
from  the  previous  year,  i.e.,  from 
75%  of  the  cases  to  67%  (p<0.02) 
(Table  2).  Similarly,  in  the  U.S. 
there  was  a decline  in  the  rate  of 
homosexuals-bisexuals  with  AIDS, 
65%  in  1986  and  64%  in  1987. 
Moreover,  the  national  decline  was 


Dr.  Sikes  is  Director  of  the  Office  of  Epidemiol- 
ogy, Dr.  Wilber  is  Medical  Director  of  the  AIDS 
Program,  Dr.  Williams  is  Director  of  the  AIDS 
Surveillance  Unit,  and  Mr.  Tom  McKinley  is  En- 
vironmental Epidemiologist,  Georgia  Depart- 
ment of  Human  Resources. 

Send  reprint  requests  to  Dr.  Sikes,  Office  of 
Epidemiology,  Georgia  Department  of  Human 
Resources,  878  Peachtree  St.,  Atlanta,  GA  30309.  I 


more  marked  in  homosexuals  and 
bisexuals,  decreasing  from  72% 
for  the  period  1981-1983  to  64% 
for  1987  (p<0.0005).2 

Intravenous  Drug  Abusers,  Het- 
erosexuals: Although  AIDS  cases 
in  Georgia  among  this  group  have 
remained  rather  constant,  around 
9%  (Table  1),  there  has  been  a 
significant  increase  nationally, 
from  14%  in  1981-1982  to  17%  in 
1983.2 

Heterosexual  Transmission:  In 
1986,  nine  (2.6%)  people  in  Geor- 
gia contracted  AIDS  heterosex- 
ually,  while  in  1987,  12  (2.9%) 
contracted  it  by  heterosexual  ac- 
tivity (Table  2).  Between  1981- 
1985,  only  seven  (1.9%)  of  the 
AIDS  cases  were  acquired  heter- 
osexually.  Georgia  is  following  a 
similar  pattern  to  the  U.S.  as  a 
whole,  where  838  (4%)  of  the 
cases  were  contracted  heterosex- 
ually  in  1987. 

Transfusion,  Blood/Compo- 
nents: In  1987,  a total  of  19  adults 
contracted  AIDS  in  Georgia,  while 
in  1986,  17  contracted  the  disease 
after  receiving  HIV-infected  blood. 
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FIGURE  1 

GEORGIA  AIDS  CASES  AND  DEATHS, 

BY  DATE  OF  DIAGNOSIS,  7/81  - 12/31/87 

TOTAL  CASES  = 1137 
TOTAL  DEATHS  = 635 


1981  1982  1983  1984  1985  1986  1987 

YEARS 


Table  1 — Cases  of  Aids  Transmission  Categories  By  Year  of  Diagnosis 

Georgia  1981-1987 


Year  of  Diagnosis 

Transmission  1981-84  1985  1986  1987  TOTAL 


Category 

Cases 

(%) 

Cases 

(%) 

Cases 

(%) 

Cases 

(%) 

Cases 

(%) 

Homosexual/Bisexual 

107 

(70.4) 

158 

(75.2) 

263 

(73.4) 

275 

(65.9) 

803 

(70.6) 

IV  Drug  Homosexual 

14 

(9.2) 

12 

(5.7) 

26 

(7.3) 

27 

(6.5) 

79 

(6.9) 

IV  Drug  Heterosexual 

14 

(9.2) 

20 

(9.5) 

25 

(7.0) 

39 

(9.4) 

98 

(8.6) 

Adult  Hemophilia 

2 

(1.3) 

2 

(1.0) 

1 

(0.3) 

2 

(0.5) 

7 

(0.7) 

Heterosexual  Contact 

3 

(2.0) 

4 

(1.9) 

9 

(2.5) 

12 

(2.9) 

28 

(2.b) 

Adult  Blood  Transfusion 

2 

(1.3) 

8 

(3.8) 

17 

(4.7) 

19 

(4.6) 

46 

(4.1) 

Adult  Undetermined 

7 

(4.6) 

4 

(1.9) 

11 

(3.1) 

35 

(8.4) 

57 

(5.0) 

Pediatric  (Mother  Hi-Risk) 

2 

(1.3) 

1 

(0.5) 

5 

(1.4) 

6 

(1.4) 

14 

(1.2) 

Pediatric  Transfusion 

1 

(0.7) 

1 

(0.5) 

1 

(0.3) 

1 

(0.2) 

4 

(0.3) 

Pediatric  Undetermined 

1 

(0-2) 

1 

(0.1) 

Total 

152 

(100) 

210 

(100) 

358 

(100) 

417 

(100) 

1137 

(100) 

MARCH  1988,  Vol.  77 


155 


These  represent  4.7%  and  4.8%, 
respectively,  of  the  total  number 
of  AIDS  cases  during  those  2 years, 
which  is  approximately  two  times 
higher  than  the  national  average 
of  2.2%  and  3%,  respectively,  for 
the  same  years  (Table  2).  In  ad- 
dition, four  Georgia  children  have 
AIDS  as  a result  of  receiving  HIV- 
infected  blood  components  since 
1981. 


Race,  Sex  Analysis 

White  males  accounted  for  610 
(76%)  of  the  803  AIDS  cases  in  the 
homosexual-bisexual  group,  while 
blacks  comprised  180  (22%),  and 
Hispanics  13  (2%).  Within  racial 
groups,  blacks  had  the  highest  rate 
of  IV  drug  abusers  (23%)  followed 
by  Hispanics  (19%),  then  whites 
(2%)  (Table  3,  Figure  3). 

Of  the  28  heterosexually  trans- 
mitted cases  in  Georgia,  22  (79%) 
were  in  blacks  and  six  (2 1 %)  were 
in  whites.  Further,  1 5 of  the  22  het- 
erosexual AIDS  cases  among 


FIGURE  2 


AIDS  Cases  by  DHR  Distri( 
Georgia,  1981  - 1987 


Total  Cases  = 1137 
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Table  2 — Cases  of  Aids  by  Transmission  Categories,  Twelve  Month  Totals 


Transmission  Categories 
ADULTS!  ADOLESCENTS 

United  States 

Georgia 

Year  Ending 
Jan.  4,  1987 
NO.  % 

Year  Ending 
Jan.  4,  1988 
NO.  % 

Year  Ending 
Jan.  4,  1987 
NO.  % 

Year  Ending 
Jan.  4,  1988 
NO.  % 

Homosexual/Bisexual  Male 

8465 

65.4 

13305 

63.9 

263 

74.7 

275 

67.2 

Intravenous  (IV)  Drug  Abuser 

2245 

17.4 

3537 

17.0 

25 

7.1 

39 

9.5 

Homosexual  Male  and  IV  Drug  Abuser 

962 

7.4 

1464 

7.0 

26 

7.4 

27 

6.6 

Hemophilia/Coagulation  Disorder 

135 

1.0 

226 

1.1 

1 

0.3 

2 

0.5 

Heterosexual  Contacts 

535 

4.1 

838 

4.0 

9 

2.6 

12 

2.9 

Transfusion,  Blood/Components 

283 

2.2 

616 

3.0 

17 

4.8 

19 

4.7 

Undetermined 

313 

2.4 

828 

4.0 

11 

3.1 

35 

8.6 

Subtotal 

12938 

100.0 

20814 

100.0 

352 

100.0 

409 

100.0 

blacks  were  in  females,  and  three 
of  the  six  heterosexual  cases 
among  whites  were  in  females.  No 
Hispanics  have  been  reported  with 
AIDS  as  a result  of  heterosexual 
transmission. 


Seroprevalence  — HIV 

Infections 


Asymptomatic  persons  infected 
with  HIV  represent  a reservoir  for 


potential  spread  of  the  virus. 
Therefore,  it  is  important  to  know 
the  size  of  this  reservoir.  Accord- 
ing to  the  Coolfont  Report,3  from 
1 to  1.5  million  people  in  the  U.S. 
were  estimated  to  be  infected  with 
HIV  in  mid- 1986.  From  that  pro- 
jection, Georgia  could  be  esti- 
mated to  have  between  23,000  and 
34,500  people  infected  with  HIV, 
since  approximately  2.3%  of  the 


AIDS  cases  in  the  U.S.  occurred  in 
Georgia  at  that  time.  Some  have 
argued  that  the  Coolfont  projec- 
tion is  conservative  and  that  a 
greater  number  of  individuals  have 
become  infected  since  the  report 
was  published.  Thus,  it  is  reason- 
able to  estimate  that  at  least  40,000 
Georgians  might  now  be  infected 
with  HIV. 

While  current  data  do  not  pro- 
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FIGURE  3 

ADULT* AIDS  CASES 
PER  MILLION  POPULATION 

GEORGIA,  1981-1987 
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Table  3 - 

- Cases  of  AIDS  by  Race,  Sex,  and  Risk  Group 

Risk  Group 

White 
M F 

Black 
M F 

Hispanic 
M F 

Total 
M F 

T 

Homosexual-Bisexual 

610 

0 

180 

0 

13 

0 

803 

0 

803 

IV  Drug-Homosexual 

53 

0 

22 

0 

3 

0 

78 

0 

78 

Heterosexual 

3 

3 

7 

15 

0 

0 

10 

18 

28 

IV  Drug  Heterosexual 

12 

1 

68 

13 

4 

0 

84 

14 

98 

Adult  Hemophilia 

7 

0 

0 

0 

0 

0 

7 

0 

7 

Adult  Transfusion 

22 

12 

9 

3 

0 

0 

31 

15 

46 

Adult  Undetermined 

24 

2 

24 

6 

1 

0 

49 

8 

57 

Pediatric  (Mother  Hi-Risk) 

1 

3 

5 

5 

0 

0 

6 

8 

14 

Pediatric  (Transfusion) 

1 

2 

1 

0 

0 

0 

2 

2 

4 

Pediatric  Undetermined 

0 

0 

0 

1 

0 

0 

0 

1 

1 

Total 

733 

23 

316 

43 

21 

0 

1070 

66 

1136 

*Excludes  1 male  of  unknown  race. 


vide  for  a precise  estimate  of  HIV 
infection  in  Georgia,  there  can  be 
no  doubt  that  the  prevalence  is 
substantial.  Almost  3 years  ago, 
DHR  established  11  sites  in  the 
state  to  offer  anonymous  testing 
and  counseling  to  persons  want- 
ing to  be  tested  for  HIV.  Data  from 
these  locations,  referred  to  as  al- 
ternate test  sites,  indicate  that: 


Of  the  27,638  people  tested 
anonymously  between  March, 
1985,  and  September,  1987,  a 
total  of  2,448  (9%)  were  posi- 
tive. The  number  of  tests  con- 
ducted by  DHR  has  increased 
from  1 ,372  in  1 985  to  2 1 ,95 1 in 
1 987,  while  the  rate  of  positives 
has  decreased  from  21%  to  7% 
(Figure  4). 


2.  A significantly  higher  rate  of 
blacks  were  positive  than 
whites  in  all  sexual  preference 
groups  tested  (Table  4).  Of 
4,276  blacks,  459  (11%)  were 
positive,  while  549  (6%)  of 
8,931  whites  tested  were  posi- 
tive. Similarly,  45%  of  black 
male  homosexuals,  32%  of 
black  bisexuals,  and  4%  of 
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FIGURE  4 

SPECIMENS  TESTED  FOR  HIV 
STATE  VIROLOGY  LABORATORY* 
MARCH,  1985  - OCTOBER,  1987 
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A coordinated 
system  of  hospital 
care , outpatient  care, 
home  care,  nursing 
home,  and  hospice 
care  must  he 
developed  and  put 
into  place  now  in  an 
effort  to  reduce 
unnecessary  expenses 
of  prolonged 
hospitalization . 


black  heterosexuals  were  pos- 
itive, as  compared  to  23%,  13%, 
and  1%  of  whites,  respectively, 
in  those  same  categories  (Ta- 
ble 4). 


• Includes  Alternate  Test  Site  data. 


FIGURE  5 


Cumulative  Georgia  AIDS  Cases  and  Deaths 

Projected  through  December,  1991 
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Sexual 

Preference 

White 

Black 

B/W 

Odds 

Ratio 

95%  C.L. 

Tested 

Pos. 

(%) 

Tested 

Pos. 

(%) 

Homo  — Males 

1,748 

399 

(23) 

514 

232 

(45) 

2.78 

(2.25-3.44) 

Bisex  — Males 

554 

70 

(13) 

328 

104 

(32) 

3.21 

(2.25-4.59) 

Hetero  — Both  Sexes 

6,629 

80 

LAI 

3,434 

123 

LAI 

3.04 

(2.27-4.08) 

Total* 

8,931 

549 

( 6) 

4,276 

459 

(ID 

Table  4 — HIV  Seroprevalence  By  Race  and  Sexual  Preference 
Alternate  Test  Site  Data 
Georgia,  10/86-9/87 


''‘Note:  Excludes  115  pediatric  tests  (4  positives). 


Projections  for  the  Future; 

1987-1991 

In  its  recently  published  report, 
AIDS  in  Georgia,  1987-1991,  the 
Georgia  Department  of  Human 
Resources,  (DHR)  Five  Year  Plan, 
DHR  predicted  a cumulative  total 
of  5800  to  6200  cases  of  AIDS  in 
Georgia  by  the  end  of  1991.*  Of 
these  AIDS  patients,  approxi- 
mately 3800  (66%)  will  have  died. 
The  actual  cases  and  deaths 
through  1986  as  well  as  the  pre- 
dictions for  subsequent  years  are 
illustrated  in  Figure  5. 

The  average  life  expectancy  after 
the  diagnosis  of  AIDS  is  approxi- 
mately 12  months,  with  10-15%  of 
the  cases  surviving  up  to  5 years. 
The  estimated  new  cases  and 
deaths  each  year  from  1987 
through  1991  are  presented  in  Fig- 
ure 6.  DHR  estimates  that  in  1991 


*Case  Projection  Methodology:  Georgia 
used  the  CDC  case  projection  model  in- 
troduced at  the  Coolfont  Conference  (1 986) 
to  project  cases  of  AIDS.  This  model  ob- 
serves past  case  doubling  time  and  proj- 
ects the  case  doubling  cycle  forward.  The 
doubling  time  for  the  new  case  reporting 
has  gradually  lengthened  from  5 months 
to  15  months.  Estimating  that  doubling  time 
will  continue  to  lengthen  to  21  months  by 
early  1991,  approximately  6,140  cumula- 
tive cases  of  AIDS  will  be  diagnosed  in 
Georgia  through  December  1991.  This 
modeling  was  checked  by  regression  anal- 
ysis/quadratic polynomial  model  predict- 
ing 5,568  cases  and  by  dividing  predicted 
U.S.  cases  by  2.2%,  the  usual  proportion 
of  cases  represented  by  Georgia,  predict- 
ing 5,803  cases. 


figure  e 


Georgia  New  Cases  and  Deaths  by  Year 

Projected  through  1991 
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there  will  be  approximately  1700 
new  cases  diagnosed,  plus  500 
surviving  from  previous  years,  for 
a total  of  2200  living  cases,  as  well 
as  1200  dying  from  AIDS  during 
1991.  Also,  by  1991  it  is  estimated 
that  10,000  Georgians  will  be  alive 
with  a diagnosis  of  AIDS-Related 
Complex  (ARC),  and  10%  of  these 
will  be  severely,  chronically  ill. 
Thus,  approximately  2300  AIDS 
cases  plus  1000  ARC  cases  will 
require  extensive  hospital,  out- 
patient, and  home  care  health 
services  by  1991. 


DHR  predicts  a 
total  of  approximately 
5800  to  6200  cases  of 
AIDS  in  Georgia  by 
the  end  of  1991,  with 
health  care  costs  of 
approximately  150 
million  dollars  in  1991 
alone. 
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FIGURE  7 

Projected  Costs  of  AIDS  Care 

Georgia,  by  Year  through  December,  1991 
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FIGURE  8 
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for  Georgia  Cases  of  AIDS  and  Severe  ARC 
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Projected  Costs  and  Hospital  Bed 
Needs  for  AIDS  Patients. 

Predicting  health  care  costs  for 
the  needs  of  future  AIDS  patients 
is  at  best  an  inexact  process  de- 
pending on  many  unknown  fac- 
tors. What  is  certain  is  that  mosjt 
of  the  cases  projected  to  be  di- 
agnosed in  the  next  5 years  are 
already  infected,  that  their  health 
care  costs  will  be  a major  addition 
to  total  health  care  costs,  and  that 
the  system  will  be  severely  strained 
to  accommodate  these  chroni- 
cally ill  and  dying  people.  A co- 
ordinated system  of  hospital  care, 
outpatient  care,  home  care,  nurs- 
ing home,  and  hospice  care  must 
be  developed  and  put  into  place 
now  in  an  effort  to  reduce  unnec- 
essary expenses  of  prolonged 
hospitalization. 

The  Georgia  Hospital  Associa- 
tion and  the  Georgia  DHR  have 
each  conducted  surveys  revealing 
that  current  AIDS  patients  are  hos- 
pitalized approximately  2.25  times 
per  year,  with  an  average  length 
of  stay  of  15.7  days  and  daily  hos- 
pital charges  of  approximately 
$630  to  $790.  In  addition,  each  pa- 
tient is  seen  16-20  times  per  year 
in  physicians’  offices  or  outpa- 
tient clinics.  As  the  disease  pro- 
gresses, home  care  and  extensive 
support  services  are  needed.  So 
far,  no  nursing  home  in  Georgia 
has  been  willing  to  accept  an  AIDS 
patient  even  if  they  can  pay  in  full. 
At  least  one  AIDS  nursing  home 
or  hospice  is  a critical  need  now, 
and  several  more  will  be  needed 
by  1991. 


As  of  January  1, 
1988,  Georgia  had 
recorded  1,137  cases 
of  AIDS,  wi5th  635 
deaths,  resulting  in  a 
6 -year  mortality  of 
56%. 
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The  projected  costs  for  medical 
care  and  the  projected  number  of 
hospital  beds  that  will  be  needed 
for  AIDS  patients  based  on  cal- 
culations used  in  the  Georgia  DHR 
Five-Year  Plan  on  AIDS  are  sum- 
marized in  Figures  7 and  8.  These 
are  crude  estimates  of  the  cost  and 
numbers  of  beds  needed  to  han- 
dle AIDS  patients.  They  indicate 
the  urgent  need  for  planning  now 
to  establish  an  efficient  and  co- 
ordinated plan  to  provide  humane 
and  cost  efficient  out-of-hospital 
care. 

Discussion 

The  medical  community  and 
public  health  officials  should  be 
able  to  use  the  data  provided  in 
this  paper  to  direct  their  efforts  in 
planning  to  provide  clinical  serv- 
ices as  well  as  preventive  services 
for  the  future.  It  is  clear  that  Geor- 
gia has  an  AIDS  epidemic  which 
will  continue  to  spread  to  all  parts 
of  Georgia,  since  all  health  dis- 
tricts have  reported  cases  of  AIDS, 
and  HIV  positives  have  been  re- 
ported from  almost  all  alternate 
test  sites. 


A significantly 
higher  rate  of  blacks 
were  positive  (for 
HIV)  than  whites  in 
all  sexual  preference 
groups  tested  (at  DHR 
alternate  test  sites). 


The  data  clearly  indicate  that 
Georgia’s  AIDS  cases  and  HIV-in- 
fected people  have  recently  begun 
to  level  off  in  whites  and  decrease 
in  homosexual-bisexual  males. 
However,  cases  continue  to  in- 
crease sharply  in  black  males  and 
to  a lesser  extent  in  black  females, 


both  of  whom  have  a high  pro- 
portion of  IV  drug  association.  The 
need  to  direct  AIDS  education  and 
prevention  efforts  to  these  groups 
as  well  as  to  heterosexuals  is  very 
important.  Education  regarding 
HIV  transmission  has  apparently 
caused  a significant  decrease  in 
AIDS  cases  in  Georgia  and  the  U.S. 
among  homosexuals  and  bisex- 
uals. 

A critical  area  that  needs  more 
effort  is  to  have  a better  estimate 
on  how  many  people  are  infected 
among  high  risk  groups  in  Geor- 
gia. To  that  end,  DHR  has  planned 
several  seroprevalence  surveys  in 
Atlanta  and  throughout  Georgia. 
The  1986  Coolfont  Report,  sug- 
gesting that  Georgia  had  at  least 

23.000  to  34,500  HIV-infected  peo- 
ple is  similar  to  the  number  that 
DHR  estimates  — between  30,000 
and  60,000. 

The  complexity  of  determining 
the  number  of  people  infected  is 
demonstrated  by  efforts  to  use  the 
present  HIV  data  that  are  the  only 
sources  available  for  projection: 
(1)  Alternate  test  sites  with  8% 
positive  overall  but  with  approxi- 
mately 30%  of  the  male  homosex- 
uals being  positive  and  3%  of  het- 
erosexuals being  positive;  (2) 
Military  recruits  in  Georgia  having 
a rate  of  approximately  43  per 

10.000  (3  times  the  national  av- 
erage); (3)  The  American  Red 
Cross  where  the  rate  of  HIV  do- 
nors has  been  approximately  6 per 

10,000  in  Georgia,  and  (4)  Special 
studies  where  the  rate  in  Georgia 
sexually  transmitted  disease  (STD) 
clinics  has  been  approximately 
3%. 

The  Red  Cross  data  would  sug- 
gest that  for  the  group  which  is 
least  likely  to  be  infected  3,000 
people  might  be  carriers  of  HIV 
infection.  If  the  military  rates  were 
applied,  25,800  might  be  infected, 
and  if  the  STD  clinic  data  or  the 
alternate  test  site  data  were  ap- 
plied, over  70,000  people  might 
be  infected. 


The  medical 
community  and  public 
health  officials  should 
be  able  to  use  the 
data  provided  in  this 
paper  to  direct  their 
efforts  in  planning  to 
provide  clinical 
services  as  well  as 
preventive  services  for 
the  future. 


Summary 

The  AIDS  epidemic  continues 
to  grow  in  Georgia,  with  the  num- 
ber of  reported  cases  doubling  ap- 
proximately every  15  months. 
Georgia  continues  to  be  eighth  in 
the  nation  in  total  cases  of  AIDS 
and  also  eighth  in  cases  per  cap- 
ita. Comparing  1986  and  1987  sur- 
veillance data,  AIDS  shows  an  in- 
crease in  the  proportion  of  cases 
occurring  in  blacks  compared  to 
whites  and  a decline  in  the  pro- 
portion of  cases  in  homosexual/ 
bisexual  men. 

Seroprevalence  studies  of  HIV 
infection  show  a marked  excess 
of  HIV  positive  results  in  blacks. 

DHR  predicts  a total  of  approx- 
imately 5,800  to  6,200  cases  of 
AIDS  in  Georgia  by  the  end  of  1991 , 
with  health  care  costs  of  approx- 
imately 150  million  dollars  in  1991 
alone. 
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Abstract 

AS  PART  OF  a multicenter  study  of  female  prostitutes 
in  the  United  States,  123  women  in  Atlanta, 
Georgia,  were  tested  for  markers  of  infection  with  hu- 
man immunodeficiency  virus  (HIV),  hepatitis  B virus 
(HBV),  and  syphilis  and  were  interviewed  for  preva- 
lence of  risk  factors.  The  median  number  of  estimated 
lifetime  sex  partners  per  woman  was  500  (range  = 3 
— 52,000).  Fifty-three  percent  of  the  women  had  used 
drugs  intravenously  (IV).  Fifty-seven  percent  had  had 
sex  with  men  at  increased  risk  of  HIV  infection.  Nearly 
70%  of  the  women  used  condoms  at  least  some  of  the 
time  during  vaginal  intercourse  with  customers;  but 
only  26%  used  a condom  during  each  such  encounter. 
Among  participants,  markers  for  past  infection  were 
found  in  one  woman  (0.8%)  for  HIV,  43  (35%)  for 
HBV,  and  16  (13%)  for  syphilis.  Although  this  study 
suggests  that  HIV  infection  has  not  spread  extensively 
among  the  study  participants,  the  high  prevalence  of 
HBV  markers,  IV-drug  use,  and  unsafe  sex  practices 
suggests  that  prostitutes  are  at  increased  risk  of  future 
infection  with  HIV  unless  preventive  measures  are  taken. 


Introduction 

AS  THE  NUMBER  of 
cases  of  ac- 
quired immune  de- 
ficiency syndrome 
(AIDS)  increases  in 
the  United  States,  so 
does  concern  about 
further  sexual  trans- 
mission of  the  hu- 
man immunodefi- 
ciency virus  (HIV).1 
Female  prostitutes 
may  constitute  a 
population  at  high 
risk  both  for  con- 
tracting and  trans- 
mitting HIV.2  To 
determine  the  prev- 
alence of  HIV  infec- 
tion among  female 
prostitutes  and  to 
correlate  HIV  sero- 
positivity  with  var- 
ious high-risk  be- 
haviors, the  Centers  for  Disease 
Control  (CDC)  conducted  a mul- 
ticenter study  in  Atlanta,  Colorado 
Springs,  Las  Vegas,  Los  Angeles, 
Miami,  Newark/Jersey  City/Patter- 
son, and  San  Francisco.  Each  cen- 
ter followed  the  same  protocol,  al- 
though the  sample  sizes  and 
methods  of  recruitment  varied. 
Preliminary  aggregate  findings  for 
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the  seven  centers 
have  been  reported 
elsewhere.3  This 
paper  summarizes 
the  study  con- 
ducted in  Atlanta  by 
the  Georgia  Depart- 
ment of  Human  Re- 
sources. 

Methods 

Participants  were 
women  who  had 
exchanged  sex  for 
money  or  drugs  at 
least  once  since 
1978.  They  were  re- 
cruited by  a variety 
of  methods  includ- 
ing: flyers;  adver- 
tisements in  local 
newspapers;  per- 
sonal interaction 
with  women  solic- 
iting clients  on  the 
streets,  in  bars, 
clubs,  houses  of  prostitution,  and 
escort  agencies;  visits  to  institu- 
tions for  women  (halfway  houses, 
shelters,  and  correctional  agen- 
cies); and  contacts  with  a prosti- 
tutes’ rights  organization. 

Consent  was  obtained  and  par- 
ticipants were  counseled  about 
study  procedures,  the  tests,  and 
interpretation  of  results.  Each 
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study  participant  was  given  a 
number  to  identify  her  laboratory 
samples  and  obtain  her  test  re- 
sults. A standard  inverview  was 
conducted  which  included  sexual 
history,  contraceptive  use,  and 
drug  use.  Results  and  post-test 
counseling  were  available  to  par- 
ticipants upon  request. 

A 7-1 0 ml  tube  of  blood  was  col- 
lected from  each  woman  and 
tested  at  CDC  laboratories.  Serum 
was  tested  for  HIV  antibody  by  en- 
zyme immunoassay  (EIA)  and 
Western  blot;  a specimen  was 
considered  positive  if  both  tests 
were  reactive.  Tests  for  hepatitis 
B included  hepatitis  B surface  an- 
tigen (HBsAg),  hepatitis  B surface 
antibody  (anti-HBs),  and  hepatitis 
B core  antibody  (anti-HBc).  For 
detection  of  syphilis,  a positive 
rapid  plasma  reagin  (RPR)  test  re- 
sult was  confirmed  by  a fluores- 
cent treponemal  antibody  test 
(FTA)  or  microhemaglutination 
assay  (MHA). 

Results 

From  February,  1986,  through 
February,  1987,  a total  of  123  eli- 
gible women  were  enrolled.  Thirty- 
five  percent  of  the  women  were 
recruited  from  institutions  for 
women;  20%  from  flyers,  recruit- 
ers, or  peers;  19%  while  working 
on  the  streets  or  in  bars;  15%  from 
newspaper  ads;  and  11%  from 
houses  of  prostitution.  The  mean 
age  of  participants  was  28;  the 
oldest  was  51.  Of  participants,  81 
(66%)  were  white,  and  118  (96%) 
were  born  in  the  United  States. 

Participants  had  worked  as 
prostitutes  for  periods  ranging 
from  1 month  to  13  years  (median 
= 24  months).  Most  (88%)  worked 
primarily  in  the  Atlanta  area.  How- 
ever, 34%  had  worked  out  of  state 
and  6%  out  of  the  country  for  at 
least  1 month  in  the  last  5 years. 
Forty-nine  percent  of  the  women 
reported  meeting  at  least  some  of 
their  clients  on  the  street;  76%  at 
a house  of  prostitution;  68%  by 
telephone;  and  69%  by  other 


means  such  as  in  bars,  clubs,  or 
by  referral. 

Estimated  number  of  lifetime 
male  sex  partners  ranged  from  3 
to  about  52,000  (median  = 500). 
Fifty-seven  percent  of  the  women 
reported  having  had  intercourse 
with  men  who  were  intravenous 
(IV)  drug  users,  bisexual,  from  a 
country  with  a high  prevalence  of 
HIV  infection,  or  had  (or  later  de- 
veloped) AIDS.  Five  women  re- 
ported having  sex  with  men  they 
knew  had  or  later  developed  AIDS. 
Thirty-three  percent  of  partici- 
pants reported  having  had  recep- 
tive anal  intercourse  at  least  once. 

Sexual  practices  among  the 
participants  differed  by  race.  In 
general,  white  prostitutes  per- 
formed a wider  variety  of  sex  acts 
(e.g.,  fellatio,  analingus,  use  of 
objects,  fisting*)  with  both  cus- 
tomers and  boyfriends  (non-pay- 
ing male  sex  partners).  The  mean 
number  of  estimated  lifetime  sex 
partners  was  approximately  2,200 
for  whites  and  3,600  for  non- 
whites. 

Fifty-four  percent  of  study  par- 
ticipants had  at  least  one  child, 
although  78%  reported  at  least  one 
past  pregnancy.  The  total  number 
of  reported  pregnancies  was  271, 
with  129  live  births.  Seven  women 
(6%)  were  pregnant  at  the  time  of 
interview. 

Fifty-three  percent  of  partici- 


pants reported  having  used  drugs 
intravenously.  Of  these  IV-drug 
users,  78%  had  shared  needles 
with  others.  Of  all  participants, 
39%  had  boyfriends  who  used  IV 
drugs. 

Nearly  70%  of  the  women  re- 
ported some  use  of  condoms  dur- 
ing vaginal  intercourse  with  cus- 
tomers; 26%  always  used  them 
during  vaginal  intercourse  with 
customers.  On  the  other  hand, 
over  70%  of  women  never  used  a 
condom  during  vaginal  inter- 
course with  their  boyfriends  (Ta- 
bles 1-2). 

Prevalence  of  Antibody  to  HIV 

Only  1 (0.8%)  of  the  123  study 
participants  was  HIV-antibody 
positive.  This  21 -year-old  woman 
was  from  southern  Florida  and  had 
worked  as  a prostitute  for  7 years 
in  at  least  13  other  states.  She  had 
previously  tested  positive  for  HIV 
antibody  in  Ft.  Lauderdale  where 
she  had  been  arrested  for  prosti- 
tution. She  had  a history  of  IV-drug 
use,  needle-sharing,  and  frequent 
visits  to  shooting  galleries  (places 
where  users  buy  and  inject  drugs) . 
She  reported  always  using  con- 
doms for  intercourse  with  clients 
and  did  not  engage  in  receptive 
anal  sex.  Because  she  preferred 
manual  sex  (i.e.,  masturbation), 
the  estimated  total  number  of 
partners  with  whom  she  had  in- 


TABLE  1 — Frequency  of  Condom  Use  Among  Atlanta  Prostitutes  with  Ci 

Type  of  Sexual  Activity,  1987 

istomers  by 

No.  (%)  of  Prostitutes 

Engages  in 

Activity  with  Customers 

Doesn’t  Engage 

Always  Uses 

Sometimes 

Never  Uses 

Sexual  Activity 

in  Activity 

Condom 

Uses  Condom 

Condom 

Penis  in  Vagina 

4 (3.3) 

32  (26.0) 

52  (42.3) 

35  (28.5) 

Penis  in  Mouth 

15  (12.2) 

19  (15.4) 

32  (26.0) 

57  (46.3) 

Penis  in  Rectum 

91  (73.9) 

4 (3.3) 

3 (2.4) 

25  (20.3) 

Note:  percents  may  not  add  to  100  because  of  rounding. 

* Inserting  fingers,  hands, 

or  fist  into  rectum. 
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TABLE  2 — Frequency  of  Condom  Use  Among  Atlanta  Prostitutes  with  Boyfriends  by 

Type  of  Sexual  Activity,  1987 

No.  (%)  of  Prostitutes 


Engages  in  Activity  with  Boyfriends 


Sexual  Activity 


Doesn’t  Engage 
in  Activity 


Always  Uses 
Condom 


Sometimes 
Uses  Condom 


Never  Uses 
Condom 


Penis  in  Vagina 
Penis  in  Mouth 
Penis  in  Rectum 


3 

19 

83 


(2.4) 

(15.4) 

(67.5) 


9 (7.3) 
4 (3.3) 
2 (1.6) 


22  (18.9) 
8 (6.5) 

2 (1.6) 


89  (72.4) 
92  (74.8) 
36  (29.3) 


Note:  percents  may  not  add  to  100  because  of  rounding. 


TABLE  3 — HBV  Marker  Positivity  by  Risk  Factor,  Atlanta  Prostitutes,  1987 


Percent  HBV  Marker  Positive* 

Risk  Behavior 

Behavior  Present 

Behavior  Absent 

RR  (95%CI)t 

Past  IV  drug  use 
Shared  needles 
Visited  gallery? 

46  (30/65) 
50  (25/50) 
58  (22/38) 

22  (13/58) 
25  (18/73) 
25  (21/85) 

2.1  (1.2-3.4) 
2.0  (1.3-3.3) 
2.3  (1. 5-3.7) 

* Number  HbsAg,  anti-HBs,  or  anti-HBc  positive/Number  tested  x 
f Rate  Ratio  and  95%  test-based  Confidence  Intervals  (4). 
t Place  where  drug  users  buy  and  inject  drugs. 

100. 

tercourse  was  15.  She  also  had 
markers  indicating  past  hepatitis 
B infection. 

Prevalence  of  Antibody  to 
Syphilis  and  Hepatitis  B Virus 
(HBV) 

Among  122  women  with  suffi- 
cient sera  for  study,  16  (13%)  had 
evidence  of  prior  syphilis  infec- 
tion. 

Markers  for  HBV  were  found  in 
43  (35%)  participants.  Women 
who  used  IV  drugs,  shared 
needles,  or  visited  shooting  gal- 
leries were  significantly  more 
likely  to  be  seropositive  than 
women  who  did  not  have  a history 
of  such  behaviors  (Table  3).  The 
mean  number  of  estimated  sex 
partners  was  approximately  4,900 
for  women  who  were  seropositive 
and  1 ,500  for  seronegative  women 
(p  = 0.05,  t test).  Three  (7%) 
women  with  markers  for  HBV  were 
HBsAg  positive,  indicating  an  in- 
fectious status;  one  of  these 
women  was  pregnant. 


Discussion 

Among  the  Atlanta  prostitutes 
who  participated  in  this  study,  the 
prevalence  of  HIV  infection  was 
0.8%  (I/123) . This  rate  is  not  of  the 
magnitude  reported  among  pros- 
titutes in  areas  where  the  overall 
population  prevalence  of  HIV  is 
high.  In  Africa,  for  example,  it  is 
estimated  that  from  0.7-18%  of  the 
general  population  may  be  in- 
fected with  HIV.5  Correspond- 
ingly, studies  in  African  cities  have 
shown  high  rates  of  HIV  antibody 
(27%-88%)  among  female  prosti- 
tutes.5 Likewise,  in  some  areas  of 
the  United  States  with  a high  over- 
all prevalence  of  HIV  infection, 
such  as  Miami,  New  York,  and  San 
Francisco,  high  rates  of  HIV  infec- 
tion have  been  found  among  fe- 
male prostitutes  (18.7%,  57.1%, 
6.2%,  respectively).3 

Prostitutes  in  the  U.S.  may  be 
at  increased  risk  of  contracting  HIV 
infection  both  sexually  and  intra- 
venously. Prostitution  is  often  as- 


sociated with  IV  drug  use;6  in  our 
study,  over  half  the  participants 
gave  histories  of  IV  drug  use.  Re- 
garding sexual  transmission,  57% 
reported  having  sex  with  men  at 
high  risk  of  HIV  infection,  only  26% 
used  condoms  during  each  act  of 
vaginal  intercourse  with  cus- 
tomers, and  only  7%  used  con- 
doms consistently  with  their  boy- 
friends. 

The  rates  of  HBV  and  syphilis 
markers  among  our  study  par- 
ticipants were  relatively  high  (35% 
and  13%,  respectively).  Given  the 
similar  mechanisms  of  HBV  and 
HIV  transmission,  and  the  inde- 
pendent role  that  syphilis  may  play 
in  the  acquisition  of  HIV  infec- 
tion,7 our  findings  further  support 
the  conclusion  that  these  female 
prostitutes  are  at  increased  risk  of 
future  HIV  infection. 

It  must  be  noted  that  the  re- 
cruitment methods  for  partici- 
pants in  our  study  are  unlikely  to 
have  generated  a strictly  repre- 
sentative sample  of  all  prostitutes 
in  Atlanta.  Therefore,  generalizing 
from  our  data  must  be  done  cau- 
tiously. Nevertheless,  preventive 
measures  are  clearly  needed.  Ed- 
ucation regarding  the  importance 
of  consistent  condom  use  for 
prostitutes  and  their  customers 
combined  with  efforts  to  decrease 
needle-sharing  among  IV  drug 
users  could  play  a significant  role 
in  reducing  the  risk  of  HIV  trans- 
mission. 

The  issues  of  prostitution  and 
AIDS  are  complicated  by  the  ille- 
gality of  the  sex  industry  in  most 
of  the  United  States.  It  is  unlikely 
that  the  existence  of  prostitution 
or  its  illegality  will  change  sub- 
stantially in  the  future.  Mean- 
while, health  officials  and  poli- 
cymakers should  develop  and 
implement  programs  to  help  pros- 
titutes and  their  sexual  partners 
avoid  HIV  infection. 
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Transfusion-Related  HIV  Infection 

Brenda  J.  Grossman,  M.D.,  Alfred  J.  Grindon,  M.D. 


The  Centers  for  Disease  Con- 
trol (CDC)  reported  the  first 
presumptive  case  of  transfusion- 
related  acquired  immunodefi- 
ciency syndrome  (AIDS)  in  1 982 
The  patient  had  hemophilia,  was 
being  treated  with  Factor  VIII  con- 
centrate (AHF),  and  denied  any 
known  high  risk  activities.  In  the 
same  year,  a 20-month  old  in- 
fant was  reported  to  have  AIDS 
after  receiving  multiple  transfu- 
sions.2 Transfusion-associated 
AIDS  (TAA)  now  accounts  for  ap- 
proximately 2%  of  adults  and  14% 
of  children  reported  to  have  AIDS.3 
In  Georgia,  there  have  been  40  re- 
ports of  TAA  in  adults  and  4 in 
children,  representing  4%  and 
29%,  respectively,  of  the  total  re- 
ported cases  of  AIDS.  There  may 
be  many  more  cases  of  infected 
recipients  nationally  and  in  Geor- 
gia, since  these  have  all  met  up- 
dated strict  CDC  criteria  for  the 
diagnosis  of  AIDS.  TAA  has  sig- 
nificance not  only  with  regard  to 
the  safety  of  the  blood  supply,  but 
also  because  understanding  TAA 
will  help  in  understanding  the  ep- 
idemiology of  AIDS  in  general, 
since  the  specific  time  of  infection 
can  often  be  identified. 

AIDS  has  been  reported  in  re- 
cipients of  whole  blood,  red  blood 


Using  the  current 
prevalence  of 
confirmed  anti-HIV  in 
the  volunteer  donor 
population  of  0.02% 
and  a sensitivity  of  the 
El  A screening  test  of 
98%,  one  can  estimate 
the  current  risk  of 
transmission- 
associated  HIV  to  be 
11250,000  units 
transfused . 


cells,  platelet  concentrates,  plas- 
ma, and  clotting  factors,  but  not 
in  recipients  of  immunoglobulin, 
albumin,  plasma  protein  fraction, 
or  the  hepatitis  B vaccine.4  Recip- 
ients of  incriminated  blood  prod- 
ucts who  received  blood  before 
March  1985  are  at  increased  risk 
for  HIV  infection.  Those  recipi- 
ents at  particular  risk  in  this  group 
include  those  who  received 
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pooled  plasma  derivatives  such  as 
AHF,  those  who  live  in  areas  where 
HIV  infection  has  a relatively  high 
prevalence  in  the  general  popu- 
lation, and  those  who  received 
many  units  of  blood  components. 
Peterman  and  coworkers  have  de- 
veloped a mathematical  model  for 
estimating  the  risk  of  HIV  infec- 
tion in  recipients  of  blood  prod- 
ucts.5 They  concluded  that  1,200 
recipients  of  blood  products  are 
alive  today  with  HIV  infection  as 
a result  of  transfusions  before  the 
spring  of  1985.  Another  measure 
of  the  risk  to  recipients  of  untested 
blood  has  been  the  so-called 
“look-back”  program.  In  this  pro- 
gram, recipients  of  untested  blood, 
from  donors  later  found  to  be  anti- 
HIV  positive,  are  notified  and 
tested.  In  our  experience,  of  those 
recipients  whose  results  we  were 
able  to  obtain,  37%  were  positive.6 

The  advent  of  anti-HIV  testing 
of  all  donors  in  the  spring  of 
1985  dramatically  reduced  the  risk 
of  transfusion-associated  HIV  in- 
fection (TA-HIV).  The  remaining 
risk  of  TA-HIV  depends  upon  the 
prevalence  of  HIV  infection  in  the 
donor  population,  the  effective- 
ness of  transmission  by  transfu- 
sions, the  sensitivity  of  the  test 
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being  used  for  detecting  infec- 
tious donors,  and  the  period  of 
infectivity  of  the  donor  prior  to  the 
development  of  antibody. 

The  current  tests  for  the  pres- 
ence of  anti-HIV  are  ideal  for 
screening  purposes,  with  a re- 
ported sensitivity  of  early  versions 
of  98. 6%. 7 Routine  testing  of  do- 
nated blood  was  begun  in  March, 
1985,  and  has  proven  extremely 
helpful  in  reducing  the  risk  of  TA- 
HIV.  Blood  centers  have  dis- 
carded all  units  of  blood  that  are 
positive  by  the  screening  test  even 
when  they  are  negative  by  a con- 
firmatory test.  In  addition,  all  blood 
donors  who  are  positive  by 
screening  tests  are  entered  into  the 
data  processing  system,  and  if  they 
give  blood  again,  the  units  are 
identified  as  suspect  by  the  com- 
puter and  again  discarded,  re- 
gardless of  the  test  results  at  that 
time. 


Today , the  safest 
approach  to 
transfusion  is  the  use 
of  autologous  blood , 
donated 

preoperatively  or 
provided 
intraoperatively . 
Currently,  this 
approach  is 
underutilized  and 
should  be  encouraged 
where  appropriate . 

Nevertheless,  there  will  still  be 
some  falsely  negative  results,  be- 
cause patients  may  be  infectious 
before  antibody  has  developed. 
The  length  of  this  “window”  is 
controversial,  with  reports  rang- 
ing from  6 weeks  to  14  months.8  9 
Using  the  current  prevalence  of 
confirmed  anti-HIV  in  the  volun- 
teer donor  population  of  0.02% 
and  a sensitivity  of  the  EIA  screen- 
ing test  of  98%,  one  can  estimate 


the  current  risk  of  TA-HIV  to  be 
1/250,000  units  transfused.  De- 
spite the  low  magnitude  of  this 
risk,  systems  other  than  complete 
dependence  upon  the  test  must 
continue  to  be  used  to  make  the 
blood  supply  as  safe  as  possible. 

Blood  centers  have  been  asking 
donors  to  defer  themselves  if  they 
are  members  of  recognized  high 
risk  groups  since  early  1983.  The 
self-deferral  mechanism  uses  a 
pamphlet  describing  groups  at 
high  risk  for  HIV  infection,  with 
the  donor  being  asked  not  to  do- 
nate if  he  or  she  belongs  to  any 
of  these  groups.  After  reading  this 
pamphlet,  donors  are  asked  to  fill 
out  a questionnaire  which  asks 
about  symptoms  of  AIDS  or  AIDS- 
related  complex,  or  potential  ex- 
posure to  others  at  high  risk  for 
HIV  infection.  They  are  then  asked 
these  questions  directly  in  a pri- 
vate environment  by  a nurse  to  as- 
sure that  they  understood  the 
questions.  This  self-exclusion  ap- 
proach has  decreased  the  number 
of  donors  at  high  risk  for  trans- 
mitting HIV  infection.  Even  before 
anti-HIV  testing  was  imple- 
mented, the  number  of  donations 
from  men  age  21-30,  the  number 
of  units  positive  for  hepatitis  B 
surface  antigen,  and  the  number 
of  units  testing  positive  for  the  ser- 
ologic test  for  syphilis  decreased 
significantly  from  the  period  be- 
fore this  approach  was  used.10 

Another  important  element  in 
reducing  the  risk  of  TA-HIV  has 
been  the  availability  of  alternate 
sites  for  anti-HIV  testing.  The  De- 
partment of  Human  Resources  of 
the  State  of  Georgia  was  one  of 
the  first  in  the  country  to  develop 
a system  of  alternate  site  testing, 
which  allowed  those  who  sought 
only  a test  result  to  be  able  to  ob- 
tain it  at  a site  other  than  the  blood 
center. 

In  1986,  a confidential  exclu- 
sion form  was  introduced.  This 
form,  labeled  only  with  the  blood 
unit  number,  is  given  to  each  do- 
nor, who  is  asked  to  indicate 
whether  his  or  her  blood  should 
be  used  for  transfusion  or  testing 


purposes  only.  This  form  is  then 
sealed,  and  subsequently  opened 
in  the  laboratory,  where  only  the 
unit  number  identifies  the  unit  as 
unsuitable  for  transfusion.  Donors 
are  also  given  the  telephone  num- 
ber of  the  blood  center  and  their 
unit  number,  with  instructions  to 
call  back  at  anytime  if  they  feel 
their  unit  should  not  be  used  for 
transfusion.  This  form  offers  the 
donors,  who  may  be  under  exter- 
nal pressure  to  donate,  an  oppor- 
tunity to  exclude  themselves  with- 
out public  embarrassment. 

Blood  centers  have  been  seek- 
ing other  ways  to  improve  the 
safety  of  the  blood  supply,  such 
as  treating  the  blood  after  collec- 
tion. This  has  proven  to  be  suc- 
cessful for  those  products  that  can 
be  pasteurized,  such  as  albumin 
and  plasma  protein  fraction.  In- 
fection has  also  been  shown  not 
to  be  transmitted  by  immunoglob- 
ulin. Some  derivatives  of  plasma 
proteins,  such  as  AHF,  lend  them- 
selves to  heat  treatment,  which 
renders  this  material  safe  with  re- 
gard to  transmission  of  HIV  infec- 
tion. Other  approaches,  such  as 
the  use  of  ultraviolet  irradiation 
with  betapropiolactone,  or  the  de- 
velopment of  artificial  substitutes 
to  provide  oxygen-carrying  capac- 
ity, are  under  development. 

Despite  these  efforts  to  improve 
the  safety  of  the  blood  supply,  do- 
nors are  still  found  whose  serum 
contains  anti-HIV.  For  the  most 
part,  investigation  has  shown  that 
these  donors  are  clearly  members 
of  high  risk  groups.11  It  is  not  clear 
why  they  persist  in  attempting  to 
give  blood  despite  all  the  safe- 
guards to  prevent  this  from  hap- 
pening. The  ultimate  solution  may 
be  more  extensive  donor  educa- 
tion, which  is  a part  of  general 
public  education  about  HIV  infec- 
tion. 

Today  the  safest  approach  to 
transfusion  is  the  use  of  au- 
tologous blood,  donated  preop- 
eratively or  provided  intraopera- 
tively. Currently,  this  approach  is 
underutilized  and  should  be  en- 
couraged where  appropriate.12  The 
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risk  of  TA-HIV  is  minimal,  but 
blood  transfusion  remains  poten- 
tially dangerous.  When  autolo- 
gous blood  cannot  be  used,  trans- 
fusing physicians  and  patients 
need  to  be  assured  that  altruistic 
volunteer  blood  donors,  coupled 
with  current  systems  and  tests, 
have  made  the  blood  supply  safer 
than  it  has  ever  been. 
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Does  the  Threat  of  AlDs  in 
Georgia  Justify  Distributing  Free 
Needles  and  Syringes  to  Addicts? 

Judith  T.  Byrnes 


Intravenous  drug  (IV)  users  are 
presently  the  second  largest 
group  of  persons  developing  ac- 
quired immunodeficiency  syn- 
drome (AIDS)  in  the  United  States, 
second  only  to  homosexual  males. 
IV  drug  use  is  a risk  factor  in  25% 
(12,627)  of  the  51,916  AIDS  cases 
in  the  United  States  reported  to  the 
Centers  for  Disease  Control 
through  January  25,  1 988.  In  Geor- 
gia, 16%  (180)  of  the  1,175  cases 
reported  as  of  February  5,  1988, 
have  been  IV  drug  users.  Of  these, 
100  are  heterosexual  IV  drug  users. 

Georgia  is  serving  between  500 
and  600  IV  opiate  addicts  in  its  six 
methadone  treatment  programs. 
The  National  Institute  on  Drug 
Abuse  estimates  that  for  every  one 
IV  user  in  treatment  there  are  from 
six  to  ten  who  are  not.  In  Georgia, 
this  would  mean  an  additional 
3,000  to  6,000  persons  using  IV 
drugs. 

Once  HIV  becomes  established 
among  IV  drug  users  in  a local 
area,  drug  use  practices  become 
a primary  mode  for  heterosexual 
and  in  utero  transmission.  Control 
of  the  AIDS  epidemic  in  the  United 
States  will  thus  require  control  of 
AIDS  among  IV  drug  users. 


Early  data  from  the 
Amsterdam 
experience  indicate 
that  the  needle 
exchange  program  has 
not  led  to  an  increase 
in  drug  injection,  nor 
to  a decrease  in 
methadone  or  drug 
abuse  treatment,  nor 
has  it  led  to 
observable  reduction 
in  the  spread  of  HIV. 

Studies  by  Des  Jarlais,  et  al.2  in 
New  York  City  indicate  that  HIV  is 
spread  among  IV  drug  users  pre- 
dominantly through  sharing  injec- 
tion equipment.  Homosexual  ac- 
tivity may  serve  to  introduce  HIV 
into  a community  of  IV  drug  users, 
and  heterosexual  activity  may 
serve  to  spread  the  virus  from  IV 
drug  users  to  persons  who  do  not 
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themselves  inject,  but  it  is  the 
sharing  of  drug  injection  equip- 
ment that  is  the  dominant  mode 
of  transmission  among  IV  drug 
users. 

There  have  been  a limited 
number  of  studies  that  ex- 
amine different  behavioral  factors 
associated  with  HIV  seropositiv- 
ity.  Three  of  these  are  from  the 
New  York  City  area,  which  has  the 
highest  rates  of  seroprevalence  in 
the  United  States.  Despite  the  lim- 
ited number  of  studies,  the  Find- 
ings permit  some  conclusions 
about  behavioral  factors  associ- 
ated with  sharing  equipment  and 
HIV  seropositivity. 

The  frequency  of  drug  injection 
was  associated  with  seropositivity 
in  all  three  studies  from  the  New 
York  area  and  one  conducted  in 
San  Francisco.  One  interpretation 
of  these  findings  is  that  prior  to 
any  awareness  of  AIDS,  sharing 
equipment  was  a normal  aspect 
of  injecting  illicit  drugs.  The  more 
one  injected  illicit  drugs,  the  more 
likely  one  was  to  share  equipment 
and  thus  become  exposed  to  HIV. 

Another  behavioral  factor  that 
has  been  associated  with  HIV  ex- 
posure across  different  studies  has 
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been  the  frequenting  of  “shooting 
galleries”  which  users  visit  for  the 
purpose  of  injecting  drugs.  Shoot- 
ing galleries  permit  the  sharing  of 
drug  injection  equipment  among 
large  numbers  of  IV  drug  users  and 
is  equivalent  to  large  numbers  of 
anonymous  sexual  partners  in 
spreading  the  virus  among  ho- 
mosexual men.  This  practice  may 
be  of  importance  during  the  early 
phase  of  HIV  transmission  in  a 
particular  geographic  area  lead- 
ing to  the  rapid  increase  in  sero- 
positivity,  such  as  was  observed 
in  New  York  City  among  IV  drug 
users  in  the  late  1970s. 

AIDS  and  IV  drug  prevention 
efforts  in  the  United  States 
have  focused  on  increasing  IV  drug 
users  awareness  about  AIDS  by  the 
use  of  Street  Outreach  teams  com- 
prised of  ex-addicts  who  frequent 
neighborhoods  known  for  high 
drug  use.  They  educate  people 
about  AIDS  and  the  risks  associ- 
ated with  sharing  needles  and  un- 
safe sex.  They  give  out  condoms, 
encourage  participation  in  drug 
treatment  programs,  make  refer- 
rals for  HIV  testing,  and  tell  per- 
sons how  to  sterilize  needles  if 
they  are  not  ready  to  stop  using 
drugs.  Studies  are  showing  that 
these  outreach  efforts  have  led  to 
both  an  increase  in  the  use  of  ster- 
ile equipment  and  a decrease  in 
the  frequency  of  injection  as  well 
as  increased  numbers  of  addicts 
entering  drug  treatment. 

In  the  Atlanta  area,  a Street  Team 
of  four  former  addicts  sponsored 
by  the  Georgia  Department  of 
Human  Resources  has  been  pro- 
viding education  and  outreach 
services  since  February,  1986. 
Preliminary  findings  of  a study 
conducted  in  September,  1987,  by 
Latzanich2  of  90  drug  users  con- 
tacted by  the  street  team  found: 
88%  were  male,  12%  female;  76% 
were  black,  22%  white;  82%  were 
heterosexual,  14%  bisexual,  3% 
homosexual;  62%  felt  they  were 
at  risk  of  getting  AIDS;  41%  knew 


a person  with  AIDS;  64%  felt  ad- 
dicts should  be  given  free  needles 
to  use  for  shooting  drugs;  and  39% 
shared  needles  frequently,  37% 
occasionally,  and  21%  never. 

Further  data  are  available  from 
questionnaires  completed  by  per- 
sons requesting  HIV  antibody  test- 
ing through  methadone  treatment 
centers  in  Georgia.3  A total  of  230 
people  were  tested  from  February 
to  December  1987:  52%  were 
methadone  clients  and  42%  were 
referrals  from  drug  treatment  pro- 
grams, criminal  justice  agencies, 
the  street  team,  and  the  sexual 
and/or  needle  sharing  partners  of 
IV  drug  users. 

A total  of  78%  were  IV  drug 
users.  Of  these,  67%  were  white, 
and  26%  black.  Forty-six  percent 
of  the  IV  drug  users  had  not  been 
to  a shooting  gallery.  While  6% 
had  been  once,  34%  had  been  a 
few  times,  and  9%  often.  When 
asked  if  they  shared  needles  with 
someone  else,  3%  said  they  shared 
all  of  the  time,  7%  shared  most  of 
the  time,  68%  shared  some  of  the 
time,  and  16%  none  of  the  time. 

These  indicators  about  the  use 
of  shooting  galleries  and  the  prac- 
tice of  sharing  needles  leave  no 
doubt  that  we  must  expand  and 
intensify  our  education  and  pre- 
vention efforts  if  we  are  to  stop 
the  transmission  of  HIV  among  IV 
drug  users  in  Georgia. 

The  Amsterdam  Experience 

One  of  the  most  controversial 
strategies  in  containing  the 
spread  of  AIDS  is  the  practice  of 
free  distribution  of  sterile  needles 
to  IV  drug  users.  There  are  cur- 
rently no  such  programs  in  the 
United  States,  though  both  New 
York  City  and  San  Francisco  are 
considering  it. 

One  study  of  needle  distribu- 
tion is  underway  in  Amsterdam, 
Holland.4  Amsterdam  is  a city  with 
a population  of  650,000  in  a coun- 
try of  14  million.  Health  officials 
estimate  there  are  7,000  drug  ad- 


dicts in  Amsterdam  and  20,000  in 
the  country.  Only  35%  of  the  7,000, 
or  approximately  2,500,  are  IV  drug 
users.  The  other  65%  are  addicted 
to  other  drugs. 

In  March  of  1986,  there  were  260 
known  cases  of  AIDS  in  Holland. 
Eight  of  these  were  IV  drug  ad- 
dicts. A 1986  study  of  IV  drug  ad- 
dicts in  Amsterdam  conducted  by 
Van  der  Hoek  et  al.,5  showed  a 
seropositivity  rate  of  about  30%. 
Faced  with  this,  health  officials 
added  three  distinct  new  preven- 
tion measures  to  augment  drug 
abuse  treatment  services:  a pub- 
licity campaign  about  AIDS;  con- 
dom distribution;  and  a needle  and 
syringe  exchange  program. 

The  rationale  for  these  meas- 
ures was  that  information  about 
safe  sex  and  safe  drug  use  would 
lead  to  behavior  changes  if  the 
necessary  conditions  were  met: 
condoms  for  safer  sex,  drug  free 
and  methadone  treatment  for 
those  who  wanted  to  get  off  drugs; 
and  finally  the  availability  of  ster- 
ile syringes  and  needles  for  those 
IV  drug  addicts  who  were  not  ca- 
pable or  willing  to  give  up  their 
drug  use. 


The  presence  of 
shooting  galleries  and 
the  practice  of  sharing 
needles  leave  no  doubt 
that  we  must  expand 
and  intensify  our 
education  and 
prevention  efforts  if 
we  are  to  stop  the 
transmission  of  HIV 
among  IV  drug  users 
in  Georgia. 


MARCH  1988,  Vol.  77 


169 


Efforts  to  prevent 
AIDS  through 
increasing  the  use  of 
sterile  equipment  and 
through  providing  drug 
abuse  treatment  to 
stop  IV  drug  use  may 
be  mutually 
reinforcing  strategies 
rather  than 
contradictory  ones. 


The  Amsterdam  needle  and  sy- 
ringe exchange  actually  started  in 
the  summer  of  1984.  The  arrest  of 
a pharmacist  in  the  inner  city  for 
the  daily  sale  of  syringes  to  200 
addicts  caused  concern  among 
drug  treatment  workers  in  the 
community  and  addicts  them- 
selves that  there  would  be  an  out- 
break of  hepatitis  B.  A league  of 
drug  addicts,  calling  themselves 
the  Junky  Union,  proposed  to  start 
a needle  exchange  program.  Al- 
though health  authorities  were  not 
very  supportive  on  this  idea,  they 
agreed  to  try  a small  experiment. 
The  Municipal  Health  Service 
bought  disposable  syringes  and 
delivered  them  once  a week  to  the 
Junky  Union  and  picked  up  the 
used  ones  for  disposal.  At  the  pro- 
gram onset,  approximately  1,000 
syringes  were  exchanged  weekly. 
In  1985.  AIDS  became  a greater 
concern,  and  the  program  was  ex- 
panded. Needles  were  made 
available  through  mobile  treat- 
ment units  in  converted  buses. 

Holland’s  use  of  ‘ methadone 
buses”  is  a unique  harm  reduc- 


tion component  for  addicts  who 
are  not  capable  or  ready  to  give 
up  their  drug  use.  Methadone  is 
used  as  a means  of  contacting 
drug  addicts  and  to  provide  a 
starting  point  for  further  stabili- 
zation. There  are  no  requirements 
for  counseling  or  that  they  stop 
other  drug  use  — only  that  they 
have  regular  contact  with  a med- 
ical doctor  every  3 months.  Meth- 
adone is  given  daily  from  2 buses 
at  6 sites  in  the  city. 

Since  its  start  in  1984,  the  num- 
ber of  needles  and  syringes  ex- 
changed has  gone  from  25,000  to 
100,000  in  1985,  400,000  in  1986, 
and  is  expected  to  reach  600,000 
in  1987. 

The  Municipal  Health  Service 
began  a study  in  1987  to  eval- 
uate the  needle  exchange  pro- 
gram. Initially,  150  IV  drug  users 
will  be  interviewed,  with  follow- 
up interviews  of  50  addicts.  There 
will  also  be  interviews  with  work- 
ers who  carry  out  the  needle  ex- 
change as  well  as  with  people  who 
live  in  areas  with  a high  concen- 
tration of  addicts.  Publication  of 
the  study  is  expected  in  early  1988. 

The  preliminary  findings  from 
the  first  78  addicts  interviewed  in- 
dicate that  needle  sharing  was  still 
occurring  over  the  preceding  2 
years,  although  the  majority  said 
they  had  changed  their  sharing 
behavior  due  to  the  fear  of  AIDS. 
Persons  who  participated  in  the 
needle  exchange  shared  less  than 
other  IV  addicts.  Early  data  further 
indicate  that  the  needle  exchange 
program  has  not  led  to  an  in- 
crease in  drug  injection  or  to  a 
reduction  in  the  demand  for  either 
methadone  or  treatment,  nor  has 
it  led  to  observable  reduction  in 
the  spread  of  HIV. 


Though  Georgia’s  Department 
of  Human  Resources  is  not 
considering  the  distributing  of 
sterile  needles  at  this  time,  one  of 
the  issues  being  studied  is  distri- 
bution of  bleach  for  sterilizing 
needles.  Though  there  is  some 
evidence  that  this  type  of  effort  has 
been  a successful  HIV  prevention 
tool  in  San  Francisco,  it  is  still  a 
controversial  issue,  seen  by  some 
as  condoning  use  of  needles  and/ 
or  drugs. 

Preliminary  data  from  New  York, 
New  Jersey  and  San  Francisco  in- 
dicate that  educating  IV  drug  users 
in  how  to  sterilize  injection  equip- 
ment leads  them  to  want  to  enter 
treatment  for  their  drug  abuse. 

Efforts  to  prevent  AIDS  through 
increasing  the  use  of  sterile  equip- 
ment and  through  providing  drug 
abuse  treatment  to  stop  IV  drug 
use  may  be  mutually  reinforcing 
strategies  rather  than  contradic- 
tory ones.  Given  the  urgency  of 
containing  the  AIDS  epidemic,  we 
cannot  afford  to  dismiss  consid- 
eration of  any  potentially  effective 
prevention  method,  however  con- 
troversial. 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package  " 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits . . . 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
— to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.P.  today— you’ll  never 
feel  better. 

i w Data  General 

ELBOIV  systems,  ii:s. 

(800)  441-8386  In  Georgia  (404)  565-3407 
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AIDS  Information  Resources 


The  following  is  a list  of  avail- 
able AIDS  informational  ma- 
terials. Although  it  contains  many 
important  and  educational  re- 
sources, it  is  not  all  inclusive. 


WRITTEN  MATERIALS 


“ Confronting  AIDS:  Directions  for 
Public  Health,  Health  Care,  and 
Research  ” — a 374-page  report  by 
the  Institute  of  Medicine  and  the 
National  Academy  of  Sciences, 
available  for  $24.95  (15%  dis- 
count for  orders  of  five  or  more). 
Also  available,  “Confronting  AIDS: 
Summary  and  Recommenda- 
tions” for  $1.50.  Both  from:  Na- 
tional Academy  Press,  2101  Con- 
stitution Ave.,  NW,  Washington, 
D.C.,  20418. 

“ Surgeon  General’s  Report  on  Ac- 
quired Immune  Deficiency  Syn- 
drome” — a free  36-page  report 
available  from:  AIDS,  P.O.  Box 
23961,  Washington,  D.C.,  20026- 
3961,  or  Inter  America  Research, 
1200E  N.  Henry  St.,  Alexandria,  VA, 
22314;  800/342-AIDS. 

Medical  Association  of  Georgia 
publications  — (938  Peachtree  St., 
Atlanta,  GA  30309;  404-876-7535, 

or  800-282-0224): 

“ MAG  Report  on  HIV,  ARC,  AIDS” 
- a 22-page  policy  plus  ad- 
dendums dealing  with  HIV  test- 
ing, confidentiality,  counseling, 
and  more. 

“AIDS:  Fighting  Fear  With  Facts  ” 
— pamphlet,  $12  per  hundred. 

"This  is  a Mandatory  AIDS  Test” 

— Poster,  $5  each. 


“Fact  Sheets: 

“AIDS” 

“AIDS:  How  the  Virus  Works” 
“AIDS  Testing” 

“Women  and  AIDS” 

“AIDS  and  Children” 

“AIDS  and  Health  Care  Work- 
ers” 

“AIDS:  Blood  Donations  and 
Transfusions” 

“AIDS  and  Drug  Use” 

“AIDS  Prevention” 

“Let’s  Give  America  the  Facts” 
— an  AMA  Medical  Society 
Primer  for  effectively  communi- 
cating information  about  AIDS. 

American  Red  Cross  pamphlets 
(contact  your  local  chapter): 

“AIDS,  Sex  and  You” 

“AIDS  and  Your  Job  — Are  There 
Risks” 

“If  Your  Test  for  Antibody  to  the 
AIDS  Virus  is  Positive  . . .” 
“AIDS  and  Children  — Infor- 
mation for  Parents  of  School  Age 
Children” 

“AIDS  and  Children  — Infor- 
mation for  Teachers  and  School 
Officials” 

“Facts  About  AIDS  and  Drug 
Abuse” 

“Gay  and  Bisexual  Men  and 
AIDS” 

“Caring  for  the  AIDS  Patient  at 
Home” 

“AIDS  and  the  Safety  of  the  Na- 
tion’s Blood  Supply” 

“ Coping  With  AIDS  — Psycholog- 
ical and  Social  Consideration  in 
Helping  People  With  HTLV-III  In- 
fection” — published  by  the  De- 
partment of  Health  and  Human 


Services.  Available  from:  Publi- 
cation No.  (ADM)  85-1432,  Na- 
tional Institute  of  Mental  Health, 
Office  of  Scientific  Health  Infor- 
mation, 5600  Fishers  Ln.,  Rock- 
ville, MD,  20857. 

“AIDS  and  the  Public  Schools”  — 
a 55-page  report  available  for  $15 
from:  Research  Support  Services, 
National  School  Boards  Associa- 
tion, 1680  Duke  St.,  Alexandria,  VA 
22314. 

Channing  L.  Bete  Co.,  Inc.  publi- 
cations — (100  State  Rd.,  South 
Deerfield,  MA  01373,  413-665- 
7611): 

“What  Everyone  Should  Know 
About  AIDS”  (also  available  in 
Spanish) 

“Why  You  Should  Be  Informed 
About  AIDS”  (for  health  care 
workers) 

“What  Gay  and  Bisexual  Men 
Should  Know  About  AIDS” 
“AIDS  and  Shooting  Drugs”  (for 
intravenous  drug  users,  their 
family  members,  and  drug  treat- 
ment counselors) 

“What  Young  People  Should 
Know  About  AIDS” 

National  Technical  Information 
Service  publications  — (5285  Port 
Royal  Rd.,  Springfield,  VA  22161, 
703-487-4650): 

• “Recommendations  and  Guide- 
lines Concerning  AIDS  Pub- 
lished in  the  Morbidity  and  Mor- 
tality Weekly  Report,  November 
1982  through  April  1986” 
Contains  all  Public  Health  Serv- 
ices recommendations  regard- 
ing AIDS  during  the  stated  pe- 
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riod,  including  precautions  for 
health  care  workers  and  allied 
professionals,  guidelines  con- 
cerning AIDS  and  the  work 
place,  recommendations  to 
prevent  parental  transmission 
of  the  AIDS  virus,  and  recom- 
mendations concerning  edu- 
cation and  foster  care  of  AIDS- 
virus-infected  children. 

Order  No.  PB86-2 10101.  Paper 
copy,  $7.50;  microfiche,  $5.95. 
(Add  $3  per  order  for  shipping 
and  handling.) 

• “Reports  on  AIDS  Published  in 
the  Morbidity  and  Mortality 
Weekly  Report,  June  1981 
through  May  1986” 

Also  includes  all  Public  Health 
Service  recommendations  and 
guidelines  concerning  AIDS 
during  the  stated  period. 

Order  No.  PB86-2 1 1 455.  Paper 
copy,  $8.75;  microfiche,  $5.95. 
(Add  $3  per  order  for  shipping 
and  handling.) 

• “Acquired  Immunodeficiency 
Syndrome:  Legal  and  Regula- 
tory Policy,”  by  William  Curran, 
Larry  Gostin,  and  Mary  Clark, 
Department  of  Health  Policy 
Management,  Harvard  School 
of  Public  Health.  Report  of  a 
study  conducted  by  the  authors 
under  contract  with  the  Public 
Health  Service.  Order  No.  PB86- 
248291/AS.  Paper  copy,  $30.95, 
microfiche,  $6.50.  (Add  $3  per 
order  for  shipping  and  han- 
dling.) 

“What  You  Should  Know  About 
AIDS’’  — a pamphlet  which  gives 
facts  about  the  disease  and  infor- 
mation on  how  to  protect  yourself 
and  your  family.  Available  from: 
America  Responds  to  AIDS,  P.O. 
Box  6003,  Wattville,  MD  20850,  or 
800-342-AIDS. 


AIDS  VIDEO/AUDIO  TAPES 


“AIDS  Carriers  in  My  Practice”  — 
This  28-minute  videotape,  devel- 
oped through  a cooperative  agree- 
ment between  the  Centers  for  Dis- 
ease Control  and  AID  Atlanta, 


alerts  physicians  and  other  health 
professionals  to  the  necessity  of 
identifying  and  counseling  AIDS 
carriers  and  persons  at  risk  in  or- 
der to  curb  the  spread  of  the  AIDS 
epidemic.  This  videotape  is  avail- 
able in  VHS  format.  Contact  Bri- 
gitte B.  Nahmias,  M.D.,  Medical 
Video  Productions,  (404)  834- 
9955. 

“Management  of  the  AIDS  Patient: 
San  Francisco  General  Hospital’s 
Approach”  — Aimed  at  physi- 
cians, nurses,  hospital  adminis- 
trators, and  ancillary-department 
managers,  this  60-minute  pro- 
gram covers  infection  control 
guidelines,  multi-disciplinary  ap- 
proaches to  treatment,  inpatient 
and  outpatient  care,  and  coordi- 
nation of  hospice  care.  This  vi- 
deotape is  available  in  VHS  and 
ZA"  formats.  Contact  Ron  Lopp, 
California  Medical  Association, 
(415)  863-5522. 

“The  AIDS  Movie”  — a 26-minute 
film  featuring  a classroom  lesson 
on  AIDS  prevention,  including  why 
condoms  should  be  used  during 
sexual  intercourse  and  poignant 
interviews  with  three  young  adults 
with  AIDS.  Available  from:  Durrin 
Films,  Inc.,  1748  Kalorama  Rd., 
NW,  Washington,  DC  20009;  202- 
387-6700. 

“AIDS  — What  Everyone  Needs  To 
Know” — an  18-minute  film  pre- 
senting facts  and  myths  about 
AIDS,  and  featuring  the  story  of  a 
family  in  which  the  husband  has 
AIDS.  Available  from:  Churchill 
Films,  662  N.  Robertson  Blvd.,  Los 
Angeles,  CA  90069. 

“Sex,  Drugs,  and  AIDS”  — a 20- 
minute  film  featuring  actress  Rae 
Dawn  Chong,  which  includes 
scenes  of  addicts  using  drugs, 
brief  interviews  with  AIDS  pa- 
tients, and  a discussion  about 
condoms.  Available  from:  O.D.N. 
Productions,  Inc.,  74  Varick  St., 
#304,  New  York,  NY  10013;  212- 
431-8923. 

“Beyond  Fear”  — a three-part 
documentary  by  the  American  Red 


Cross  and  narrated  by  Robert 
Vaughn. 

“Beyond  Fear:  The  Virus  ” — Part 
I illustrates  (with  computer 
graphics)  the  deadly  effective- 
ness of  HIV,  the  virus  that 
causes  AIDS.  22  minutes,  order 
No.  18486. 

“Beyond  Fear:  The  Individual” 
— Part  II  identifies  who  is  at  risk 
from  AIDS,  how  AIDS  is  and  is 
not  transmitted,  and  how  to 
avoid  infection.  17  minutes,  or- 
der No.  18482. 

“Beyond Fear:  The  Community” 
— Part  III  shows  how  some  cit- 
ies are  meeting  needs  of  both 
patients  and  the  public.  21  min- 
utes, order  No.  18484. 

To  order  the  complete  set,  use  or- 
der No.  18480.  Available  from: 
Modern  Talking  Picture  Service, 
5000  Park  St.,  North,  St.  Peters- 
burg, FL  33709;  813-541-5763,  or 
available  on  loan  from  the  MAG 
offices  by  calling  404-876-7535  or 
800-282-0224. 


SPEAKERS’  BUREAU 


In  addition,  there  are  several 
Speaker’s  Bureaus  around  the  state 
which  can  provide  speakers  on 
AIDS  for  County  Medical  Society, 
Auxiliary,  civic  club,  or  commu- 
nity meetings.  Some  of  the  orga- 
nizations which  provide  speakers 
include: 

The  American  Red  Cross 
AIDS  Education  Program 
1925  Monroe  Dr.,  NE 
Atlanta,  GA  30324 
404-881-9800 

Centers  for  Disease  Control 
AIDS  Activity 
Building  6,  Room  292 
1600  Clifton  Rd. 

Atlanta,  GA  30333 
404-329-3479 

Medical  Association  of  Georgia 
(MAG)  and  Auxiliary  to  the 
MAG 

938  Peachtree  St.,  NE 
Atlanta,  GA  30309 
404-876-7535  or  1-800-282-0224 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1'3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 
(201)  569-8502 
Outside  NJ  1-800-237-9083 


( ARAFATE 

(sucralfate) 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  thatthe  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (1 2 times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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1984. 


Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY  MO  64137 


1595H7 


174 


Journal  of  MAG 


Specialized  ulcer  therapy 


When  advancing  age 
signals  reduced 
acid  secretion 


If  your  duodenal  ulcer  patient  is  over  55,  decreased 
mucosal  resistance  is  more  likely  to  cause  an  ulcer  than 
hypersecretion  of  acid-pepsin.1  A tendency  toward  lower 
acid  secretion  with  advancing  age  has  been  shown.23 


Declining  gastric  secretion  and  age3 


Age  Group 


healing  rates  comparable  to  H2  antagonists  without  the 
risk  of  systemic  side  effects  or  drug  interactions— an  impor- 
tant benefit  for  older  patients. 

The  unique,  nonsystemic  action  of  Carafate  enhances 
the  body's  own  ulcer  healing  ability,  strengthening  the  muco- 
sal structure  as  it  protects  damaged  tissue  from  further  injury. 

When  advancing  age  signals  reduced  acid  secretion, 
choose  the  specialized  ulcer  therapy  of  safe,  nonsystemic 
Carafate. 


Nothing  works  like 


ARAFATE 

sucralfate/Marion 


CARAFATE®  (sucralfate/Marion)  makes  sense  as 
initial  ulcer  therapy  for  the  elderly.  Carafate  provides  ulcer 


Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 
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Humulin  N 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


DIET... EXERCISE... 


Humulin  (]§) 

human  insulin  mjs 

(recombinant  DNA  origin] 


Humulin  l 


For  your  insulin-using  patients 


© 1987,  ELI  LILLY  AND  COMPANY 


Pv)  LVcTOKiU  | 
100  unlB  pa  si 

Humulin  P 


First  hundreds... 


Then  thousands... 


Soon  more  than  a million. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder,  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


5,302  skilled  hands 


In  Sickness  And  In  Health. 


n 


like  the  way  you  operate.  Please  send  me 
information  on: 

□ General  Hospital  □ Women's  Services 

Services  □ Physician  Match 

Name 


Address. 


City State Zip. 

Phone 


Mail  to:  P.  Willoughby,  DeKalb  General  Hospital, 
2701  North  Decatur  Road,  Decatur,  Georgia  30033 


DEKALB 

GENERAL  HOSPITAL 


Experts  Every  One. 

The  first  medical  profes- 
sionals to  come  to  mind  will  no 
doubt  be  physicians.  And  youd 
be  right  to  put  them  on  top. 

Our  medical  staff  of  over  500 
doctors,  representing  vir- 
tually every  specialty,  is 
acknowledged  as  being 
among  the  finest  in 
Atlanta.  The  same  applies 
to  our  nursing  staff  that’s 
600  strong.  But  there  are 
professionals  here  at  DeKalb 
General  in  every  capacity 

Some  Even  Get 
Their  Hands  Dirty. 

There  are  heroes  everywhere  in  our 
facility-many  unseen  and  unsung. 
There’s  the  heating  engineer  who, 
cloistered  in  the  basement, 
rarely  sees  a 
patient,  but 
whose  diligence 
and  dedication 
do  as  much 
to  make  our 
patients  com- 
fortable as  our 
attentive  nurses. 
There’s  the 
Master  Electrician, 
the  18-year  veteran  plumber,  the  registered 
dietitian,  the  chef-each  outstanding  in  his  or 
her  field  and  each  a product  of  our  high  em- 
ployment standards.  Together,  they  form 
the  team  that  brings  to  your  bedside  the 
expertise  to  help  make  you  well. 

Some  Work  To  Keep 
You  Out  Of  Here. 


Taking  care  of  you  when  you’re 
sick  has  been  our  goal  for  26  years 
and  continues  to  be.  But  today,  a vast 
number  of  hands  from  both  medical 
and  social  disciplines  are  busy  in  efforts 
to  keep  you  healthy  and  well-in  our  facilities 
for  early  diagnosis  or  treatment  of  diabetes, 
cancer  and  osteoporosis;  in  our  dozens  of 
preventive  health  classes  and  seminars  on 


exercise,  nutrition,  stress  management, 
cooking  and  relaxation;  in  the  publication 
of  our  informative  quarterly  health  news- 
letter; and  in  our  Women’s  Wellness  Center, 
the  first  in  the  Southeast. 

Technology  At  Their 
Fingertips. 

One  of  the  reasons  we  attract  the  calibre 
of  people  we  do  is  a reason  patients  appreci- 
ate too-a  contemporary  attitude  about  med- 
icine and  state-of-the-art  “tools  of  the  trade!’ 
For  example,  we  offer  an  innovative 
pain  control  program;  enlightened  cancer 
care  services;  advanced  gynecological  laser 
surgery;  a program  for  sleep  disorders;  laser 
lithotripsy;  and  24-hour  emergency  care. 
And  we’re  continually  expanding  our  tech- 
nologies to  include  advanced  diagnostics 
, , such  as  magnetic  resonance 

imaging. 


Helping 

Hands. 

can’t 
make 


someone 
care,  but  you 
certainly  can  culti- 
vate an  attitude  of 
caring.  That’s  exactly  what 
we’ve  done  for  26  years,  and  it 
works.  When  asked  to  cite  the  most 
notable  attribute  of  DeKalb  General,  people 
repeatedly  say  the  caring  attitude  of  all  the 
staff  and  employees  they  come  in  contact 


with  here.  And  we’re  very 
proud  of  that. 


Reaching 
Out  To  The 
Community. 

In  addition  to  our 
main  facility,  DeKalb 
General  has  an  expand- 
ing network  of  minor 
emergency  facilities-the 
Family-CareSM  Centers-to 
bring  healthcare  you  can 
count  on  to  your  neigh- 
borhood. And  should  you  need  a doctor, 
we  offer  Physician  MatchSM-a  referral 
service  to  match  you  with  the 
doctor  who’s  right 
for  you. 

There  are 
many  other 
ways  we  can 
be  of  help 
to  you  and 

your  family.  So  contact 
us  for  more  detailed  information.  You’ll  find 
yourself  in  the  hands  of  experts. 


An  affiliate  of  SouthCare5"  Medical  Alliance  and  VHA,  ©1988  DeKalb  General  Hospital 


THE  MEDICAL  ASSOCIATION  OF  GEORGIA’S 


1988  HOUSE  OF  DELEGATES 

HYATT  REGENCY  HOTEL 
SAVANNAH 

APRIL  28  — MAY  1 


Next  month,  the  134th  annual  meeting  of  the 
Medical  Association  of  Georgia  House  of 
Delegates,  our  policy-making  body,  will  be  held 
in  Savannah  at  the  Hyatt  Regency  Hotel,  located 
on  the  historic  Savannah  Riverfront. 

The  House  of  Delegates  is  MAG’s  legislative 
body,  charged  by  our  Constitution  with  the  re- 
sponsibility for  transacting  all  business  of  the 
Association.  Most  importantly,  the  House  deter- 
mines MAG’s  positions  on  current  issues  facing 
the  medical  profession  in  Georgia. 

All  members  of  the  Medical  Association  of 
Georgia  are  cordially  invited  to  attend  the  several 
sessions  of  our  House  and,  through  their  elected 
Delegates  and  Alternate  Delegates,  to  participate 
in  discussion  of  the  issues  under  consideration. 

Reservations  for  Lodging 

Guest  rooms  at  the  Hyatt  Regency  Savannah 
Hotel  are  available  for  participants  in  our  House 
meeting.  All  MAG  delegates  and  officers  have 
received  reservation  cards  from  MAG  headquar- 
ters. All  others  should  make  reservations  directly 
with  the  Ravinia  reservations  staff,  preferably  by 
calling  the  hotel  at  912/238-1234.  For  this  meeting 


MAG  has  secured  a discounted  room  rate  of  $87 
single  and  $97  double  occupancy  per  night. 

The  Auxiliary  to  the  MAG  will  hold  its  63rd 
Annual  Meeting  at  the  nearby  DeSoto  Hilton 
Hotel,  April  29-30.  Please  refer  to  page  [ ] 

for  program  information. 

A registration  desk  will  be  maintained  on  the 
second  floor,  near  the  Ballroom  foyer  of  the  Hyatt 
for  delegates,  alternate  delegates,  directors,  and 
all  members.  The  registration  desk  will  be  open: 

Thursday,  April  28  4:00  p.m.-8:00  p.m. 

Friday,  April  29  7:30  a. m. -5:00  p.m. 

Saturday,  April  30  8:30  a. m. -4:00  p.m. 

GENERAL  SESSION  — 7 P.M. 
Thursday  Evening,  April  28 

The  opening  General  Session  will  be  called  to 
order  by  MAG  President,  Jack  F.  Menendez, 
M.D.  on  Thursday,  April  28,  at  7:00  in  the  Ball- 
room. 

After  opening  ceremonies,  Dr.  Menendez  will 
present  MAG  Certificates  of  Appreciation  to  mem- 
bers who  have  made  special  contributions  to 
MAG,  and  also  to  other  citizens  who  have  distin- 
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guished  themselves  in  service  to  the  medical 
profession  in  Georgia.  The  President  will  also 
honor  MAG’s  members  who  have  been  in  prac- 
tice for  fifty  years  or  longer;  those  who  have  been 
awarded  life  membership;  and  those  members 
who  have  died  during  the  past  year. 

Special  events  during  this  opening  session  will 
be  the  address  of  our  annual  Guest  Speaker  and 
the  report  of  the  Auxiliary  to  the  Medical  Asso- 
ciation of  Georgia  by  President  Mrs.  Roy  W.  Van- 
diver. Following  will  be  the  presentation  of  MAG’s 
four  special  awards: 

• Hardman  Cup  — presented  to  an  individual 
for  an  outstanding  discovery  in  medicine  or 
surgery,  or  solution  of  a major  problem  in  pub- 
lic health. 

• Distinguished  Service  Award  — for  merito- 
rious service  reflecting  credit  and  honor  to  the 
Association. 

• Civic  Endeavor  Award  — for  outstanding 
public  service  and  participation  in  civic  activ- 
ities. 

• Family  Physician  of  the  Year  — the  recipient 
of  this  award  is  determined  by  the  Board  of 
Directors  of  the  Georgia  Academy  of  Family 
Physicians. 

FIRST  SESSION  OF  THE  HOUSE 
Thursday,  8 P.M. 

After  these  ceremonies,  James  A.  Kaufmann, 
M.D.,  Speaker,  will  convene  the  House  of  Dele- 
gates at  8:00  p.m.  in  the  Ballroom. 

The  order  of  business  will  include: 

• nomination  of  candidates  for  MAG  officers, 
AMA  delegates  and  alternates. 

• announcement  of  Reference  committees  for 
Friday. 

• introduction  of  resolutions  or  other  new  busi- 
ness. 

GaMPAC  BREAKFAST 
Friday,  April  29 

MAG’s  Georgia  Medical  Political  Action  Com- 
mittee, GaMPAC,  will  sponsor  a champagne 
breakfast  on  Friday  morning,  April  29,  at  7:30 
a.m.  in  the  Ballroom. 

Reference  Committees 

According  to  the  Bylaws  of  the  Association,  all 
resolutions  and  reports  submitted  by  MAG  offi- 
cers, members,  county  societies,  or  committees, 
which  contain  recommendations  must  be  re- 
ferred to  a Reference  Committee  for  open  hear- 
ing. 


All  MAG  members  are  invited  to  the  Hyatt  Re- 
gency Savannah  Hotel  and  encouraged  to  appear 
and  express  their  views  before  the  Reference 
Committees.  The  Committees  will  open  their 
hearings  on  Friday,  April  29,  at  9:00  a.m. 

Our  House  customarily  features  6 Reference 
Committees,  each  with  an  agenda  of  somewhat 
related  issues: 

Reference  Committee  A (Ballroom  F)  — Tort  re- 
form and  Membership  Issues 
Reference  Committee  B (Ballroom  E)  — Medical 
Practice  issues  and  alternative  delivery  sys- 
tems 

Reference  Committee  C (Ballroom  D)  — Legis- 
lation 

Reference  Committee  D (Verelst  Room)  — Med- 
ical Education 

Reference  Committee  F (Percival  Room)  — MAG’s 
Budget 

Reference  Committee  C&B  (Vernon  Room)  — 
Constitution  and  Bylaws 

SECOND  SESSION 
Saturday,  April  30 

The  Second  Session  of  the  House  of  Delegates 
will  convene  at  9:00  a.m.  on  Saturday,  April  30 
in  the  Ballroom. 

Principal  item  of  business  will  be  considera- 
tion of  reports  submitted  by  the  several  Reference 
Committees.  The  Delegates’  vote  on  each  of  the 
numerous  resolutions  and  recommendations 
brought  before  the  House  will  help  establish 
MAG’s  official  policies  for  the  coming  year. 

Dr.  Menendez,  President,  and  MAG  President- 
elect, Joseph  P.  Bailey,  Jr.,  M.D.  will  address  the 
House  during  the  morning  session.  A special  fea- 
ture will  be  the  address  by  our  1987  House  of 
Delegates  Keynote  Speaker. 

Election  of  officers  nominated  on  Thursday 
evening  will  take  place  during  the  Saturday  morn- 
ing session.  The  Tellers  will  pass  out,  collect, 
and  count  the  ballots,  and  the  results  will  be 
announced  before  the  lunch  break.  All  newly 
elected  officers  will  be  installed  during  the  after- 
noon session  on  Saturday. 

President’s  Reception 

The  MAG  will  honor  our  President,  Dr.  Jack  F. 
Menendez,  at  a reception  and  dance  7:00-10:00 
p.m.,  Saturday  evening,  in  the  Ballroom. 

Sunday,  May  1 

In  the  event  that  all  Reference  committee  re- 
ports are  not  acted  upon  in  Saturday’s  session, 
the  House  will  be  convened  at  9:00  a.m.,  Sunday, 
in  the  Ballroom. 
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Schedule  at  a Glance . . . 


MAG  HOUSE  OF  DELEGATES 

APRIL  28  — MAY  1,  1988 
HYATT  REGENCY  HOTEL 
SAVANNAH 

THURSDAY,  APRIL  28 

4:00-8:00  p.m.  REGISTRATION  (Ballroom  Foyer) 

7:00  p.m.  GENERAL  SESSION  (Ballroom) 

Presiding:  Jack  F.  Menendez,  M.D. 

President 

Opening  Ceremonies 

Report  of  the  President  of  the  Auxiliary  to  the  MAG, 
Mrs.  Roy  F.  Vandiver 
Presentation  of  MAG  Awards 
Recess 

8:00-10:00  p.m.  HOUSE  OF  DELEGATES,  FIRST  SESSION  (Ballroom) 
Presiding:  James  A.  Kaufmann,  M.D.,  Speaker, 
and  Jack  A.  Raines,  M.D.,  Vice-speaker 

Nominations  for  Association  Officers  and  AMA 
Delegates  or  Alternates 
Introduction  of  New  Business 
Recess 


FRIDAY,  APRIL  29 


7:30  a.m. 
7:30  a.m. 
9:00  a.m. -1:00  p.m. 


REGISTRATION  (Ballroom  Foyer) 

GaMPAC  BREAKFAST  (Ballroom) 

REFERENCE  COMMITTEE  HEARINGS 

(Ballroom  D,  E,  F;  Verelst,  Percival  & Vernon  Rooms) 


SATURDAY,  APRIL  30 


8:30  a.m.  REGISTRATION  (Ballroom  Foyer) 

9:00  a.m. -5:00  p.m.  HOUSE  OF  DELEGATES,  SECOND  SESSION 

(Ballroom) 

Address  of  the  President,  Dr.  Menendez 
Address  of  the  President-elect,  Dr.  Bailey 
Report  of  Reference  Committees 
Announcement  of  Election  Results 


7:00-10:00  p.m.  PRESIDENT’S  RECEPTION  AND  DANCE  ■ 
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An  outline  of  Georgia’s  newest 
physical  rehabilitation  center 


I.  Palmyra  Regional  Rehabilitation  Center 

A.  Comprehensive  rehabilitation 

1 . Major  physical  and/or  cognitive  disabilities 

2.  Inpatient  and  outpatient  services 

B.  Acute  care  hospital  setting 

1.  Modern  48-bed  facility 

2.  Located  adjacent  to  HCA  Palmyra  Medical  Centers 

C.  Southwest  Georgia’s  only  inpatient  rehabilitation  facility 

II.  Diagnoses  treated 

A.  Stroke  and  neurological  diseases 

B.  Spinal  cord  injury 

C.  Head  injury 

D.  Arthritis 

E.  Pediatric  neuromuscular  diseases 

F.  Amputee 

G.  Burns 

III.  Services  available 

A.  Rehabilitative  nursing 

B.  Rehabilitiative  therapy 

1 . Physical  therapy 

2.  Occupational  therapy 

3.  Speech  and  language  pathology 

4.  Therapeutic  recreation 

C.  Psychology 

D.  Social  work 

E.  Vocational  counseling 

F.  Prosthetics  and  orthotics 

IV.  Special  procedures 

A.  Nerve  conduction  studies 

B.  Electromyography 

C.  Evoked  potentials 

V.  Medical  Director 

A.  Board  certified  physiatrist 

B.  Oversees  medical  and  physical  rehabilitation  of  all  patients 

C.  On  campus  office 

VI.  Multidisciplinary  team  approach 

A.  Individualized  treatment  plans 

B.  Weekly  team  conferences 

C.  Outside  consults  as  needed 


,1  Palmyr* 
^FRehabil 


x 


Palmyra  Regional 


itation  Center 


Pursuing 


Learning 


2000  Palmyra  Road 
Albany,  GA  31703-1908 

For  information,  call  toll  free  in  Georgia: 

1-800-422-1189 

In  the  Albany  area  or  outside  Georgia  call: 

(912)  434-8660 

Achieving 


MARCH  1988,  Vol.  77 


179 


Auxiliary  to  the  Medical  Association  of 

Georgia 

63rd  ANNUAL  MEETING 

DeSoto  Hilton 
Savannah,  Georgia 
April  29-30,  1988 


£ £^"V\  behalf  of  the  Auxiliary  to 

i i I t is  my  pleasure  to  welcome  you 

the  Medical  Association  of 

1.  to  the  Annual  Convention  of 

Georgia,  1 am  pleased  to  invite  you  to 

the  Auxiliary  to  the  Medical 

join  me  at  the  DeSoto  Hilton  Hotel, 

Association  of  Georgia  at  the  DeSoto 

Savannah,  Georgia,  for  the  63rd 

Hilton  in  historic  Savannah. 

Annual  Convention  and  meeting  of 

The  Auxiliary  to  the  Georgia 

the  House  of  Delegates.  Our  theme: 

Medical  Society  (Savannah)  is  proud 

‘Auxiliaries  On  The  Move  — Moving 

to  be  your  host.  We  hope  you  will 

Expressly  For  Progress’  very  aptly 

enjoy  the  meetings  and  special  events 

describes  our  actions  this  year.  It  is 

that  have  been  planned.  Savannah  is 

now  time  to  ‘Move  To  Conclusion,’  to 

a lovely  city  in  the  springtime,  and  we 

share  and  reward  our  many 

look  forward  to  sharing  its  charm  and 

accomplishments  and  to  conclude  the 

beauty  with  you.” 

business  for  the  year.” 

Maureen  T.  Vandiver 

Ann  R.  Purcell  (Mrs.  Dent  W.) 

(Mrs.  Roy  W.) 

Convention  Chairman,  A-MAG 

President , A-MAG 

(1987—1988) 
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AUXILIARY  PROGRAM 


THURSDAY,  APRIL  28 

3:00-5:00  Registration  and  Information 

7:00  Opening  Session  of  the  MAG  House  of 
Delegates 

A-MAG  President’s  Report:  Mrs.  Roy  W. 
Vandiver 

AMA-ERF  Check  Presentation 

FRIDAY,  APRIL  29 

9:00-5:00  Registration  and  Information 
Hospitality  and  Exhibits 

10:00  PRE-CONVENTION  EXECUTIVE  BOARD 
MEETING 

(All  former  state  presidents,  state 
officers,  state  committee  chairmen  and 
members,  county  presidents  and  county 
presidents  elect.) 

12:00  AUXILIARY  LUNCHEON 

(Executive  Board,  Delegates,  MAG 
Committee  on  Auxiliary  and  guests.) 

Greetings  from  AMA-A 
Mrs.  Anne  Pitchford  (W.  Arnold), 
AMA-A  Southern  Regional  Vice 
President 

2:00  OPENING  SESSION  OF  THE  ANNUAL 
A-MAG  HOUSE  OF  DELEGATES 
Call  to  Order 

Spotlighting  County  Presidents 
Opening  Ceremonies 
President’s  Greetings 
Introductions 

Greetings  from  MAG  President 
Special  Address 

BUSINESS  MEETING 
Introduction  of  Pages 
Credential  Report 
Convention  Standing  Rules 
Adoption  of  Program 
Minutes 

Officers  and  Committee  Reports 
Unfinished  Business 
New  Business 

Bylaws  and  Handbook  Revisions 

Announcements 

Recess  of  Meeting 

EXHIBIT  WALK 

County  Exhibits,  Scrapbooks,  Doctor’s 
Day,  Medical  Heritage  (Research  & 
Romance  of  Medicine) 


6:30-7:30  AUXILIARY  TO  MAG  PRESIDENT’S 
RECEPTION 

(Auxiliary  Executive  Board,  MAG 
Committee  on  Auxiliary,  Special  Guests 
and  all  Auxiliary  members.) 


SATURDAY,  APRIL  30 

9:00-12:00  Registration 

Hospitality  and  Exhibits 

9:00  SECOND  GENERAL  SESSION  HOUSE  OF 
DELEGATES 
Introduction  of  Guests 
Introduction  of  Past  Presidents 
Message  from  Southern  Medical 
Association  Auxiliary,  Mrs.  Joan 
Milburn  (Graham)  President,  SMA-A 
Memorial  Service 

Business  Meeting  (Continued) 

Revised  Credentials  Report 
Election  of  1988-89  Nominating 
Committee 

Election  of  1988  A-MAG  Delegates  for 
AMA-A  Convention 
Report  of  Awards: 

Achievement,  AMA-ERF,  Brawner 
Certificates  of  Excellence,  Doctor’s 
Day,  Membership,  Safety,  and 
Scrapbooks 

Report  of  1987-88  Nominating 
Committee 

Election  and  Installation  of  Officers 
Presentation  of  1988-89  President’s 
Pin  and  Gavel 
Inaugural  Address 
Presentation  of  Past  President’s  Pin 
Announcements 
Adjournment 

12:30  LUNCHEON 

(Newly  installed  state  officers,  outgoing 
officers,  committee  chairmen, 
committee  members,  county  presidents, 
county  presidents  elect,  nominated 
presidents-elect,  delegates,  alternate 
delegates,  auxiliary  members  and 
guests.) 

POST  CONVENTION  EXECUTIVE 
BOARD  MEETING 

PAST  PRESIDENTS’  LUNCHEON  ■ 
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CANCER 


Kaposi’s  Sarcoma 

Thomas  W.  Phillips,  M.D. 


AMERICAN 
V CANCER 
* SOCIETY 


Kaposi  first  described  an 
“idiopathic,  multiple, 
pigmented  sarcoma,”  in  Vienna  in 
1872.  It  was  described  as  an 
isolated  macule  which  will 
coalesce  and  cover  a stocking 
distribution  over  the  lower 
extremities.  “This  coalescent  lesion 
will  then  spread  to  the  viscera  and 
over  a varying  interval,  cause  death 
in  a certain  number  of  patients.”1 
This  sarcoma  is  found  in  North 
American  people  among  Eastern 
European,  Italian,  and  Ashkenasi 
Jewish  extraction.2  In  equatorial 
Africa,  it  is  common  among  the 
Bantu.  In  Tanzania,  Kaposi’s 
sarcoma  in  children  mimics 
malignant  lymphoma  with  nodal 
involvement,  but  the  skin  is  spared; 
the  reverse  is  true  in  adults.3 

Schmid  recognizes  three 
different  histologic  types: 
granulomatous  inflammation, 
predominantly  angioblastic,  and 
predominantly  fibroblastic.  There 
seems  to  be  no  prognostic 
difference  related  to  histologic 
type,  but  there  are  differences  in 
the  course  of  the  disease. 

Five  year’s  ago,  Kaposi’s 
sarcoma  was  a rarity,  seldom  seen. 


Dr.  Phillips  is  Director,  Radiation  Oncology 
Department,  Crawford  W.  Long  Hospital.  Send 
reprint  requests  to  him  at  25  Prescott  St.,  Atlanta, 
GA  30365. 

This  paper  was  sponsored  by  the  Georgia 
Division  of  the  American  Cancer  Society.  Those 
wishing  to  contribute  papers  to  the  CANCER 
Section  should  send  them  to  Dr.  Phillips,  CANCER 
Section  Editor,  at  the  above  address. 


Since  the  AIDS  epidemic,  however, 
this  sarcoma  has  become  fairly 
common.  It  is  the  presenting 
disease  in  about  a third  of  AIDS 
patients.4  The  overall  mortality  in 
AIDS  patients  from  Kaposi’s 
sarcoma  is  approximately  40%. 
Classically,  this  presents  in 
association  with  other 
malignancies,  especially 
lymphomas. 

There  is  no  known  treatment  that 
offers  much  success.  Single  and 
multiple  agent  chemotherapy  have 
been  tried  with  variable  results. 
Single  agents  which  have  been 
used  include:  nitrogen  mustard, 
triazaquone,  rozaxone, 
methotrexate,  vinblastine,  and 
vincristine.  Drug  combinations 
have  included:  dactinomycin, 
dacarbazine,  vincristine,  and  alpha 
interferon.  An  alternative  regimen 
of  vinblastine  and  vincristine 
seems  to  offer  the  best  results.5 
More  complete  responses  have 
been  reported  in  about  20%  of  the 
patients. 

Radiation  therapy  is  very  useful 
for  palliative  purposes,  with  total 
disappearance  of  local  lesions 
using  low  to  moderate  skin  doses. 
Radiation  as  local  surface 
treatment  would  obviously  not 
affect  the  systemic  component  of 
the  disease.  There  are  reports  of 
localized  Kaposi’s  sarcoma  not 
associated  with  AIDS  which  have 
apparently  been  eradicated 
permanently  by  radiation  but,  this 


finding  is  virtually  anecdotal. 

The  distribution  of  Kaposi’s  in  the 
skin  of  persons  with  AIDS  seems  to 
start  in  the  classical  pattern,  i.e.,  with 
extremity  lesions  appearing  first  and 
secondary  and  tertiary  lesions 
spreading  to  the  trunk  and  head  and 
neck.  The  lesions  can  be  quite  tender, 
ulcerate,  and  if  on  the  plantar  sur- 
faces, confine  the  patient  to  bed. 
When  the  skin  lesions  coalesce  and 
cover  the  extremities  in  stocking  or 
glove  fashion,  the  patient  usually 
shows  signs  of  visceral  disease  and 
soon  succumbs. 

Summary 

Kaposi’s  sarcoma,  once  rare,  is 
now  commonly  seen  in  persons  with 
AIDS.  Although  no  definitive  treat- 
ment is  curative,  the  patient  may  be 
palliated  with  local  radiation  to  skin 
lesions.  Chemotherapy  may  be  the 
only  hope  for  cure,  but  in  patients 
already  compromised  immunologi- 
cally,  chemotherapy  is  limited  in 
usefulness. 
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Physician  Beware ! 

Paul  Shanor 


The  AIDS  epidemic  has  brought 
new  meaning  to  the  Latin 
phrase,  “Caveat  Emptor,”  meaning 
“let  the  buyer  beware.”  It  can  now 
read  “Caveat  Medicus,”  meaning 
“let  the  physician  beware.”  As  the 
primary  health  care  provider  the 
physician  is  caught  between  the 
proverbial  rock  (whether  to  protect 
the  patient’s  right  of  privacy)  and  a 
hard  place  (whether  to  protect 
others  from  contracting  the  virus). 

At  first  glance,  it  is  obvious  that 
the  physician  has  foremost 
responsibility  to  the  patient  he  or 
she  is  treating.  The  real  dilemma 
occurs  when  the  physician 
reasonably  believes  that  the  HIV- 
positive patient  will  not  take  the 
necessary  precautions  nor  provide 
adequate  disclosure  when 
engaging  in  sexual  activity  with 
another  person  that  would  expose 
that  person  to  the  AIDS  virus. 

In  Tarasoff  v Regents  of  the 
University  of  California, 1 the 
California  Supreme  Court  ruled  that 
a health  care  provider  (in  this  case, 
a psychologist)  has  a responsibility 
to  a third  party  if  there  is  a clear 
threat  to  that  third  party.  In 
addition,  though,  the  provider, 
when  providing  the  warning,  must 
know  that  he  or  she  may  be  able  to 
keep  the  danger  from  occurring. 

The  difficulty  of  Tarasoff  is 

three-fold.  First,  it  has  not  been 
accepted  in  all  jurisdictions, 
including  Georgia.  Georgia  courts 


have  not  yet  ruled  that  a health 
care  provider  has  a greater 
responsibility  to  a third  party  than 
to  the  patient.  Secondly,  with 
respect  to  AIDS,  it  does  not  provide 
clear  guidelines  to  a physician  as 
to  how  to  determine  if  a real  threat 
exists.  Finally,  unlike  Tarasoff, 
most  activities  in  which  the  virus  is 
spread  are  consensual. 

At  the  same  time,  courts  have 
ruled  that  non-disclosure  that  one 
has  a contagious  disease,  even  in  a 
consensual  relationship,  is 
sufficient  for  a tort  action.  The  case 
of  Kathleen  K.  v Robert  B.,2  the 
man  knew  he  had  herpes  and  did 
not  inform  his  partner.  They  had 
sexual  intercourse,  and  Kathleen 
contracted  herpes.  She  sued  Robert 
for  civil  damages,  and  the  court 
upheld  her  right  to  sue.  Since  AIDS 
is  even  more  serious  than  herpes, 
it  is  possible  that  the  courts  would 
rule  non-disclosed  sexual  activity 
violent  enough  behavior  to  force 
the  physician  to  warn  a third  party 
under  the  Tarasoff  reasoning. 

AIDS  presents  the  worst  of  both 
worlds  — it  is  both  contagious  and 
deadly.  Richard  Belitsley,  M.D.,  and 
Robert  A.'  Solomon  in  AIDS  and  the 
Law,  find  that: 

Under  either  a contagious 
disease  or  a Tarasoff  analysis,  it 
is  likely  courts  will  find  that 
physicians  and  therapists  have  a 
duty  to  inform  their  patients  ’ 
known  sexual  partners  if  the 


patient  has  AIDS.  The  accepted 
knowledge  that  AIDS  is 
communicable  through  sexual 
intercourse,  the  possibility  that 
exposure  will  lead  to  contracting 
the  disease  (even  if  only  by  a 
consensual  sexual  act),  and  the 
foreseeability  of  known  sexual 
partners  as  “identifiable  victims” 
fulfill  the  requirements  necessary 
to  overcome  the  presumption  of 
confidentiality  and  establish  a 
duty  to  disclose.3 

What  this  means  is  that  the 
physician  must  trust  his 
own  judgment  until  the  law 
clarifies  the  situation.  If  the 
Omnibus  AIDS  Bill  before  the 
Georgia  General  Assembly  passes 
as  currently  written,  it  would 
provide  that  the  physician  may 
notify  a spouse  or  sexual  partner  at 
risk,  or  may  notify  the  Department 
of  Human  Resources  of  the  names 
of  the  patient  and  any  person(s)  at 
risk.  The  physician  would  not  be 
required  to  make  any  notification, 
but  he  or  she  would  be  protected 
from  liability. 
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Should  Children  Be  Included  in  Early  Prevention 
Efforts  Aimed  at  Reducing  Coronary  Heart  Disease? 


Sandra  Hudson,  M.D. 


Introduction 

Hypercholesterolemia  and  its 
association  with  coronary 
heart  disease  has  been  a topic  of 
considerable  interest  in  recent 
years.  Though  numerous 
recommendations  for  screening 
and  treatment  for  high  cholesterol 
exist,  specifically,  the  role  of  the 
pediatrician  in  this  area  is  strongly 
debated.  At  issue  is  whether  the 
recent  literature  supports  early 
intervention  in  children,  if  it  has 
been  proven  effective,  and  what  is 
the  best  approach  for  treatment 
and  screening.  The  N1H  Consensus 
Committee  reported  in  1985  that, 

“It  has  been  established  beyond  a 
reasonable  doubt  that  lowering 
cholesterol  (specifically  LDL 
cholesterol)  will  reduce  the  risks  of 
heart  attacks  caused  by  coronary 
heart  disease.”1  The  question 
remains;  however,  is  this  true  in 
children?  The  specific  influence  of 
diet  and  other  therapies  in 
lowering  cholesterol  and 


Dr.  Hudson  is  with  the  Department  of  Pediatrics, 
Medical  College  of  Georgia,  Augusta.  Send  reprint 
requests  to  Dr.  Wesley  Covitz,  Professor  of 
Pediatrics,  Medical  College  of  Georgia,  Section  of 
Pediatric  Cardiology,  Augusta,  GA  30912-2822. 

This  paper  was  sponsored  by  the  Georgia 
Affiliate  of  the  American  Heart  Association.  Those 
wishing  to  contribute  papers  to  this  Section  should 
send  them  to  Dr.  Wesley  Covitz,  HEART  Section 
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preventing  coronary  artery  disease 
in  children  remains  controversial. 
Recommendations  by  the  American 
Heart  Association  (AHA),  the  NIH 
Consensus  Conference  and  the 
American  Academy  of  Pediatrics 
(AAP)  are  in  conflict.  The  most 
conservative  and  skeptical  group  is 
the  American  Academy  of 
Pediatrics.  The  following  is  a 
review  of  current  controversial 
issues,  including  the  reservations 
of  the  skeptics,  supporting 
evidence  cited  by  advocates,  and 
available  options  for  screening. 

Those  Opposed  to  Early 
Intervention 

The  AAP  places  considerable 
doubt  on  several  theories 
which  support  taking  an  aggressive 
approach  to  intervention.  A vast 
majority  of  the  medical  community 
feels  that  fatty  streaks  are  the 
precursors  of  fibrous  plaques  and 
are  associated  with  elevated 
cholesterol  levels.  These  views  are 
supported  by  pathologic  studies  by 
Holman,  Strong  and  McGill  in  the 
1 9504 960s.2' 3 The  AAP  argues  that 
the  relationship  of  fatty  streaks  to 
fibrous  plaques  is  a theory  and 
remains  uncertain.4  For  example, 
almost  every  child  by  age  10  has 
fatty  streaks  present  in  the  aorta, 
regardless  of  race,  sex,  or 
environment.5  Furthermore,  the 


majority  of  fatty  streaks  are  found 
in  the  aortic  ring  region;  however, 
most  plaques  are  in  the 
descending  and  abdominal  aorta.  It 
is  known  that  fatty  streaks  in  the 
coronary  arteries  parallel  the 
development  of  plaques  in  the 
coronary  arteries,  but  there  is  no 
proof  that  dietary  measures  will 
prevent  atheromas  from  depositing 
on  the  intima  of  coronary  arteries. 
The  AAP  also  states  that  fibrous 
plaques  do  not  have  the  same 
ubiquitous  distribution  among  the 
world’s  populations  as  fatty  streaks. 
In  summary,  “therefore  there  must 
be  serious  reservations  about 
accepting  the  contention  that  fatty 
streaks  in  arterial  vessels  can  be 
taken  as  evidence  of  the  childhood 
origin  of  atherosclerosis  due  to 
limitations  on  current  knowledge.”4 
Evidence  that  diet  and  drug 
intervention  decreases  cholesterol 
and  the  incidence  of  coronary 
artery  disease  is  provided  primarily 
by  the  landmark  studies  of  the 
Lipid  Research  Clinic  Coronary 
Prevention  Trial.4- 6-7  This  study  was 
a double  blind,  multicenter, 
randomized  trial  in  which 
approximately  4,000  asymptomatic 
middle-aged  men  (35-59)  with 
primary  hypercholesterolemia 
(levels  >267  ug/dl)  were  divided 
into  two  groups.  The  treatment 
group  was  placed  on  a cholesterol 
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lowering  diet  and  cholestyramine, 
a lipid  lowering  drug.  The  control 
group  was  placed  on  the  same  diet 
and  a placebo.  Results  after  7 years 
revealed  an  8.5%  difference  in 
reduction  of  cholesterol  levels  and 
a 19%  difference  in  heart  attacks 
and  deaths  related  to  coronary 
events.6-7  The  AAP  feels  too  much 
emphasis  is  placed  on  these 
results  and  that  broad  conclusions 
are  drawn.  They  point  out  that  this 
study  does  not  assess  the  effects  of 
diet  alone  as  a factor.  Extreme 
caution  should  be  used  in 
extrapolating  these  results  to  other 
portions  of  the  population 
specifically  children.  They 
summarize  saying,  “It  doesn’t 
appear  that  this  study  presents 
compelling  evidence  to  alter  diet  in 
the  first  two  decades  of  life.”7 

The  number  of  deaths  in  the 
United  States  secondary  to 
coronary  artery  disease  has  been 
decreasing  since  1950. 8 This  is 
supported  by  pathologic  studies  of 
Korean  and  Vietnam  war  soldiers 
in  which  the  frequency  of 
atherosclerosis  decreased  from  77 
to  45%. 4 9 The  skeptics  admit  that 
improved  nutrition  may  be  a factor 
but  not  specifically,  reduced 
cholesterol.4 

Concern  has  been  raised  that 
direct  dietary  measures  may  not 
support  adequate  growth  and 


development,  especially  during  the 
adolescent  growth  spurt,  at  which 
time  cholesterol  levels  fall  anyway. 
In  general,  the  AAP  points  out  “that 
the  physiologic  and  nutritional 
needs,  especially  during  the 
adolescent  growth  spurt  are 
different  from  those  of  adults, 
especially  from  those  of  middle- 
aged,  sedentary  men”  who  are  at 
higher  risk.  They  are  afraid  that 
proposed  changes  in  diet  may  not 
provide  high  quality  protein,  iron, 
calcium,  or  essential  minerals  for 
growth.4 

((The  AAP  places 
considerable  doubt  on 
several  theories  which 
support  taking  an 
aggressive  approach  to 
intervention  of  children 
regarding  coronary 

heart  disease.  99 

AAP  representatives  admit  that 
published  studies  indicate  that 
populations  with  a lower  incidence 
of  coronary  artery  disease  have 
associated  lower  cholesterol  levels 
in  both  children  and  adults  and 


that  the  dietary  intake  of 
cholesterol  is  less.  Although  the 
association  of  diet,  serum 
cholesterol  values,  and  coronary 
artery  disease  can  be  established 
in  population  studies,  the  AAP 
states  that  it  is  important  to  note 
that  in  American  children  a lack  of 
correlation  between  diet  and 
cardiovascular  disease  variables 
exist.  Rather  in  childhood  and 
adolescence,  obesity,  smoking  and 
activity  patterns  are  more  important 
determinants  of  the  likelihood  of 
cardiovascular  disease.  They  feel 
obesity,  smoking,  and  activity 
patterns  are  established  in  the  first 
2 decades  of  life  but  argue  against 
the  proposed  idea  that  adolescent 
eating  behaviors  persist  into 
adulthood.  Therefore,  more  efforts 
should  be  made  in  counselling 
concerning  these  factors  which  are 
strong  risk  factors.  In  general,  they 
suggest  working  toward  a prudent 
lifestyle  rather  than  a prudent  diet.4 

Other  nonsupporters  are 
concerned  that  labeling  children  as 
being  at  risk  for  a future  dire  event 
may  have  a detrimental  effect  on 
emotional  development.10  Others 
argue  that  children  ages  2-3  on  low 
fat  milk  have  an  increased 
frequency  of  gastrointestinal 
illnesses.11  In  addition,  in  a few 
adult  studies,  diets  with  high  intake 
of  polyunsaturated  fats  have  been 
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associated  with  an  increased 
incidence  of  gallstones  and  some 
cancer  deaths.12' 13 

Those  in  Favor 

Proponents  for  early  intervention 
argue  that  despite  the  decline 
in  coronary  heart  disease,  it 
continues  to  be  the  most  common 
cause  of  premature  death  and 
disability  in  the  United  States,  with 
the  greatest  impact  on  individuals 
in  the  most  productive  years  of 
their  lives,  the  years  in  which  they 
have  their  greatest  responsibility  to 
family  and  community.  They  state 
that  coronary  artery  disease  causes 
550,000  deaths  a year,  many  of 
them  sudden,  thus  we  need  to 
intervene  to  prevent  the  underlying 
process.1 

They  admit  that  the  specific 
influence  of  diet  in  decreasing 
cholesterol  levels  and  preventing 
coronary  artery  disease  in  children 
is  still  controversial,  mainly 
because  interpretation  of  various 
studies  is  subject  to  the  perspective 
or  bias  of  the  interpreter.  However, 
the  amount  of  circumstantial 
evidence  supporting  intervention  is 
substantial,  and  proponents  feel 
that  although  the  atherosclerosis 
theory  is  not  foolproof,  children 
with  an  increased  percent  of  fatty 
streaks  do  have  increased  levels  of 
cholesterol.13' 14  They  also 
acknowledge  the  decreasing 
incidence  of  coronary  artery 
disease  but  point  out  that  45%  of 
young  soldiers  still  have 
atherosclerotic  plaques13  — 
plaques  that  had  to  develop  in 
childhood;  therefore,  intervention 
at  this  time  is  necessary. 
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Studies  Cited 

Epidemiologic  studies,  such  as 
the  Framingham  Studies,  support 
the  fact  that  cholesterol  levels  are  a 
strong  risk  factor  for  coronary 
artery  disease.1  15 

Retrospective  studies  of  victims 
of  coronary  deaths,  especially 
younger  victims,  have  revealed  an 
increased  prevalence  of 
hypercholesterolemia,  and  relatives 
of  these  victims  have  higher 
cholesterol  levels  and  increased 
risk  of  coronary  heart  disease.  The 
reverse  has  also  been  shown  to  be 
true.13'1617 

Cross  cultural  studies  show  that 
Westernized  cultures  have  an 
increased  incidence  of  coronary 
heart  disease,  which  positively 
correlates  with  increased  dietery 
intake  of  saturated  fats  and 
cholesterol.13' 15 

Animal  models,  including 
primates,  have  developed 
atherosclerotic  lesions  on  diets 
resembling  the  American  table  diet, 
and  these  lesions  regress  with 
dietary  modifications  involving 
lowering  cholesterol  levels.118 

Pathophysologic  studies  reveal 
that  the  major  lipid  component  of 
the  atherosclerotic  plaque  which  is 
already  present  in  18  year  olds  is  a 
lipoprotein  of  cholesterol, 
specifically  LDL.13' 15 

Genetic  studies  have  shown  that 
children  with  familial 
hypercholesterolemia  who  have 
decreased  LDL  receptors,  which 
are  important  in  decreasing  serum 
cholesterol,  have  increased  LDL 
levels  (the  atherogenic  cholesterol 
component).  It  has  been  clearly 
demonstrated  that  the  accelerated 


and  clinically  catastrophic  coronary 
related  events,  including  premature 
deaths,  in  these  children  results 
from  their  high  blood  cholesterol 
levels.1' 13 

In  addition,  “regression  of 
coronary  artery  and  aortic 
atherosclerotic  lesions  has  been 
reported  after  lowering  plasma 
cholesterol  with  the  portacaval 
shunt  procedure  in  children.”13  It  is 
felt  that  decreasing  cholesterol  by 
diet  should  accomplish  the  same 
thing. 

roponents  feel  that 
although  the 
atherosclerosis  theory  is 
not  foolproof,  children 
with  an  increased 
percent  of  fatty  streaks 
do  have  increased  levels 

of  cholesterol . yy 

Studies  have  shown  that  plasma 
levels  of  cholesterol  and 
lipoproteins  do  track  significantly. 
Therefore,  extrapolating  data  from 
adult  studies  is  reasonable.1- 13 
Limited  diet  studies  comparing 
children  on  formula  preparations 
low  in  saturated  fats  reveals  no 
significant  difference  in  growth 
with  those  that  have  been  breast 
fed;  so,  modified  diets  even  in 
infancy  appear  to  be  safe.19 
Proponents  for  early  intervention  in 
general,  including  the  AAP,  support 
intervention  in  all  risk  factors 
especially  obesity,  exercise,  and 
smoking.120 
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In  summary,  as  one  advocate  put 
it,  “what  if,  after  a nationwide 
preventive  cardiology  program  for 
children,  we  learn  in  25-50  years 
from  now  that  coronary  heart 
disease  is  not  being  minimized  or 
prevented?  We  have  simply 
increased  the  number  of 
individuals  in  the  nation  who  eat 
sensibly,  are  not  obese,  and 
remain  physically  active  throughout 
life  and  who  have  avoided  the 
offensive  and  dangerous  habit  of 
smoking.”21 

Options  for  Intervention 

Four  options  for  intervention 
have  been  proposed  depending 
upon  where  one  stands  in  this 
controversy: 

IThe  first  approach  is  not  to 
intervene  at  all.  This  is 
supported  by  the  fact  that  the 
incidence  of  coronary  heart  disease 
is  decreasing  already,  so  why 
intervene  with  measures  that  have 
not  been  proven  to  be  effective  in 
children  and  may,  in  fact,  be 
detrimental  to  their  physical  and 
emotional  development.  In 
addition,  the  optimal  method  of 
screening  has  not  yet  been 
determined,  so  its  difficult  to 
propose  an  optimal  plan.4-21 

2 The  second  approach  is  to 
recommend  a prudent  diet  for 
the  entire  population.  The 
argument  for  this  approach  is 
based  on  the  fact  that  the  U.S.  has 
an  increased  incidence  of  coronary 
artery  disease  associated  with  an 
increased  level  of  cholesterol  in 
comparison  with  other  populations 
with  lower  coronary  artery  disease 
and  cholesterol.  Our  average 


cholesterol  level  is  too  high. 
Therefore,  by  decreasing  the 
cholesterol  level  on  a population 
basis  we  can  then  shift  the  entire 
population  curve  to  the  left  and 
hopefully  decrease  the  incidence  of 
coronary  artery  disease. 

The  problem  with  this  approach 
is  in  defining  the  best  “prudent 
diet.”  Currently,  the  AHA  and  the 
AAP  differ  primarily  in  the 
emphasis  placed  on  total  dietary 
fat,  saturated  fat,  the  ratio  of 
polyunsaturated/saturated  fat,  and 
the  age  of  intervention.1  4- 20  The 
AAP’s  concern  is  whether  limiting 
fat  intake  to  30%  as  recommended 
by  the  AHA  will  provide  adequate 
calories  for  growth.  Secondly,  an 
extreme  decrease  in  saturated  fat 
compared  to  polyunsaturated  fat  is 
associated  with  decreased  HDL 
levels  which  are  thought  to  be 
protective  against  coronary  artery 
disease.4  In  general,  all 
recommend  a prudent  diet  for 
children  >2  years,  with  emphasis 
on  decreased  total  and  saturated 
fat  intake  with  moderation.  In 
addition,  one  should  stress  the 
importance  of  a healthy  diet  rather 
then  just  listing  what  one  should 
not  eat. 

3 The  third  approach  is  universal 
screening.  Supporters  for 
routine  screening  note  that  a high 
risk  approach  will  miss  some 
children  with  increased 
cholesterol.  For  example,  one 
patient  screening  factor  is  a family 
history  of  increased  cholesterol. 
Many  adults  do  not  know  their  own 
cholesterol  level,  and  many 
children  are  from  single  parent 
families  in  which  the  family  history 
of  the  other  parent  is  unknown.22 


4 The  fourth  approach  is  high 
risk  screening  which  is 
supported  by  the  AAP,  NIH,  and 
AHA  and  appears  to  be  the  most 
practical  approach.1- 4-20- 22 
Screening  includes  fasting 
cholesterol,  HDL,  triglyceride  levels 
and  calculated  LDL.  If  LDL  or 
cholesterol  levels  are  >75 
percentile,  they  should  be  repeated 
on  1-2  occasions.  If  they  continue 
to  be  >75-90th  percentile  for 
cholesterol  (170-185)  or  LDL  or 
(110-125),  secondary  causes  such 
as  drugs  (especially  steroids)  or 
diseases  (such  as  diabetes, 
hypothyroidism  or  nephrosis) 
should  be  ruled  out,  and  the 
patient  should  be  placed  on  a 
prudent  diet.1 

oncern  has  been 
raised  that  direct  dietary 
measures  may  not 
support  adequate 
growth  and 

development , especially 
during  the  adolescent 
growth  spurt , at  which 
time  cholesterol  levels 

fall  anyway . yy 

After  6-12  months,  repeat  the 
blood  work.  If  the  elevated  levels 
persist,  stricter  dietary  measures 
should  be  used,  such  as  AHA 
phase  diets  which  place  increasing 
restrictions  on  total  and  saturated 
fats.1 
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Children  with  cholesterol  levels 
>90th  percentile  are  considered  at 
high  risk.  Familial  hyperlipidemias 
should  be  ruled  out  with 
electrophoresis  and 
ultracentrifugation  methods.  Family 
members  should  be  screened.  They 
should  be  placed  on  diets  as 
previously  indicated.  If  there  is  no 
improvement,  medication  should 
be  considered.1 

Summary 

There  are  multiple  risk  factors 
for  atherosclerosis  and  coronary 
heart  disease  including  obesity, 
smoking,  exercise,  and  increased 
cholesterol.  This  discussion  was 
focused  on  the  role  of  lipids. 
Coronary  heart  disease  is  still  a 
major  cause  of  death  in  the  U.S. 
Further  studies  need  to  be  done  to 
prove  cause  and  effect  especially 
in  children.  However,  a definitive 
long-term  study  over  40-50  years 
may  not  be  feasible.  There  is 
enough  evidence  to  support  the 
theory  that  atherosclerosis  begins 
in  childhood.  Therefore,  we  should 
take  advantage  of  our  unique 
opportunity  to  intervene  in  hopes 
of  prevention. 
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What 

will  you  tell  her 
about 
screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a program 
launched  by  the  American  Cancer  Society  and 
the  American  College  of  Radiology  and  they 
may  come  to  you  with  questions.  What  will 
you  tell  them? 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along 
with  your  regular  breast  examinations  and 
their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer, 
a disease  which  will  strike  one  woman  in  10. 

If  you  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please 
contact  us. 


AMERICAN 
CANCER 
? SOCIETY 


Professional  Education  Dept. 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 


Most 
patients 
need 
only  one. 
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(potassium  chlonde)  Sustaned  Release  Tablets  THINGS  IN  AMERICA  NEVER  GHANI 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS 

1.  For  therapeutic  use  In  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e.g. . spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e.g  , spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration  Other  meansmf  accomplishing  this  (e.g. , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics;  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chlonde  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1.  Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4.  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 
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SOME  DO. 


U.S.  Savings  Bonds.  Paying  Over  9%. 


In  1621  a small  band  of  colonists  gave  thanks  for  their 
first  harvest.  Today,  Thanksgiving  is  still  a time  to  give 
thanks  for  all  that  we  have. 

Some  things  never  change. 

One  great  American  tradition  has  changed — U.S. 
Savings  Bonds.  Today’s  Savings  Bonds  pay  higher  variable 
interest  rates  like  money  market  accounts.  Currentlv,  Boncj 
are  paying  over  9%. 

Just  hold  Savings  Bonds  for  five  years  and  you  get  the 
new  variable  interest  rates.  Plus,  you  get  a guaranteed 
return.  This  means  you  can  earn  a lot  more,  but  never  less! 
than  7’/2%! 


You  can  purchase  Bonds  at  almost  any  financial  instittl 
tion,  or  easier  yet,  through  the  Payroll  Savings  Plan  where 
you  work. 

Buy  U.S.  Savings  Bonds.  Like  Thanksgiving,  they’re 
well  worth  remembering.  To  find  out  the  current  interest  rate  I 

and  more  information,  call  1 1 c c>ii/#A7/"C 

toll-free  1-800-US-BONDS.  <*£  SAVINGS  BONDS'^ 

Paying  Better  Than  Ever 


Variable  rates  applv  to  Bonds  purchased  on  and  after  11  1 82  and  held  at  least  five  vears.  Ronds 
purchased  before  1 1 1/82  earn  variable  rates  when  held  beyond  10  >1  8, . Bonds  held  less  than  five  I 
years  earn  lower  interest. 

A public  service  of  this  publication! 


PHYSICIANS. 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It's  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you'll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANS.THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a vanety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEALLYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician , there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  to  contend 
with.  Likeexcessivepaperwork,  and  the 
overhead  costs  incurred  in  running  a 
privatepractice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Army  offers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  to  work  with  a team  of 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

If  you’re  interested  in  practicinghigh 
quality  health  care  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  to  your  local  Army 
Medical  Department  Counselor  for 
more  information 

ARMY  MEDICINE. 
BEALLYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army/Army  Reserve  Medicine 
Bldg.  922,  N.  End 
Fort  Gillem 

Forest  Park,  GA  30050 
Call  collect:  (404)  362-3359  or  3374 


ADDENDUM  TO: 


Since  the  distribution  of  MAG's  1987-88  Roster  of  Association  members  last 
August,  we  have  become  aware  that  a number  of  MAG  members  in  good 
standing  were  inadvertently  omitted.  We  apologize  for  this  oversight  and 
herewith  publish  both  their  names  as  well  as  those  who  have  joined  the 
Association  since  publication  of  the  Roster.  You  may  wish  to  detach  these 
pages  and  insert  them  into  your  copy  of  MAG's  1987-88  Roster. 


ALPHABETICAL  LIST 


AGUILA,  RAFAEL  J.  47  ACT  GP 

SIXTH  AVE,  BUENA  VISTA  31803 
ALLG000,  PIERCE  29  ACT  ORS 

35  COLLIER  RD  NW,  ATLANTA  30309 
ARKIN,  EVAS.  29  ACT  OBG 

993-D  JOHNSON  FERRY  RD,  ATLANTA  30342 
BEEGLE,  PHILIP  H.,  JR.  29  ACT  PS 

993-C  JOHNSON  FERRY  RD  NW,  ATLANTA  30327 
BLAKELEY,  RUSSELL  R.  29  l&R  CD 

2320  VISTAMONT  DR,  DECATUR  30033 
BORDERS,  JUEL  PATE  29  ACT  OBG 

991  MLKJR  DR,  ATLANTA  30314 
BOWMAN,  KENNETH  L.  42  ACT  DR 

FAIRVIEW  PARK  HOSPITAL,  DUBLIN  31021 
BROWN,  BRADFORD  G.  49  ACT  OBG 

1077  S.  MAIN  ST,  MADISON  30650 
BUCHTER,  SUSIE  29  ACT 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
BUMGARNER,  JAMES  B.  29  ACT  GS 

340  BOULEVARD  NE  STE  126,  ATLANTA  30312 
BURGESS,  GARY  H.  29  ACT  NPM 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
BURS0N,  E.  NAPIER,  JR.  29  ACT  IM 

5669  PEACHTREE-DUNWOODY  RD  NE,  ATLANTA  30342 
CARROLL,  KENNETH  T.  29  ACT  OBG 

4556  N.  SHALLOWFORD  RD,  ATLANTA  30338 


CHALMERS,  RIVES  29  ACT  P 

1401  W.  PACES  FERRY  RD  NW,  ATLANTA  30327 

CLARY,  W.  UPTON  11  ACT  NS 

4 JACKSON  BLVD,  SAVANNAH  31405 

COMSTOCK,  THOMAS  W.  29  ACT  0T0 

3280  HOWELL  MILL  RD  NW,  ATLANTA  30327 
COSTA,  C0NRA00  V.,  JR.  11  ACT  FP 

PO  BOX  294,  RINCON  31326 
C0STIGAN,  D0NAL  A.  29  ACT  N 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
CRUISE,  JOES.  29  ACT  PUD 

2491  PACES  FERRY  RD  STE  205,  SMYRNA  30080 
CULBERTSON,  JOHN  H„  JR.  29  ACT  PS 

69  BUTLER  ST  SE,  ATLANTA  30303 
DANIELS,  GARY  M.  17  ACT  EM 

677  CHURCH  ST,  MARIETTA  30060 
DAVIS,  M.  BEDFORD,  JR.  29  ACT  GS 

340  BOULEVARD  NE,  ATLANTA  30312 
DRVARIC,  DAVID  M.  29  ACT  ORS 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
DUNBAR,  MARK  R.  29  ACT  OPH 

11685  ALPHARETTA  ST  STE  150,  ROSWELL  30076 
ELMER,  R.A.  29  ACT  R 

6500  VERNON  WOODS  DR,  ATLANTA  30328 
EVANS,  E.C.  29  ACT  IM 

300  BOULEVARD  NE,  ATLANTA  30312 


FELICIANO,  E.  A.  29  ACT  IM 

147  15TH  ST  #12-B,  ATLANTA  30361 
FERN,  DAVID  R.  22  ACT  GS 

500  IRVIN  CT  STE  C-210,  DECATUR  30030 
FLOWER,  SARA  P.  29  ACT  R 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
FLOYD,  VIRGINIA  T.  29  ACT  OBG 

993  JOHNSON  FERRY  RD  NE,  ATLANTA  30342 
FREEDMAN,  MILTON  H.  29  ACT  IM 

340  BOULEVARD  NE,  ATLANTA  30312 
FULLERTON,  RICHARD  N.,  JR.  29  ACT  IM 

35  COLLIER  RD  NW,  ATLANTA  30309 
FUNK,  F.  JAMES,  JR.  29  ACT  ORS 

105  COLLIER  RD  NEW,  ATLANTA  30309 
GALLOWAY,  WILLIAM  H.  29  ACT  OBG 

5675  PEACHTREE-DUNWOODY  RD,  ATLANTA  30342 
GEBHART,  SUZANNE  S.P.  29  ACT  END 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
GODWIN,  JOHN  T.  29  ACT  PTH 

4691  SENTINEL  POST  RD  NW,  ATLANTA  30327 
GRUNDY,  MICHAEL  J.  29  ACT  ORS 

1700  GOLDEN  GATE  DR  NW,  ATLANTA  30309 
HALTIWANGER,  STEVEN  G.  56  ACT  P 

215  BRECKENRIDGE  DR,  VALDOSTA  31602 
HARRIS,  J.  FRANK  29  ACT  IM 

PO  BOX  420187,  ATLANTA  30342 
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HARRIS,  MAURICE  D.  22  ACT  CD.IM 

755  COMMERCE  DR  STE  200,  DECATUR  30030 
HELMS,  WILLIAM  C.  29  ACT  OBG 

35  COLLIER  RD  NW,  ATLANTA  30309 
HILL,  J.  WAYNE  34  ACT  OBG 

715  CHURCH  ST  STE  201,  GAINESVILLE  30505 
HILL,  WILLIAM  H.  29  ACT  GS 

3280  HOWELL  MILL  RD  NW  201,  ATLANTA  30327 
HOROWITZ,  LONNY  E.  29  ACT 

1360  CENTER  DR  STE  100,  DUNWOODY  30338 
HUGULEY,  CHARLES  M.,  JR.  29  ACT  IM 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
HURST,  J.  WILLIS  29  ACT  IM 

69  BUTLER  ST  SE,  ATLANTA  30303 
INGOLD,  CARLA  29  ACT 

993-D  JOHNSON  FERRY  RD  NE,  ATLANTA  30342 
JOLLY,  PRADEEP  C.  29  ACT  IM,HEM 

993-D  JOHNSON  FERRY  RD  NE,  ATLANTA  30342 
JOSEPH,  ALFRED  29  ACT  PD 

777  CLEVELAND  AVE  SW,  ATLANTA  30315 
KOZARSKY,  ALAN  M.  29  ACT  OPH 

2004  PEACHTREE  RD  NW,  ATLANTA  30367 
KRAININ,  MILTON  JOSEPH  29  ACT  IM 

1293  PEACHTREE  ST  NE,  ATLANTA  30309 
KURTZ,  JOSEPH  L.  29  ACT  ORS 

2635  BROOKDALE  DR  NW,  ATLANTA  30305 
LAWRENCE,  GEORGE  C.  29  ACT  OBG 

550  FAIRBURN  RD  SW  #A-5,  ATLANTA  30331 
LEWIS,  JOHN  R.,  JR.  29  ACT  PS 

365  E.  PACES  FERRY  RD  NE,  ATLANTA  30305 
LOWDON,  JOSEPH  0,  29  ACT  IM 

35  COLLIER  RD  STE  610,  ATLANTA  30309 
MARTIN,  WALLACE  F.  13  ACT  GS,TS 

601  PROFESSIONAL  DR,  LAWRENCEVILLE  30245 
MARTIN,  WILLIAM  0.,  Ill  29  ACT  OPH 

1938  PEACHTREE  RD  NW,  ATLANTA  30309 
MASON,  GAYLE  L.  29  ACT  IM,PUD 

11685  ALPHARETTA  ST  STE  105,  ROSWELL  30076 
MCLARNON,  MICHAEL  C.  29  ACT  P 

3355  LENOX  RD  STE  840,  ATLANTA  30326 
MILNER,  RHONDA  0.  29  ACT  R 

6500  VERNON  WOODS  DR,  ATLANTA  30328 
MOORHEAD,  CHRISTIAN  R.  29  ACT  OBG 

75  PIEDMONT  AVE  NE,  ATLANTA  30303 


MORRIS,  CLELL  V.  15  ACT  IM,N 

2090  PRINCE  AVE,  ATHENS  30606 
MULLINS,  JOHN  0.  29  ACT  PS 

35  COLLIER  RD  NW  STE  675,  ATLANTA  30309 
NAIDU,  SUBRAMANYAM  K.  16  ACT  IM 

PO  BOX  1286,  RIVERDALE  30274 
NEWMAN,  PHILIP  E.  29  ACT  OPH 

1359  MILSTEAD  RD,  CONYERS  30207 
PAGE,  DONALD  A.,  JR.  22  l&R  IM 

1231  CAMDEN  CT,  DECATUR  30033 
PAULLIN,  WILLIAM  L„  JR.  29  ACT  IM 

35  COLLIER  RD  NW,  ATLANTA  30309 
PEACOCK,  LAMAR  B.  29  ACT  IM 

478  PEACHTREE  ST  NE,  ATLANTA  30308 
PIRKLE,  QUENTIN,  SR.  22  ACT  FP 

BOX  10007,  ATLANTA  30319 
POOLE,  ROBERT  NEIL  29  ACT  PD 

5675  PEACHTREE-DUNWOODY  RD,  ATLANTA  30342 
PORTER,  JOHN  G.  29  ACT  AN 

5665  PEACHTREE  DUNWOODY  RD,  ATLANTA  30342 
PRICE,  THOMAS  E.  29  ACT  ORS 

1305  HEMBREE  RD  STE  101,  ROSWELL  30076 
RABINOWITZ,  PAUL  S.  29  ACT  Al 

5555  PEACHTREE  DUNWOODY  RD,  ATLANTA  30342 
RATHBUN,  JOHN  D.  11  ACT  CD 

10  ST  JOSEPH’S  PROF  PLAZA,  SAVANNAH  31419 
RAYBOURNE,  SUSAN  R.  06  ACT  N 

380  HOSPITAL  DR  STE  370,  MACON  31201 
REYNOLDS,  J.  S.  29  ACT  FP 

553  MOBILE  AVE  SW,  ATLANTA  30315 
RICHARDSON,  STERLING  H.  29  ACT  GS 

490  PEACHTREE  ST  NE  STE  356-B,  ATLANTA  30308 
RICKS,  HENRY  C.,  JR.  29  ACT  P 

25-A  LENOX  POINTE  NE,  ATLANTA  30324 
ROBERTSON,  HARRY  G.  29  ACT  OPH 

2200  NORTHLAKE  PKY  STE  325,  TUCKER  30084 
RUSSELL,  E.K.  29  ACT  IM 

5770  POWERS  FERRY  RD  NW,  ATLANTA  30327 
SABOM,  MICHAEL  B.  29  ACT  CD,  I M 

993-D  JOHNSON  FERRY  RD,  ATLANTA  30342 
SCHRODER,  J.  SPALDING  29  ACT  IM 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
SCOn,  VINCENT  S.  17  ACT  OBG 

41  MARGARET  AVE,  MARIETTA  30060 


SERRA,  MARIAN  H.  29  ACT  EM 

14485  THOMPSON  RD,  ALPHARETTA  30201 
SHANKMAN,  ANDREW  S.  30  ACT  P 

2432  PARKWOOD  DR,  BRUNSWICK  31520 
SHEA,  P.  C„  JR.  29  ACT  GS 

1510  BENT  CREEK  CT,  DUNWOODY  30338 
SIGSBEE,  CARL  M.  62  ACT  IM 

PO  BOX  1968,  HINESVILLE  31313 
SINK,  JAMES  D.  29  ACT  TS 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
SKANDALAKIS,  JOHN  E.  29  ACT  GS 

35  COLLIER  RD  NW,  ATLANTA  30309 
SMITH,  JOSEPH  R.  54  l&R  NS 

MEDICAL  COLLEGE  OF  GEORGIA,  AUGUSTA  30912 
SOTOMAYOR,  GERARDO  L.  29  ACT  OBG 

2100  PARKLAKE  DR  NE,  ATLANTA  30345 
STEINHAUS,  JOHN  E.  29  ACT  AN 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
STURM,  RICHARD  L.  29  ACT  D 

1938  PEACHTREE  RD  NW,  ATLANTA  30309 
SUDMAN,  JON  H.  29  ACT  PD 

2993  PIEDMONT  RD  NE,  ATLANTA  30305 
SUNSHINE,  ALAN  G.  29  ACT  GE.IM 

25  PRESCOTT  ST  STE  5404,  ATLANTA  30365 
TARANTO,  ALAN  I.  29  ACT  IM 

993-D  JOHNSON  FERRY  RD  NE,  ATLANTA  30342 
TILFORD,  RON  H.  29  ACT  OPH 

2004  PEACHTREE  RD  NW,  ATLANTA  30367 
TROPAUER,  ALAN  29  ACT  P 

5555  PEACHTREE  DUNWOODY  RD  NE,  ATLANTA  30342 
WEBSTER,  ROBERT  M.  29  ACT  IM,A 

2665  ACADIA  ST,  EAST  POINT  30344 
WEENS,  JOAN  H.  29  ACT  IM,HEM 

5667  PEACHTREE  DUNWOODY  RD,  ATLANTA  30342 
WEINSTEIN,  JAMES  B.  29  ACT  R 

993-F  JOHNSON  FERRY  RD  NE,  ATLANTA  30342 
WILSON,  JOSEPH  S.,  JR.  29  ACT  CD 

960  JOHNSON  FERRY  RD  NE,  ATLANTA  30342 
WISE,  ROBERT  H.  56  ACT  R 

2704-D  N.  OAK  ST,  VALDOSTA  31602 
ZADOFF,  ANDREW  D.  29  ACT  PUD.IM 

3250  HOWELL  MILL  RD  NW,  ATLANTA  30327 
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06— BIBB 

RAYBOURNE,  SUSAN  R.  06  ACT  N 

380  HOSPITAL  DR  STE  370,  MACON  31201 


11— GEORGIA  MEDICAL  SOCIETY 

CLARY,  W.  UPTON  11  ACT  NS 

4 JACKSON  BLVD,  SAVANNAH  31405 
COSTA,  CONRADO  V.,  JR.  11  ACT  FP 
PO  BOX  294,  RINCON  31326 
RATHBUN,  JOHN  D.  11  ACT  CD 

10  ST.  JOSEPH’S  PROF  PLAZA,  SAVANNAH  31419 


13— GWINNETT-FORSYTH 

MARTIN,  WALLACE  F.  13  ACT  GS,TS 

601  PROFESSIONAL  DR,  LAWRENCEVILLE  30245 


15— CRAWFORD  W.  LONG 

MORRIS,  CLELL  V.  15  ACT  IM,N 

2090  PRINCE  AVE,  ATHENS  30606 


16— CLAYTON-FAYETTE 

NAIDU,  SUBRAMANYAM  K,  16  ACT  IM 

PO  BOX  1286,  RIVERDALE  30274 


17— COBB 

DANIELS,  GARY  M.  17  ACT  EM 

677  CHURCH  ST,  MARIETTA  30060 
SCOn,  VINCENT  S.  17  ACT  OBG 

41  MARGARET  AVE,  MARIETTA  30060 


22— DEKALB 

FERN,  DAVID  R.  22  ACT  GS 

500  IRVIN  CT  STE  C-210,  DECATUR  30030 
HARRIS,  MAURICE  D.  22  ACT  CD.IM 

755  COMMERCE  DR  STE  200,  DECATUR  30030 
PAGE,  DONALD  A.,  JR.  22  l&R  IM 

1231  CAMDEN  CT,  DECATUR  30033 
PIRKLE,  QUENTIN,  SR.  22  ACT  FP 

BOX  10007,  ATLANTA  30319 


29— MEDICAL  ASSN  OF  ATLANTA 

ALLGOOD,  PIERCE  29  ACT  ORS 

35  COLLIER  RD  NW,  ATLANTA  30309 
ARKIN,  EVA  S.  29  ACT  OBG 

993-D  JOHNSON  FERRY  RD,  ATLANTA  30342 
BEEGLE,  PHILIP  H,  JR.  29  ACT  PS 

933-C  JOHNSON  FERRY  RD  NW,  ATLANTA  30327 
BLAKELEY,  RUSSELL  R,  29  ACT  CD 

2320  VISTAMONT  DR,  DECATUR  30033 
BORDERS,  JUEL  PATE  29  ACT  OBG 

991  MLKJR  DR,  ATLANTA  30314 
BUCHTER,  SUSIE  29  ACT 

1365  CLIFTON  RD  NE,  ATLANTA  30322 


BUMGARNER,  JAMES  B.  29  ACT  GS 

340  BOULEVARD  NE  STE  126,  ATLANTA  30312 
BURGESS,  GARY  H.  29  ACT  NPM 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
BURSON,  E.  NAPIER,  JR.  29  ACT  IM 

5669  PEACHTREE-DUNWOODY  RD  NE,  ATLANTA  30342 
CARROLL,  KENNETH  T.  29  ACT  OBG 

4556  N.  SHALLOWFORD  RD,  ATLANTA  30338 
CHALMERS,  RIVES  29  ACT  P 

1401  W.  PACES  FERRY  RD  NW,  ATLANTA  30327 
COMSTOCK,  THOMAS  W.  29  ACT  OTO 
3280  HOWELL  MILL  RD  NW,  ATLANTA  30327 
COSTIGAN,  DONAL  A.  29  ACT  N 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
CRUISE,  JOE  S.  29  ACT  PUD 

2491  PACES  FERRY  RD  STE  205,  SMYRNA  30080 
CULBERTSON,  JOHN  H.,  JR.  29  ACT  PS 
69  BUTLER  ST  SE,  ATLANTA  30303 
DAVIS,  M.  BEDFORD,  JR.  29  ACT  GS 

340  BOULEVARD  NE,  ATLANTA  30312 
DRVARIC,  DAVID  M.  29  ACT  ORS 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
DUNBAR,  MARK  R.  29  ACT  OPH 

11685  ALPHARETTA  ST  STE  150,  ROSWELL  30076 
ELMER,  R.A.  29  ACT  R 

6500  VERNON  WOODS  DR,  ATLANTA  30328 
EVANS,  E.C.  29  ACT  IM 

300  BOULEVARD  NE,  ATLANTA  30312 
FELICIANO,  E.A.  29  ACT  IM 

147  15TH  ST  #12-B,  ATLANTA  30361 
FLOWER,  SARA  P.  29  ACT  R 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
FLOYD,  VIRGINIA  T.  29  ACT  OBG 

993  JOHNSON  FERRY  RD  NE,  ATLANTA  30342 
FREEDMAN,  MILTON  H.  29  ACT  IM 

340  BOULEVARD  NE,  ATLANTA  30312 
FULLERTON,  RICHARD  N„  JR.  29  ACT  IM 
35  COLLIER  RD  NW,  ATLANTA  30309 
FUNK,  F.  JAMES,  JR.  29  ACTORS 

105  COLLIER  RD  NW,  ATLANTA  30309 
GALLOWAY,  WILLIAM  H.  29  ACT  OBG 

5675  PEACHTREE-DUNWOODY  RD,  ATLANTA  30342 
GEBHART,  SUZANNE  S.P.  29  ACT  END 
1365  CLIFTON  RD  NE,  ATLANTA  30322 
GODWIN,  JOHN  T.  29  ACT  PTH 

4691  SENTINEL  POST  RD  NW,  ATLANTA  30327 
GRUNDY,  MICHAEL  J.  29  ACTORS 

1700  GOLDEN  GATE  DR  NW,  ATLANTA  30309 
HARRIS,  J.  FRANK  29  ACT  IM 

PO  BOX  420187,  ATLANTA  30342 
HELMS,  WILLIAM  C.  29  ACT  OBG 

35  COLLIER  RD  NW,  ATLANTA  30309 
HILL,  WILLIAM  H.  29  ACT  GS 

3280  HOWELL  MILL  RD  NW  201,  ATLANTA  30327 
HOROWITZ,  L0NNY  E.  29  ACT 

1360  CENTER  DR  STE  100,  DUNWOODY  30338 
HUGULEY,  CHARLES  V.,  JR.  29  ACT  IM 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
HURST,  J.  WILLIS  29  ACT  IM 

69  BUTLER  ST  SE,  ATLANTA  30303 
ING0LD,  CARLA  29  ACT 

993-D  JOHNSON  FERRY  RD  NE,  ATLANTA  30342 
JOLLY,  PRADEEP  C.  29  ACT  I M/HEM 

993-D  JOHNSON  FERRY  RD  NE,  ATLANTA  30342 


JOSEPH,  ALFRED  29  ACT  PD 

777  CLEVELAND  AVE  SW,  ATLANTA  30315 
K0ZARSKY,  ALAN  M.  29  ACT  OPH 

2004  PEACHTREE  RD  NW,  ATLANTA  30367 
KRAININ,  MILTON  JOSEPH  29  ACT  IM 

1293  PEACHTREE  ST  NE,  ATLANTA  30309 
KURTZ,  JOSEPH  L.  29  ACT  ORS 

2635  BR00KDALE  DR  NW,  ATLANTA  30305 
LAWRENCE,  GEORGE  C.  29  ACT  OBG 

550  FAIRBURN  RD  SW  #A-5,  ATLANTA  30331 
LEWIS,  JOHN  R„  JR.  29  ACT  PS 

365  E.  PACES  FERRY  RD  NE,  ATLANTA  30305 
L0WD0N,  JOSEPH  0.  29  ACT  IM 

35  COLLIER  RD  STE  610,  ATLANTA  30309 
MARTIN,  WILLIAM  0.,  Ill  29  ACT  OPH 

1938  PEACHTREE  RD  NW,  ATLANTA  30309 
MASON,  GAYLE  L.  29  ACT  IM,PUD 

11685  ALPHARETTA  ST  STE  105,  ROSWELL  30076 
MCLARNON,  MICHAEL  C.  29  ACT  P 

3355  LENOX  RD  STE  840,  ATLANTA  30326 
MILNER,  RHONDA  0.  29  ACT  R 

6500  VERNON  WOODS  DR,  ATLANTA  30328 
MOORHEAD,  CHRISTIAN  R.  29  ACT  OBG 

75  PIEDMONT  AVE  NE,  ATLANTA  30303 
MULLINS,  JOHN  D.  29  ACT  PS 

35  COLLIER  RD  NW  STE  675,  ATLANTA  30309 
NEWMAN,  PHILIP  E.  29  ACT  OPH 

1359  MILSTEAD  RD,  CONYERS  30207 
PAULLIN,  WILLIAM  L,  JR.  29  ACT  IM 

35  COLLIER  RD  NW,  ATLANTA  30309 
PEACOCK,  LAMAR  B.  29  ACT  IM 

478  PEACHTREE  ST  NE,  ATLANTA  30308 
POOLE,  ROBERT  NEIL  29  ACT  PD 

5675  PEACHTREE-DUNWOODY  RD,  ATLANTA  30342 
PORTER,  JOHN  G.  29  ACT  AN 

5665  PEACHTREE  DUNWOODY  RD,  ATLANTA  30342 
PRICE,  THOMAS  E.  29  ACT  ORS 

1305  HEMBREE  RD  STE  101,  ROSWELL  30076 
RABINOWITZ,  PAUL  S.  29  ACT  Al 

5555  PEACHTREE  DUNWOODY  RD,  ATLANTA  30342 
REYNOLDS,  J.S.  29  ACT  FP 

553  MOBILE  AVE  SW,  ATLANTA  30315 
RICHARDSON,  STERLING  H.  29  ACT  GS 

490  PEACHTREE  ST  NE  STE  356-B,  ATLANTA  30308 
RICKS,  HENRY  C.,  JR.  29  ACT  P 

25-A  LENOX  POINTE  NE,  ATLANTA  30324 
ROBERTSON,  HARRY  G.  29  ACT  OPH 

2200  NORTHLAKE  PKY  STE  325,  TUCKER  30084 
RUSSELL,  E.K.  29  ACT  IM 

5770  POWERS  FERRY  RD  NW,  ATLANTA  30327 
SABOM,  MICHAEL  B.  29  ACT  CD.IM 

993-D  JOHNSON  FERRY  RD,  ATLANTA  30342 
SCHROEDER,  J.  SPALDING  29  ACT  IM 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
SERRA,  MARIAN  H.  29  ACT  EM 

14485  THOMPSON  RD,  ALPHARETTA  30201 
SHEA,  P.C.,  JR.  29  ACT  GS 

1510  BENT  CREEK  CT,  DUNWOODY  30338 
SINK,  JAMES  0.  29  ACT  TS 

1365  CLIFTON  RD  NE,  ATLANTA  30322 
SKANDALAKIS,  JOHN  E.  29  ACT  GS 

35  COLLIER  RD  NW,  ATLANTA  30309 
S0T0MAY0R,  GERARDO  L.  29  ACT  OBG 

2100  PARKLAKE  DR  NE,  ATLANTA  30345 
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STEINHAUS,  JOHN  E.  29  ACT  AN 

1365  CLIFTON  RD  NE,  ATLANTA  30322 

STURM,  RICHARD  L.  29  ACT  D 

1938  PEACHTREE  RD  NW,  ATLANTA  30309 

SUDMAN.JONH.  29  ACT  PD 

2993  PIEDMONT  RD  NE,  ATLANTA  30305 
SUNSHINE,  ALAN  G.  29  ACT  GE,IM 

25  PRESCOTT  ST  STE  5404,  ATLANTA  30365 
TARANTO,  ALAN  I.  29  ACT  IM 

993-D  JOHNSON  FERRY  RD  NE,  ATLANTA  30342 
TILFORD,  RON  H.  29  ACT  OPH 

2004  PEACHTREE  RD  NW,  ATLANTA  30367 
TROPAUER,  ALAN  29  ACT  P 

5555  PEACHTREE  DUNWOODY  RD  NE,  ATLANTA  30342 
WEBSTER,  ROBERT  M.  29  ACT  IM,A 

2665  ACADIA  ST,  EAST  POINT  30344 
WEENS,  JOAN  H.  29  ACT  IM,HEM 

5667  PEACHTREE  DUNWOODY  RD,  ATLANTA  30342 
WEINSTEIN,  JAMES  B.  29  ACT  R 

993-F  JOHNSON  FERRY  RD  NE,  ATLANTA  30342 
WILSON,  JOSEPH  S„  JR.  29  ACT  CD 

960  JOHNSON  FERRY  RD  NE,  ATLANTA  30342 
ZADOFF,  ANDREW  0.  29  ACT  PUD,IM 

3250  HOWELL  MILL  RD  NW,  ATLANTA  30327 

30— GLYNN 

SHANKMAN,  ANDREW  S.  30  ACT  P 

2432  PARKWOOD  DR,  BRUNSWICK  31520 

34— HALL 

HILL,  J.  WAYNE  34  ACT  OBG 

715  CHURCH  ST  STE  201,  GAINESVILLE  30505 

42— LAURENS 

BOWMAN,  KENNETH  L.  42  ACT  DR 

FAIRVIEW  PARK  HOSPITAL,  DUBLIN  31021 

47— MUSCOGEE 

AGUILA,  RAFAEL  J.  47  ACT  GP 

SIXTH  AVE,  BUENA  VISTA  31803 

49— OCONEE  VALLEY 

BROWN,  BRADFORD  G.  49  ACT  OBG 

1077  S.  MAIN  ST,  MADISON  30650 

54— RICHMOND 

SMITH,  JOSEPH  R.  54  l&R  NS 

MEDICAL  COLLEGE  OF  GEORGIA,  AUGUSTA  30912 

56— SOUTH  GEORGIA 

HALTIWANGER,  STEVEN  G.  56  ACT  P 

215  BRECKENRIDGE  DR,  VALDOSTA  31602 
WISE,  ROBERT  H.  56  ACT  R 

2704-D  NORTH  OAK  ST,  VALDOSTA  31602 

62— ST.  JOHN’S  PARISH 

SIGSBEE,  CARL  M.  62  ACT  IM 

PO  BOX  1968,  HINESVILLE  31313 
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★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 
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★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 
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recurrent  herpes  labialis 


“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 


Henpecm-iL0 


“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R,  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Georgia  HERPECIN-L  is  available  at  all  Bee  Thrifty,  Drugs  Mutual,  Eckerd, 
Reed,  Revco,  RiteAid,  SupeRx  and  Treasury  and  other  select  pharmacies. 


CLASSIFIEDS 


’HYSICIAN  WANTED 

ilmergency  Physicians  — Phy- 
ician  owned  and  operated  group 
las  outstanding  opportunities 
ivailable  in  a modern  417-bed  re- 
gional Level  I trauma  center  with 
MS  base  station,  poison  control 
:enter  and  helicopter  port.  An- 
lual  patient  volume  of  36,000.  Bd. 
irepared  or  Bd.  certified  in  EM  or 
i major  specialty.  Charming  city 
>f  Columbus,  GA,  population 
100,000,  located  on  the  Chatta- 
loochee  River,  90  miles  from  At- 
anta.  Competitive  compensa- 
ion.  Superior  malpractice 
nsurance.  Send  CV  to  Barby 
)eBenedetti,  EMSA,  Emergency 
Medical  Services  Associates,  Inc., 
00  N.W.  70th  Ave.,  Plantation,  FL 
13317,  or  call  1-800-443-3672. 


FOR  SALE 

Tropical  Island  FL.  W.  Coast  — 
IM/FP  for  sale.  Office  only,  lim- 
ited practice  grossed  $125K.  Ex- 
pansion easily  possible.  Retiring. 
Low  cost.  Terms.  Brief  CV  to  Ste- 
phen Mullins,  M.D.,  3024  Turtle 
Gait  Lane,  Sanibel,  FL  33957. 


FOR  RENT 

Physician  Office  Space  To  Share. 

Family  Practice,  OB-GYN,  Internal 
Medicine,  or  Pediatrics.  Union 
City/Shannon  Mall  area.  Call  404- 
433-101 1 for  details. 


You  Don’t 
Have  To  Walk 
Before  You  Can  Run 
A Word  Processor. 


“You  have  to  walk  before  you  can  run,’’  the  old  expression  goes— but  don’t  take  it  too 
literally.  Because  there  are  more  than  a few  people  out  there  who  can’t  walk  a step,  but 
they  can  run  rings  around  a lot  of  workers  with  two  good  legs. 

A recent  Louis  Harris  Poll  asked  managers  to  evaluate  workers  with  disabilities— and  the 
results  might  knock  you  off  your  feet. 

A high  percentage  rated  them  equal  to  other  employees.  But  46%  said  their  people  with 
disabilities  were  more  willing  to  work.  Almost  40%  called  them  more  punctual  and 
reliable.  And  just  under  80%  said  workers  with  disabilities  were  equal  to  or  more  pro- 


ductive than  other  workers! 

If  you’d  like  more  information  on  ac- 
quiring these  assets  for  your  firm,  call 
or  write  us. 

We’ll  put  you  in  touch  with  some  good 
people  who  may  not  be  able  to  walk,  but 
they  can  help  put  your  company  on  the 
fast  track. 

The  President's  Committee  on  Employment 
of  the  Handicapped,  Washington,  D.C.  20036 
For  more  information,  call  1-800-526-7234. 

In  West  Virginia,  call  1-800-526-4698 


ADVERTISING  INDEX 


MANUSCRIPT  INFORMATION 


Ad  Council  134B,  190 

American  Cancer  Society 189 

Atlanta  Magnetic  Imaging  153 

Campbell  Laboratories  196 

CIBA-Geigy  Corporation  148-149 

Classified  Ads  197 

Council  of  Biology  Editors 195 

DeKalb  General  Hospital  175 

Elcomp  Systems  171 

Family  Practice  Recertification 135 

Health  Quip,  Inc 167 

Key  Pharmaceuticals  189-190 

Lilly,  Eli  & Company  174B 

MAG  Mutual  Insurance  Company  134 

Marion  Laboratories 174,  174A 

Palisades  Pharmaceuticals,  Inc 174 

Palmyra  Regional  Rehabilitation  Center  179 

President’s  Committee  on  Employment  of  the 
Handicapped  197 

Roche  Laboratories  199-200 

Smith  Kline  & French  134A 

U.S.  Air  Force 196 

U.S.  Army 191 

Woodridge  Hospital  135 

Wyeth-Ayerst  Laboratories  142A-D 


MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  this 
Journal.  Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original  and  one  copy  should  be  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  Used  manuscripts  will  be  returned  only  if 
requested. 

STYLE  — Ordinarily  articles  should  not  exceed  3,000  words. 
Only  under  exceptional  circumstances  will  articles  of  over 
4,000  words  be  published.  Footnotes,  bibliographies,  and 
legends  should  be  typed  on  separate  sheets,  double-spaced. 
Bibliographies  should  conform  to  the  following  style:  name 
of  author  (with  initials),  title  of  article,  name  of  periodical, 
date,  volume  (number,  if  available),  and  pages. 

Sorter  NA,  Wasserman  SI,  Austen  KF.  Cold 
urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  fac- 
tor of  anaphylaxis  during  cold  challenge. 

N Engl  J Med  1976;294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies, 
Association  members,  and  readers  are  invited  to  send  in 
any  news  items  of  general  concern  to  members  of  the  Med- 
ical Association  of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  di- 
rectly to  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  Street, 
Fulton,  Missouri  65251.  Reprints  must  be  ordered  within  30 
days  after  publication,  since  all  type  will  be  destroyed  after 
that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  in 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author’s 
name  and  figure  number.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publication 
in  excess  of  three  average  illustrations  and/or  tables  will  be 
borne  by  the  author,  and  the  Journal  will  bill  the  author  for 
this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  de- 
mands on  its  space  permit.  The  right  to  reduce,  revise,  or 
reject  any  material  submitted  for  publication  is  always  re- 
served. The  Journal  is  not  responsible  for  statements  made 
by  any  contributor.  All  communications  regarding  editorial, 
advertising,  subscription,  and  miscellaneous  matters  should 
be  sent  to  The  Editor,  938  Peachtree  Street,  N.E.,  Atlanta, 
GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau, 
Inc.,  to  be  acceptable  for  publication.  Other  advertising 
copy  may  be  accepted  subject  to  the  approval  of  the  Editor. 
All  copy  or  negatives  must  reach  the  Journal  office  by  the 
10th  of  the  month  preceding  publication.  General  and  clas- 
sified advertising  rates  will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  of 
the  Journal  Editorial  Board,  material  submitted  for  publi- 
cation could  be  improved  by  a Medical  Editing  Service,  the 
Editor  will  contact  the  author  for  his  approval.  Association 
members  needing  assistance  in  preparation  of  material  for 
publications  may  also  use  this  service.  A reasonable  charge 
is  made  for  this  service  and  the  cost  of  this  will  be  borne 
by  the  author. 
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With  MAG  Mutual  Agency^ 
Comprehensive  Coverages 


There  are  times  when  it’s  best 
to  consolidate. That’s  why  MAG 
Mutual  Insurance  Agency  offers 
you  convenient,  complete  insur- 
ance coverages  with  caring  service. 
Convenient,  because  all  your 
personal  and  professional  in- 
surance needs  are  consolidated 
through  one  Agency  representing 
only  AT  carriers.  Complete  with 
comprehensive,  full- service  capa- 
bilities covering  office,  worker’s 
compensation,  bonds,  business 
& personal  autos,  and  homes. 
And  best  of  all,  caring,  because 
we’re  doctor  owned  and  under- 
stand the  unique  requirements 
of  your  profession.  We’ll  handle 
your  account  with  the  same 


personal  attention  that  MAG 
Mutual  Insurance  Company  pro- 
vides with  professional  liability 
insurance. 

Call  and  compare  our  com- 
petitive rates.  Whether  you  need 
one  policy  or  several,  MAG 
Mutual  Insurance  Agency  will 
consolidate  your  coverages  into 
a more  convenient  plan.  Doctors 
are  our  specialty. . . let  us  design 
a custom-made  program  for  you. 
♦ Office  Package  ♦ Worker’s 
Compensation  ♦ Bonds  ♦ Data- 
Computer  Policy  ♦ Business  <Sc 
Personal  Automobiles  ♦ Home- 
owners and  Condos  ♦ Boats 

♦ Accounts  Receivables 

♦ Professional  Liability 


fflUTum 


MAG  MUTUAL  INSURANCE  AGENCY,  LTD, 

P.O.  Box  52979  Suite  750  Atlanta,  GA  30355-0979  404/842-5600  or  800/282-4882 


Expect  tour 

NEXT  PATIENT  ON 
INDERAE  LA  TO... 

(PROPRANOLOL  HCI) 

LONG  ACTING  CAPSULES  60, 80,  120,  160  mg 


Please  see  brief  summary  of  prescribing  information. 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAL?  LA. 

In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views1  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

inderal  la  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

inderal  la  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 


LONG  ACTING 
CAPSULES 
60,80,120, 160  mg 


(PROPRANOLOL  HCI) 

The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL®  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician’s  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchosjsasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCi),  like  other  beta  blockers,  Is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insuiin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  In 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 


PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  to!; 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reset 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  adder 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardia 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of ; 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  witt 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  o 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  wib 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasin' 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animal 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  bot 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-ir 
duced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reprodut 
tive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  anim. 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  use 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  whe 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rare 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotensioi 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  typ 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested!  by  insomnia,  lassitud 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hall' 
cinations;  vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  ar 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfc 
mance  on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  drear: 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consbp 
tion,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  ai 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  ai 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  sk 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associat' 
with  propranolol. 


DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  ir 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERi 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effeci 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERI 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessa 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  - Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  or 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  seve 

ANGINA  PECTORIS  - Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  da 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosa 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320 1 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (s 
WARNINGS). 

MIGRAINE— Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  da 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS- 80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  - At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limite< 
permit  adequate  directions  for  use. 

♦The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 
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REMEMBER  TO  WRITE  “DO  NOT  SUBSTITUTE.” 
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An  outline  of  Georgia’s  newest 
physical  rehabilitation  center 


I.  Palmyra  Regional  Rehabilitation  Center 

A.  Comprehensive  rehabilitation 

1 . Major  physical  and/or  cognitive  disabilities 

2.  Inpatient  and  outpatient  services 

B.  Acute  care  hospital  setting 

1 . Modern  48-bed  facility 

2.  Located  adjacent  to  HCA  Palmyra  Medical  Centers 

C.  Southwest  Georgia’s  only  inpatient  rehabilitation  facility 

II.  Diagnoses  treated 

A.  Stroke  and  neurological  diseases 

B.  Spinal  cord  injury 

C.  Head  injury 

D.  Arthritis 

E.  Pediatric  neuromuscular  diseases 

F.  Amputee 

G.  Burns 

III.  Services  available 

A.  Rehabilitative  nursing 

B.  Rehabilitiative  therapy 

1 . Physical  therapy 

2.  Occupational  therapy 

3.  Speech  and  language  pathology 

4.  Therapeutic  recreation 

C.  Psychology 

D.  Social  work 

E.  Vocational  counseling 

F.  Prosthetics  and  orthotics 

IV.  Special  procedures 

A.  Nerve  conduction  studies 

B.  Electromyography 

C.  Evoked  potentials 

V.  Medical  Director 

A.  Board  certified  physiatrist 

B.  Oversees  medical  and  physical  rehabilitation  of  all  patients 

C.  On  campus  office 

VI.  Multidisciplinary  team  approach 

A.  Individualized  treatment  plans 

B.  Weekly  team  conferences 

C.  Outside  consults  as  needed 


Pursuing 


Learning 


X ' 

Palmyra  ^Regional 
^Rehabilitation^ 

2000  Palmyra  Road 
Albany,  GA  31703-1908 

For  information,  call  toll  free  in  Georgia: 

1-800-422-1189 

In  the  Albany  area  or  outside  Georgia  call: 

(912)  434-8660 

Achieving 
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The  Helga  Paintings 


• • Why  do  you  not 
have  difficulty  looking 
at  the  Sistine  Chapel 
when  you  know  that 
Rembrandt  had  a 
mistress?  * Because 
Rembrandt  did  not  paint 
the  Sistine  Chapel / she 

said,  y y 


E WERE  HAVING  LUNCH  at 
Maison  Robert  in  Boston,  my 
traveling  companion  and  I,  when  I 
remarked,  “We  must  see  the  Helga 
paintings  at  the  Museum  of  Fine 
Arts.” 

Boston,  of  course,  is  full  of  fine 
eating  establishments,  but  this  has 
to  be  one  of  the  best.  It  is  located 
in  the  old  City  Hall  building  and 
has  survived  for  several  years, 
attesting  in  some  degree  to  its 
quality.  The  places  on  the  wharves 
are  always  there  but  usually  too 
congested  for  one’s  contemplative 
comfort  during  the  meal.  The 
nutritional  nourishing  of  one’s 
body  is  a many-faceted  affair.  Some 
engage  in  the  activity  out  of 
necessity,  casting  not  so  much  as  a 
curious  glance  at  the  ingested 
morsels,  while  others  gaze  with 
religious  rapture  at  the  visual 
presentation  of  the  food  upon 
platters,  simultaneously  and 
ecstatically  exposing  their  olfactory 
organs  to  the  aroma  arising  from  it. 
One  must  not  expend  the  monetary 
outlay  required  at  Maison  Robert 
unless  some  slight  tendency  to  the 
latter  two  proclivities  be  present  in 
their  gastronomical  nature. 

But  then,  about  the  Museum  and 
the  paintings.  “No,”  she  said  with 
that  kind  of  definitiveness  which, 
though  not  too  often  exhibited, 
carries  with  it  clear  and 
unmistakable  meaning  when  it 
does  surface.  She  went  on  to  say 
that  the  things  Andrew  Wyeth  had 


done  prior  to  “The  Helga 
Paintings”  had  for  her  always  been 
meaningful  and  admirable.  But, 
she  said,  the  way  the  Helga 
paintings  had  been  presented  to 
the  public  had  changed  it  all.  The 
“P.R.  aspect”  of  the  thing  had 
created  the  alteration  in  outlook 
and  indeed  the  ability  to  appreciate 
other  works.  I had  thought  the 
secretive  manner  of  doing  these 
many  intimate  portrayals  of  a 
supposedly  carefully  hidden 
mistress  carried  with  it  an  aura  of 
stimulative  mysticism.  But,  she 
went  on  to  tell  me,  that  the  wife 
had  known  about  the  project  all 
the  time  and  that  the  implication  of 
secretly  done  paintings  not  known 
to  the  wife  had  been  used  as  a 
method  of  creating  a marketplace 
interest  that  would  otherwise  not 
have  existed.  My  traveling 
companion  seemed  to  have  come 
into  possession  of  information  that 
had  eluded  me. 

And  then  she  said,  “Why  did  he 
do  it?  He  really  didn’t  need  the 
publicity  — the  whole  thing 
changed  my  opinion  of  him.  I 
really  can’t  look  at  his  other 
pictures  as  I used  to.”  She  went  on 
to  elaborate  that  she  had  no  less 
regard  for  his  talent  as  an  artist 
and  yet  less  regard  for  him  as  an 
individual.  And  so  I asked  her, 

“You  seem  to  attach  so  much 
importance  to  his  extracurricular, 
his  extramarital  affairs,  and  let 
them  interfere  with  his  talent  as  an 
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artist.  Why  do  you  not  have 
difficulty  looking  at  the  Sistine 
Chapel  when  you  know  that 
Rembrandt  had  a mistress?” 

“Because  Rembrandt  did  not 
paint  the  Sistine  Chapel,”  she  said. 

I tried  again,  “Well,  then, 
Leonardo?  Forget  my  poor  memory. 
1 only  wonder  if  knowing  of  the 
affairs  of  such  people  interferes 
with  your  appreciation  of  their  art?” 
She  went  on  to  say  that  indeed  it 
did  not,  for  they  had  not  used  such 
relationships  to  in  any  way  further 
the  success  of  their  professional 
endeavors. 

Well,  the  conversation  ended 
somewhere  thereafter.  Needless  to 
say  that  other  activities  replaced 
the  visit  to  The  Museum.  Helga  still 
lies  nude  upon  her  simple  bed 
without  the  benefit  of  our  passing 
judgment  on  the  sophistication  of 
the  artist  or  the  accurate  rendering 
of  the  anatomical  features  of  the 
female  body. 

I had,  many  years  before,  seen  a 
play  done  by  the  Alliance 
Theater  in  Atlanta  which  they 
called,  “The  Night  Thoreau  Spent 
in  Jail.”  I had  long  remembered 
one  particular  scene,  and  line,  in 
that  theatrical  endeavor.  It  took 
place  when  the  two  close  friends, 
Ralph  Waldo  Emerson  and  Henry 
David  Thoreau,  were  discussing  the 
loss  of  their  friendship.  Thoreau 
had  been  jailed  for  standing  on 
principle  which  itself  conflicted 
with  the  law  of  the  land.  Emerson, 


on  the  other  hand,  had 
compromised.  And  so,  when 
queried  as  to  the  cause  of  the  rift 
in  the  relationship,  Thoreau  had 
responded  to  his  friend,  “It  was 
because  I thought  so  much  of  you, 
that  I expected  so  much  more  from 
you.” 

Ifind  myself  worrying  on 
occasion  over  what  they  say 
has  happened  to  the  reputation  of 
the  medical  profession.  They  say 
we  are  brought  into  question  more 
than  we  used  to  be,  our  intentions 
suspect,  our  basic  interests 
centered  more  on  personal  gain 
and  security  than  on  patient 
welfare.  That  attitude  of  the  public 
did  not  seem  to  exist  100  years  ago 
— or  50  or  even  perhaps  20  years 
ago.  But  have  we  really  changed? 

Is  it  not  more  a matter  of  the 
physicians  of  an  earlier  era  being 
granted  prestige  and  position  and 
trust  not  truly  deserved  by  the 
entire  cadre  of  physicians?  Is  it  not 
merely  that  we  are  being  asked  to 
be  more  openly  and 
understandably  ourselves?  Could  it 
be  that  we  are  simply  being  asked 
when  we  paint  pictures  of  nude 
women  that  we  do  so  with  fair  and 
honest  representation  of  the  events 
surrounding  that  artistic 
undertaking?  ■ 

CRU 
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GHA  Goes  to  Washington 

GHA  staff  and  representatives 
from  19  Georgia  hospitals 
met  recently  with  the  state’s 
congressional  delegation  in 
Washington,  DC. 

The  group  presented  the  issues 
facing  hospitals  and  gave  the 
following  recommendations  for 
solutions: 

• Medicare  payments  — increase 
hospitals’  Medicare  rates  by  the 
same  percentage  as  the 
marketbasket  increases. 

• Medicaid  rates  — eliminate  the 
current  system  that  ties  Medicaid 
increases  to  the  rate  of  increase  in 
Medicare  payments. 

• Rural  hospitals  — make  rural 
hospitals’  Medicare  payments 
comparable  to  those  of  urban 
hospitals. 

• Indigent  care  — provide  a 
minimum  health  insurance 
requirement  for  employers,  state 
risk  pools  for  the  medically 
uninsurable,  and  tax  incentives  for 
self-employed  persons  to  purchase 
insurance. 

• Nursing  — fund  a national 
manpower  data  system  and 
demonstration  projects  to  study 
nurse  retention. 

® Medicare  mortality  data  — 
withhold  publication  of  Medicare 
mortality  data  until  other  measures 
of  quality  are  identified. 

® Appeal  rights  for  providers  — 
provide  review  of  peer  review 
organization  decisions  before 
sanctions  can  be  imposed  on 
hospitals  or  physicians. 

© PRO  contracts  — require  PROs 
to  increase  review  of  hospitals  that 
have  utilization  or  quality  problems 
and  decrease  review  of  hospitals 
having  no  such  problems. 

• AIDS  — provide  funding  for 
AIDS  research  and  education  and 
for  hospital  care  of  AIDS  patients. 


Hospital  Medicare  Payments 

The  government  again  has  its 
eye  on  hospitals’  Medicare 
payments,  this  time  looking  to  cut 
another  $1.26  billion  from  next 
year’s  Medicare  spending.  The 
Health  Care  Financing 
Administration  estimates  that  the 
biggest  cuts  — $920  million  — 
would  be  taken  out  of  hospitals’ 
indirect  graduate  medical 
education  payments. 

The  government’s  plan  would 
also  take  $413  million  out  of 
Medicaid.  Funds  for  AIDS 
treatment,  however,  would  increase 
from  1 988’s  $375  million  to  $600 
million  next  year.  Total  spending 
for  AIDS  education,  research,  and 
treatment  would  see  a 40% 
increase  to  $2  billion. 

AIDS  and  Employers 

A survey  by  a New  Jersey 
company  shows  that  AIDS 
may  now  affect  as  many  as  1 0%  of 
the  nation’s  employers. 

The  survey,  which  covered  2,000 
employers,  also  found  that  only 
about  1%  of  employers  test  job 
applicants  for  the  virus.  Surveyors 
were  Alexander  & Alexander 
Consulting  Group  Inc  in  Lyndhurst. 


Mandated  Health  Care 
Coverage  Proposed 

The  Senate  Labor  and  Human 
Resources  Committee  has 
approved  a measure  that  would 
mandate  health  care  coverage  for 
most  employees.  The  bill  would 
require  employers  to  provide 
coverage  for  every  employee  who 
works  17.5  or  more  hours  a week. 
That  coverage  would  include  the 
following: 

• catastrophic  protection  after 
the  employee  incurs  $3,000  in  out- 
of-pocket  expenses, 

• a 20%  limit  on  employee 
copayments,  and 
• 45  days  of  inpatient  care  for 
mental  disorders  and  20  days  of 
outpatient  counseling. 

Employers  would  be  required  to 
pay  100%  of  the  premiums  for  low- 
income  workers. 

The  bill  is  expected  to  meet 
tough  opposition  in  the  Senate. 
Orrin  G.  Hatch  (R-UT),  ranking 
minority  member  of  the  Labor  and 
Human  Resources  Committee,  has 
termed  it  “socialism,  pure  and 
simple.” 

Hospital  Smoking  Ban  90% 
Effective 

SMOKING  IS  ON  ITS  WAY  OUt  of  the 
hospital.  The  American 
College  of  Healthcare  Executives 
reports  that  90%  of  hospitals  now 
have  smoking  restrictions,  most 
limiting  smoking  to  certain  areas. 
Another  6%  are  considering 
smoking  policies. 

Most  hospitals,  says  the  Chicago 
based  organization,  believe  they 
have  a “moral  responsibility”  as 
health  care  organizations  to  limit 
smoking. 

About  8%  of  hospitals  ban 
smoking  entirely,  with  the 
exception  that  patients  can  smoke 
with  their  physicians’  permission.  ' 
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Auxiliaries  on  the  Move 


Have  you  and  your  family  noticed  some  changes  in  your  life? 

Have  you  missed  your  auxiliary  spouse  this  year?  Have 
you  eaten  a lot  of  leftovers  or  enjoyed  hamburgers  and  pizza 
more  often  than  usual?  Can  you  write  “dust  me”  on  the  coffee 
table?  Is  the  ironing  basket  filled  most  of  the  time  with  those 
shirts  and  clothes  that  used  to  hang  freshly  ironed  in  your 
closet?  If  you  have  answered  “yes”  to  any  of  these  questions, 
you  are  married  to  a very  busy  auxiliary  member.  Be  of  good 
cheer,  because  all  is  not  lost!  Although  your  diet  and  your 
appearance  may  be  showing  signs  of  neglect,  the  image  of  the 
physician’s  family  is  being  enhanced  in  the  community.  “How 
can  that  be?”  you  may  ask. 

ii  Jk  uxiliaries  on  the  Move  — Moving  Expressly  For  Progress” 
has  been  our  theme  for  the  auxiliary  this  year.  Our 
members  have  been  busy  working  in  coalitions  with  their 
medical  societies,  “moving”  into  their  communities  with 
programs  on  Teen  Pregnancy,  Seat  Belt  Safety,  Teen  Suicide, 

Child  Abuse,  AIDS  Education,  and  Substance  Abuse,  to  name 
only  a few.  Working  in  tandem  with  our  medical  societies  in  our 
local  communities  to  improve  the  health  and  quality  of  life 
sends  an  important  message  that  we  do  care  and  we  are 
concerned. 

It  is  our  goal  to  inform  you  in  this  issue  of  the  Journal  of  the 
Medical  Association  of  Georgia  about  the  health  projects  and 
programs  which  we  have  been  involved  in  this  year.  Please  read, 
enjoy,  and  the  next  time  you  greet  an  auxiliary  member  say, 

“Thank  You.” 

Maureen  Vandiver  (Mrs.  Roy  W.J 
President,  Auxiliary  to  the  MAG 
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NEW  MEMBERS 

Barlow,  James  C.,  Gastroenterology 
— Spalding  — 231  Graefe  St., 
Griffin  30223 

Bilodeau,  Paul  A.,  Internal  Med.  — 
Richmond  — 3482  Stallings 
Island  Rd.,  Martinez  30907 
Brende,  Joel  0.,  Psychiatry  — 
Muscogee  — 2000- 16th  Ave., 
Columbus  30307 
Cardenas,  Francisco  J., 
Gastroenterology/Internal  Med. 

— Cobb  — 1001  Thornton  Rd., 
Lithia  Springs  30057 
Chang,  Shi-Chieh,  Family  Practice 
— Laurens  — 111  West  Court 
St.,  Wrightsville  31906 
Chaudhury,  Tarun  K.,  Internal  Med. 
— Muscogee  — 3929  Armour 
Ave.,  Apt.  D-29,  Columbus  31904 
Cheek,  Jonathan  A.,  Pediatrics  — 
Cherokee-Pickens  — P.O.  Box 
1269,  Canton  30114 
Cheloliber,  Victor  V.,  Internal  Med. 
Gwinnett-Forsyth  — 2000 
Northeast  Expressway,  Norcross 
30071 

Clanton,  Douglas  W.,  Orthopaedic 
Surgery  — Cherokee-Pickens  — 
120  Waleska  Rd.,  Canton  30114 
Clifton,  Joe  C.  — Bibb  — 1800 
Wesleyan  Dr.,  #32,  Macon  31210 
Corse,  Steven  K.,  — Internal  Med. 
— Cobb  — 106  South  Main  St., 
Ste.  C,  Woodstock  30188 
Faulk,  David  J.  — Bibb  — 4082 
West  Oak  Dr.,  Macon  31210 
Field,  Richard  S.,  Internal  Med./ 
Rheumatology  — Richmond  — 
Dept,  of  Med.  Medical  College  of 
Georgia,  Augusta  30912 
Fowler,  Raymond  L.,  Emergency 
Med.  — Douglas  — 9280 
Highway  5,  Ste.  E,  Douglasville 
30134 


Glass,  Frederic  C.,  Occupational 
Med./E,  Emergency  Med.  — MAA 

— 4682  Stonehenge  Dr., 

Doraville  30360 

Grooms,  James  D.,  Dermatology  — 
Glynn  — 3116  Shrine  Rd., 
Brunswick,  31520 
Guy,  Daniel  K.,  Orthopaedic 
Surgery  — Troup  — 301  Medical 
Dr.,  La  Grange  30240 
Hill,  Debra  Lynn,  Obstetrics/ 
Gynecology  — MAA  — 1 739 
Woodcliff  Crt. , Atlanta  30329 
Hodges,  Wayne,  Pain  Med./ 
Psychosomatic  Med.  — Georgia 
Medical  — 340  Eisenhower  Dr., 
1480  Central  Pk.,  Savannah 
31406 

Hudgins,  Roger  J.,  Neurosurgery  — 
MAA  — 5555  Peachtree 
Dunwoody  Rd.,  Atlanta  30342 
Jarman,  Robert  H.,  Anesthesiology 
— Georgia  Medical  — 515  East 
63rd  St.,  Savannah  31405 
Johnson,  Sidney  P.,  General 

Practice  — Altamaha  — 101  Old 
Alma  Rd.,  Hazlehurst  31539 
Kinstler,  Michael  J.,  Internal  Med., 
— DeKalb  — 2193  North  Decatur 
Rd.,  Decatur  30033 
LaRue,  Todd  G.,  Family  Practice  — 
Bibb  — 575  Rogers  Dr.,  Macon 
31204 

Linkous,  Harry  A.  Ill,  Family 
Practice  — Bibb  — 761 
Winchester  Cir. , Macon  31210 
McMahan,  Howard  A.,  Orthopaedic 
Surgery  — MAA  — 35  Collier 
Rd.,  Ste.  520,  Atlanta  30367 
Meyer,  Kenneth  E.,  Diagnostic 
Radiology/Nuclear  Med.  — Cobb 

— 1096  Sheridan  Pk.,  Atlanta 
30324 


Middlebrooks,  Tracy  W.  Jr., 
Pediatrics  — Richmond  — 1021 
15th  St.,  Ste.  8,  Augusta  30901 
Miller,  Conrad  N.  Jr.  — Bibb  — 
1810  Winship  St.,  Apt.  1,  Macon 
31204 

Nieves,  Rafael  A.,  Pediatrics  — 
Clayton-Fayette  — 6584 
Professional  Place,  C Riverdale 
30296 

Parsons,  Gregory  S.,  Otolaryngolog) 
— Floyd-Polk-Chattooga  — 27 
Saddle  Mountain  Rd.,  Rome 
30161 

Petry,  L.  Jeannine,  Family  Practice 
— Richmond  — Dept.  F Family 
Med.,  EG-203,  Medical  College  of 
Georgia,  Augusta  30912 
Pittari,  John  J.,  Radiology/Nuclear 
Med.  — Decatur-Seminole  — 
Memorial  Hospital  Radiology 
Dept.,  1500  East  Shotwell  St., 
Bainbridge  31717 
Roig,  Armando  V.,  Orthopaedic 
Surgery  — Baldwin  — 81 1 North 
Cobb  St. , Milledgeville  31061 
Simmons,  Deborah  A., 
Anesthesiology  — Troup  — 206 
Waverly  Way,  La  Grange  30240 
Stulberger,  Abraham,  Internal  Med. 
— Richmond  — 3623  J.  Dewey 
Gray  Cir.,  Augusta  30909 
Smith,  Harold  E.,  Addictionology 
— Cobb  — 3995  South  Cobb  Dr.. 
Smyrna  30080 

Techman,  Therese  M.,  Substance 
Abuse/Ambulatory  Med.  — MAA 
— 4130  Mountain  Oak  Cove, 
Stone  Mountain  30083 
Thomson,  Norman  B.  Ill,  Radiology 
— Georgia  Medical  — 5223 
Paulsen  St.,  Savannah  31405 
Whiteley,  Andre  B.,  Radiation 
Oncology  — MAA  — 4235  Paces 
Ferry  Rd.,  Atlanta  30339 


210 


ASSOCIATION  NEWS 


SOCIETIES 

DeKalb  County  Medical  Society 

At  the  recent  Annual  Meeting  of 
the  DeKalb  Medical  Society, 
Decatur  Federal  Savings  and  Loan 
Association  presented  the  coveted 
Julius  McCurdy  Citizenship  Award 
to  Tucker  dermatologist,  Don  W. 
Printz,  M.D.,  in  recognition  of  his 
extraordinary  service  to  his 
community  and  his  profession. 

For  the  past  4 years,  Dr.  Printz 
has  served  as  staff  physician  for 
the  Techwood  Baptist  Center, 
located  in  the  Techwood  Housing 
Project.  At  the  Techwood  Project, 
he  operates  a clinic  along  with 
several  other  physicians,  seeing 
patients  who  are  unable  to  go  to 
Grady  or  other  county  health 
facilities  to  receive  medical  care. 

He  has  also  been  active  with  the 
Street  Ministry  Program  of  the  First 
Baptist  Church  of  Atlanta,  providing 
not  only  medical  care  but  also 
assisting  the  preparation  of  evening 
meals  and  with  the  counseling  of 
this  neglected  segment  of  our 
population. 

Dr.  Printz  initiated  a treatment 
facility  at  the  Fulton  County  Health 
Department  to  identify  and  treat 
indigent  patients  with  sexually 
transmitted  diseases,  using  his 
expertise  as  the  former  Clinical 
Research  Chief  of  the  Sexually 
Transmitted  Disease  Branch  of 
CDC.  Not  only  did  he  establish  this 
facility,  he  served  as  the  primary 
staff  physician  during  its  initial 
period  of  operation,  donating  his 
time  and  talents  twice  weekly. 

Dr.  Printz  has  also  been 
extremely  active  with  the  Northlake 


Chuck  Warren  (L),  Vice  President  of  Decatur  Federal  Savings  and  Loan  Asso- 
ciation, presents  the  coveted  Julius  McCurdy  Citizenship  Award  to  Dr.  Don  Printz. 


DeKalb  Medical  Society  Officers  for  1988  are  (L-R)  Dr.  Gary  Botstein,  Secretary- 
Treasurer;  Dr.  Bill  Whitaker,  President-Elect;  Dr.  Bill  Keeton,  President;  and  Dr. 
Walker  Ray,  Vice  President. 


' 
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Rotary  Club,  serving  on  numerous 
committees  and  in  all  of  the 
offices,  including  the  office  of 
President  in  1981.  He  is  also  the 
Immediate  Past  President  of  the 
Southeastern  Dermatology 
Association. 

Muscogee  County  Medical  Society 

<4  A IDS:  FIGHTING  FEAR  WITH 
am  facts”  was  held  in 
Columbus  February  23,  24,  and  25, 
1988. 

The  conference  included  a 
Tuesday  evening  panel  discussion 
and  community  forum,  attended  by 
800.  Television  actor  John  Callahan 
was  a guest  at  this  session  and 
spoke  to  the  group.  (He  is  in  the 
TV  series,  Falcon  Crest). 

The  Professional/Community 
Seminars  held  at  the  Columbus 
Iron  Works  Convention  and  Trade 
Center  from  9 AM  until  4:30  were 
attended  by  650. 

The  Conference  was  funded  by  a 
grant  from  the  Abbott  Turner  Fund 
and  donations  from  the  local 
business  community. 


TUES.  FEB.  23. 1988 

COLUMNS  COLLEGE 

FINEATOHALL 

rmriMCNTi  of  miwcoom  county 

MBMCAL  SOQETY  AM  TNI  MflUUARV 


Fighting 

Fear 

Wkh  Facts 


This  billboard  was  part  of  the  Muscogee  County  Medical  Society's  promotion  of 
a public  forum  last  February  to  inform  citizens  about  AIDS.  The  forum  was  funded 
by  a grant  from  the  Abbott  Turner  Fund  and  donations  from  local  businesses. 
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22-23  — Atlanta:  Georgia 
Chapter,  Baptist  Medical  — 
Dental  Fellowship  Annual 
Meeting.  Contact  Teresa  Clark, 
M.D.,  490  Peachtree  St.,  Atlanta 
30308.  PH:  404/688-8960. 

22- 24  — Augusta:  The  Specter  of 
AIDS  — A Practical  Conference 
for  Health  Professionals. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 

23- 27  — Sea  Island:  Masters  in 
Gynecology  and  Obstetrics. 

AMA  Category  1 and  ACOG 
cognate  credits.  Contact  Office  of 
CME,  Emory  Univ.  Sch.  of  Med., 
1440  Clifton  Rd.,  Atlanta  30322. 
PH:  404/727-5695. 

28-29  — Atlanta:  Pharmacology 
of  the  Anesthesiologist. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  NE, 

Atlanta  30322.  PH:  404/727-5659. 

28-May  1 — Savannah:  Medical 
Association  of  Georgia  House 
of  Delegates.  Contact  MAG,  938 
Peachtree  St.,  Atlanta  30309.  PH: 
404/876-7535  or  800/232-0224. 

30-May  1 — Atlanta:  The  Cardiac 
Patient.  Category  1 credit. 

Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 


MAY 

1-4  — Sea  Island:  Georgia 
Society  of  Ophthalmology. 
Category  1 credit.  Contact  Ray 
Williams,  GSO,  938  Peachtree  St., 
Atlanta  30309.  PH:  404/876-7535 
or  800/227-0778. 

5 — Atlanta;  6 — Statesboro: 

Soberfest®  Conference  — 
Alcohol  and  Drug  Abuse:  A Day 
with  the  Experts.  Category  1 
credit.  Contact  Susan  Pajari, 
Willingway  Hospital,  31 1 Jones 
Mill  Rd.,  Statesboro  30458.  PH: 
912/764-6236  or  800/242-4040. 


CALENDAR 


2-6  — Atlanta:  Magnetic 
Resonance  Imaging.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

2-7  — Augusta:  Primary  Care 
and  Family  Practice 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG. 
Augusta  30912.  PH:  404/721- 
3967. 

4- 6  — Atlanta:  Selected 
Procedures  for  the  Management 
of  Disorders  of  the  Adult  Foot 
and  Ankle.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

5- 6  — Atlanta:  Psychosocial  and 
Family  Issues  Following 
Traumatic  Brain  Injury.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

5-7  — Hilton  Head  Island,  SC: 
Cementless  Hip  Replacement. 
Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967.  ' 

5-8  — Destin,  FL:  Anesthesia  for 
the  Transplant  Patient.  Amer. 
Acad,  of  Anesthesiologists 
Assistants  Annual  Meeting, 
cosponsored  by  Ga.  Socy.  of 
Anesthesiologists.  Category  1 
credit.  Contact  AAAA,  P.O.  Box 
77253,  Atlanta  30357.  PH:  404/ 
727-5910. 


9-10  — Atlanta:  Quantitative 

Thallium  Myocardial 
Tomography.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

12- 15  — Savannah:  Georgia 
Radiological  Society.  Category  1 
credit.  Contact  James  Moffett,  938 
Peachtree  St.,  Atlanta  30309.  PH: 
404/876-7535  or  800/282-0224. 

13- 14  — Atlanta: 

Phacoemulsification  Technique. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

14- 15  — Augusta:  Pathology 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

20-21  — Unicoi  State  Park: 
Georgia  Rheumatism  Society 
Annual  Meeting.  Category  1 
credit.  Contact  Richard  Field, 

M.D.,  3126  Exeter  Rd.,  Augusta 
30909.  PH:  404/733-7848. 

23-26  — Atlanta:  Science  and 
Medicine.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

28-29  — Sea  Island:  Georgia 
Neurosurgical  Society.  Category 
1 credit.  Contact  Herman  Flanigin, 
M.D.,  Secy-Treas.,  MCG,  Augusta 
30912.  PH:  404/828-3071. 


MAG  MUTUAL  INTRODUCTORY  SEMINAR 
“GOOD  PRACTICE  POLICIES” 

Half-day  seminars  are  scheduled: 

Atlanta  — April  13  & 14 
May  18  & 19 
Savannah  — April  28 
Columbus  — June  16 

Category  1 credit  offered.  Contact  Wanda  Duren  at  MAG  Mutual  Insurance 
Co.,  404/842-5600  or  800/282-4882. 
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of  County  Activities 


( Editorial  Note:  The  activities  of 
the  county  auxiliaries  this  past  fis- 
cal year  have  been  many  and  var- 
ied — and  a complete  reporting 
of  them  is  not  within  the  scope  of 
this  issue.  Because  of  editorial 
space  constraints,  therefore,  we 
asked  the  counties  to  report  on 
only  one  or  two  of  their  major 
projects  to  give  our  readers  a 
sampling  of  the  scope  of  their  in- 
volvement in  health  care  projects 
throughout  the  state.  Many  auxi- 
liaries worked  on  such  varied 
projects  as  Tobacco  Hazards, 
Safety,  AIDS,  Drug  Abuse,  Legis- 
lation, Teen  Pregnancy,  to  name 
a few.  What  follows  are  highlights 
of  those  projects.) 

Baldwin  County 

The  Baldwin  County  Medical 
Auxiliary  chose  the  Head  In- 
jury Program  as  one  of  its  projects 
for  the  1987-88  year.  The  group 
committed  themselves  to  the  sup- 
port of  the  Delphi  House  — a 
home  for  head  injury  patients  — 
in  Eatonton,  Georgia.  Some  aux- 
iiians  made  Christmas  dolls  and 
sold  them  for  $15/$20  a set,  with 
the  profits  going  to  the  Delphi 
House  patient  benefit  fund. 

During  the  holidays,  auxilians 
provided  music  and  singing  for 
Delphi  House  patients.  Continued 
support  was  given  throughout  the 
year,  with  basic  needs  being  pro- 
vided for  those  patients  who  had 
no  income. 


Another  auxiliary  project  was 
working  with  the  Baldwin  County 
Health  Department  providing  and 
keeping  in  working  condition  car 
seats  for  the  community  to  rent  at 
a very  low  price.  K-Mart  proved  to 
be  a real  Santa  last  December  by 
giving  a special  price  and  making 
it  possible  to  buy  25  new  car  seats. 

This  has  been  a very  successful 
on-going  project  for  the  Baldwin 
Auxiliary. 


Bibb  County 

A dinner-auction,  the  Holiday 
Sharing  Card,  sale  of  Sally 
Foster  gift  wrap,  a candy-making 
class,  and  participation  in  the 
A-MAG  auction  made  possible 
contributions  of  over  $10,000  to 
AMA-ERF  by  the  Auxiliary  to  the 
Bibb  County  Medical  Society. 

Another  focus  of  the  Auxiliary 
was  implementing  the  program, 
“Postponing  Sexual  Involvement 
— You  Can  Say  No.”  This  MAG  - 
sponsored  health-education  proj- 
ect was  first  presented  to  all  the 
seventh  graders  at  one  Macon 
school  as  well  as  a group  of  17 
junior  and  senior  peer  helpers  who 
would  train  to  use  the  material  with 
another  grade.  Auxilians  then 
planned  to  lead  sessions  of  the 
program  at  other  schools  in  Bibb 
County  as  arrangements  were 
made. 


Cobb  County 

Make  It,  Bake  It,  Sew  It,  Grow 
It  has  been  the  theme  for 
the  annual  auction  meeting  held 
by  the  Cobb  County  Medical  Aux- 
iliary. November  is  auction  month, 
and  this  proves  to  be  a perfect  time 
for  auxilians  to  show  their  many 
talents  — especially  in  needle- 
work and  baking.  For  those  who 
win  the  bid,  it  is  a great  time  to 
buy  original  gifts  and  stock  their 
freezers  for  the  holidays.  Whether 
it  be  a hand-crafted  article  or  white 
elephant,  part  of  the  fun  is  to  see 
what  will  be  available.  Our  own 


Bibb  County  auxilian  Betti  Huckabv 
teaching  Postponing  Sexual  Involve- 
ment to  a Bibb  County  classroom. 
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DeKalb  County  auxilians  (L-R)  Pat  Daly,  Linda  Bobo,  and  Billie 
Rountree  showing  the  Christmas  Sharing  Card  that  was  designed 
by  one  of  the  children  receiving  a free  eye  examination  by  an 
ophthalmologist.  The  card  was  sold  to  raise  money  for  children 
in  need  of  eyeglasses. 


members  volunteer  their  time  and 
talent  to  be  auctioneer  and  help- 
ers. For  a couple  of  hours  they 
entertain  us  with  their  wit  and 
clever  remarks,  encouraging 
friends  and  guests  to  bid  on  items 
they  never  knew  they  needed  — 
much  less  wanted!  In  this  short 
time,  it  is  possible  to  make  a thou- 
sand dollars. 

Cobb’s  auction  began  in  1976, 
and  over  the  past  12  years  more 
than  $12,000  has  been  raised. 
These  funds  have  been  donated 
to  such  projects  and  organiza- 
tions as  AMA-ERF,  MAG’s  Im- 
paired Physicians  Program,  Cal- 
vary Children’s  Home,  Our  Lady 
of  Perpetual  Help  (a  home  for  ter- 
minally ill  cancer  patients),  Open 
Gate  (a  temporary  shelter  for 
abused  children),  and  to  pur- 
chase portions  of  the  Learning 
Center. 

This  year,  Cobb  has  empha- 
sized and  presented  programs  on 
AIDS  and  other  Public  Health  is- 
sues, postponing  sexual  involve- 
ment, maintaining  a good  medi- 
cal marriage,  etc. 


DeKalb  County 

The  1987  Holiday  Sharing  Card 
had  a special  meaning  for 
members  of  the  DeKalb  County 
Medical  Auxiliary.  The  front  of  the 
card  was  designed  by  one  of  the 
children  who  had  benefitted  from 
the  Auxiliary’s  program  of  having 
30  underprivileged  children  ex- 
amined by  an  ophthalmologist  and 
then  purchasing  correctly  fitted 
eyeglasses.  (All  children  receiving 
eyeglasses  were  given  a chance  to 
design  the  greeting  card,  and  the 
winner  was  presented  a $50.00 
savings  bond.)  Participation  in  the 
Sharing  Card  made  possible  a do- 
nation of  $3,000.00  to  the  DeKalb 
Health  Department. 


A new  DeKalb  Auxiliary  project 
this  year  was  the  joining  with  the 
Medical  Society  to  begin  forma- 
tion of  a medical  support  group 
to  help  colleagues  involved  in  li- 
ability suits. 


Dougherty  County 

Doctor’s  Day  held  special  sig- 
nificance in  Albany  this  year, 
thanks  to  a project  conceived  and 
coordinated  by  the  Auxiliary  to  the 
Dougherty  County  Medical  Soci- 
ety. As  envisioned  by  Auxiliary 
President  Connie  Adams  and  Doc- 
tor’s Day  co-chairpersons,  Mary 
Linda  Cotten  and  Karen  Berg,  this 
project  both  honored  Dougherty 
County  doctors  and  educated  and 
informed  the  community  about  to- 
day’s most  challenging  public 
health  crisis  — AIDS.  The  Auxil- 
iary, in  partnership  with  the 
Dougherty  County  Medical  Soci- 


ety, Phoebe  Putney  Memorial 
Hospital,  and  HCA  Palmyra  Med- 
ical Centers,  presented  a com- 
munity-wide forum  on  March  14 
at  the  Albany-James  H.  Gray,  Sr., 
Civic  Center  entitled,  “Your  Fam- 
ily and  AIDS.” 

The  program  was  open  to  the 
public  and  carried  live  by  radio 
throughout  Southwest  Georgia. 
The  NBC-TV  affiliate  in  Albany 
taped  the  program  in  its  entirety 
for  presentation  at  a later  prime 
time  date. 

The  education  was  provided  by 
a distinguished  panel  of  experts 
comprised  of  Dr.  Harold  P.  Katner 
from  Macon,  Dr.  John  H.  Curtis 
from  Valdosta,  and  Dr.  Paul  C. 
White,  Jr.,  from  Albany.  Each  panel 
member  brought  particular  exper- 
tise and  gave  a prepared  presen- 
tation. After  each,  with  a local 
medical  doctor  acting  as  moder- 
ator, there  was  a question-and-an- 
swer  period  for  direct  communi- 
cation with  the  audience. 
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The  planning  and  execution  of 
such  a major  event  required  the 
involvement  of  almost  every  aux- 
ilian  in  some  way.  Committees 
worked  handling  media  coverage, 
outdoor  marquis  advertising,  in- 
vitations to  churches,  schools, 
civic  organizations,  poster  dis- 
plays — and  arrangements  for  the 
civic  center  facility. 

This  project  provided  a unique 
way  for  the  Auxiliary  to  honor  its 
doctors  and  also  offer  a much- 
needed  service  to  Albany  and  to 
Southwest  Georgia. 

“Your  Family  and  AIDS"  was  the  sub- 
ject of  a community-wide  forum  on 
March  14  in  Albany  sponsored  by  the 
Dougherty  County  Medical  Auxiliary, 
the  Dougherty  County  Medical  Soci- 
ety, Phoebe  Putney  Memorial  Hospi- 
tal, and  HCA  Palmyra  Medical  Cen- 
ters. Shown  here  is  Dr.  Harold  P. 
Katner,  of  Albany,  one  of  the  speakers. 

Georgia  Medical  Society 

The  Auxiliary  to  the  Georgia 
Medical  Society  last  Decem- 
ber joined  other  community 


groups  in  the  Festival  of  Trees, 
held  in  Savannah.  Proceeds  from 
this  Festival  go  to  the  Department 
of  Family  and  Children’s  Services. 
The  Medical  Society  bought  a 
7-foot  tree  and  designated  the 
Auxiliary  to  decorate  it  — which 
they  did  with  handmade  orna- 
ments, carrying  out  the  Teddy  Bear 
theme. 

The  tree  was  later  given  to  the 
Ronald  McDonald  House  play- 
room, which  the  Auxiliary  fur- 
nished with  toys  in  July  of  1987. 
A Christmas  dinner  and  party  for 
Ronald  McDonald  House  resi- 
dents — adults  too  — was  held. 
A surprise  visit  from  Santa  and  his 
elves  highlighted  the  evening,  and 
the  event  was  covered  by  the  local 
TV  station.  Afterwards,  teddy  bears 
donated  by  auxilians  were  taken 
to  the  Pediatric  Unit  of  Memorial 
Medical  Center. 

Together,  the  Medical  Society 
and  the  Auxiliary  made  a real  dif- 
ference to  the  Ronald  McDonald 
House  residents  and  to  the  chil- 
dren in  the  hospital  during  the 
holidays. 


Medical  Association  of  Atlanta 

The  TORT  Show  (Talent  on  Re- 
view Tonight),  “An  evening  of 
fun,  good  food,  and  fabulous  en- 
tertainment,” was  presented  last 
October  8 by  the  Medical  Asso- 
ciation of  Atlanta  and  its  Auxiliary. 
Held  at  the  Academy  of  Medicine, 
the  evening  began  with  a compli- 
mentary cocktail  and  dinner  party 
— sponsored  by  the  Nally  Leasing 
Company.  The  audience  then 
moved  into  the  auditorium  where 
they  were  dazzled  by  the  perform- 
ance of  singers,  dancers,  piano 
players,  a band,  and  even  a visit 
from  Bergen  and  McCarthy.  Jan 
and  Bill  Collins  acted  as  M.C.s  for 
the  evening  as  the  show  followed 
the  format  of  an  old  time  radio 
show.  There  were  commercials  on 
the  show  with  a favorite  being 
given  by  Ingrid  Brunt,  portraying 
a cigarette  girl  who  sold  “No 
Smoking”  pins  and  cried  out, 
“Don’t  call  for  Phillip  Morris!”  The 
TORT  show  was  proposed  and  de- 
veloped by  Dr.  Gwynne  T.  Brunt, 
president  of  MAA  and  Mrs.  Judy 
Domescik,  President  of  A-MAA. 

The  A-MAA  also  joined  MAG’s 
efforts  to  inform  the  public  about 
AIDS  by  asking  its  members  to  at- 
tend the  American  Red  Cross 
training  sessions  for  AIDS  Edu- 
cation facilitators.  On  January  19 
and  20,  nine  Auxiliary  members 
attended  such  a session  and  thus 
became  certified  to  speak  about 
AIDS  to  PTAs  and  other  interested 
groups  in  the  community.  Marilyn 
Self,  director  of  Atlanta’s  branch 
of  the  American  Red  Cross,  spoke 
to  the  Auxiliary  membership  at  its 
February  meeting  and  continued 
to  solicit  support  for  this  impor- 
tant project. 

The  other  major  thrust  of  the 
A-MAA  for  1987-88  has  been  de- 
voted to  supporting  A-MAG  legis- 
lative programs. 

Muscogee  County 

During  the  month  of  March, 
1988,  each  mother  and  her 
newborn  baby  received  a present 


A surprise  visit  from  Santa  to  the  residents  of  the  Ronald  McDonald  House 
in  Savannah  highlighted  the  evening  planned  by  the  Georgia  Medical  So- 
ciety to  benefit  the  children  there.  The  event  was  covered  by  a local  TV 
station. 
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Dr.  and  Mrs.  Bill  Collins  hosted  the  TORT  Show  presented  by  the  Medical 
Association  of  Atlanta  Auxiliary  last  October. 


from  the  Auxiliary  to  the  Musco- 
gee County  Medical  Society.  The 
baby’s  gift  was  a cute  “I’m  a Born 
Non-Smoker”  T-shirt.  The  moth- 
er’s package  contained  special  in- 
formation explaining  some  of  the 
hazards  caused  by  smoking  and 
the  disadvantages  of  living  in  a 
smoke-filled  environment.  The 
Auxiliary  worked  with  the  Ameri- 
can Lung  Association  of  Georgia 
on  this  project  in  honor  of  Doc- 
tor’s Day. 

In  February,  the  Auxiliary  co- 
sponsored a CPR  course  with  the 
Columbus  Junior  League  Society. 
The  course  was  given  by  the 
American  Red  Cross. 

As  part  of  their  Mental  Health 
project,  the  Auxiliary  distributed 
pamphlets  entitled  “Miscarriage” 
to  patients  at  the  Medical  Center. 

Richmond  County 

13  each  Out  and  Teach 

AX  Someone”  might  be  the 
name  of  the  project  implemented 
by  the  Richmond  County  Medical 


Auxiliary  this  year.  Investigation 
showed  that  a need  existed  for  the 
public  to  be  informed  about  AIDS 
and  that  the  Red  Cross  needed 
trained  people  to  teach  this  pro- 
gram in  churches,  businesses, 
schools,  and  other  organizations. 

The  Auxiliary  reponded  to  the 
need,  and  more  than  15  members 
were  trained  and  presented  certif- 
icates by  the  Red  Cross.  The  Aux- 
iliary hopes  to  continue  the 
program  and  to  expand  its  partic- 
ipation in  presenting  the  facts  to 
the  public. 

Many  Auxiliary  members  helped 
on  a Suicide  Prevention  project, 
bundling  flyers  and  distributing 
posters  to  Richmond  County  pub- 
lic and  private  schools.  Each  of 
the  3,500  students  took  home  a 
flyer  informing  the  parents  of  the 
signs  of  depression  and  phone 
numbers  to  call  for  help.  The  Au- 
gusta Mental  Health  Association 
reported  that  the  response  from 
this  project  was  overwhelming. 

The  Anti-Tobacco  Program  for 
all  fifth  graders  in  Richmond 


Ingrid  Brunt  portraying  a cigarette 
girl  who  sold  “No  Smoking”  pins 
and  cried,  “Don’t  call  for  Phillip 
Morris!”  at  MAA’s  TORT  Show. 

County  was  continued  this  year, 
and  the  child  abuse  puppet  show 
was  presented  to  the  third  grades 
in  March. 

Tift  County 

The  theme  for  Tift  County  Med- 
ical Auxiliary  this  year  has 
been  “Up,  Up  and  Away  . . . Serv- 
ing Our  Community,”  with  most 
of  the  service  projects  being  fo- 
cused on  the  needs  of  adoles- 
cents and  their  families.  A unique 
need  was  discovered  last  fall  as  a 
result  of  the  Auxiliary’s  educa- 
tional programs  in  the  junior  and 
senior  high  schools.  For  the  first 
time  this  year,  the  Tift  County 
School  system  offered  a class  ex- 
clusively for  pregnant  teenagers. 
The  purpose  of  the  Teenage  Par- 
enting Class  (TAP)  is  to  prevent 
school  dropout;  to  provide  edu- 
cation, vocational  and  parenting 
skills  necessary  to  prepare  these 
teens  for  the  future  — and  to  de- 
crease the  incidence  of  future 
teenage  pregnancies  in  this  group. 
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The  Tift  County  Medical  Auxiliary  worked  with 
the  Tift  County  School  System  on  the  Teenage 
Parenting  Class  (TAP),  offered  exclusively  to 
pregnant  teenagers  to  help  prevent  school 
dropout  and  to  teach  education,  vocational, 
and  parenting  skills.  Shown  here  (L-R  front  row) 
are  Fran  Vickers,  TP  A class  teacher;  Susan  Grif- 
fin, TAP  Committee  Chairperson;  Gwen  Walker, 
Adopt-A-School  Director;  (L-R  back  row)  Leigh 
Deese,  auxilian;  and  Barbara  McCoy,  Auxiliary 
President. 


Richmond  County’s  medical  auxiliary  was  involved  in  an  Anti-Tobacco 
Program  that  presented  slides  to  school  children  showing  how  advertising 
is  used  to  promote  tobacco  use. 


The  Tift  County  Medical  Auxil- 
iary first  became  involved  in  help- 
ing the  new  class  by  donating 
kitchen  items  needed  to  teach 
basic  homemaking  skills.  Con- 
tacts with  the  teacher  revealed  fur- 
ther opportunities  for  volunteers 
to  support,  nurture,  and  provide 
educational  services  for  these 
teens.  In  December,  the  Auxiliary 
voted  to  explore  the  possibility  of 
“adopting”  the  TAP  class  through 
Tift  County  School  system’s  new 
“Adopt-a-School”  program.  The 
program  director  was  elated  with 
the  proposal,  and  it  was  finalized 
in  January.  Future  plans  are  for 
Auxiliary  members  to  become  in- 
volved more  directly  with  the  15- 
20  girls  in  the  class.  Suggested 
projects  include  donating  mater- 
nity and  baby  clothes,  teaching 
classes  on  prepared  childbirth  and 
breastfeeding,  and  tutoring  indi- 
vidual students.  This  project  has 
already  proved  to  be  very  reward- 
ing, especially  to  those  auxilians 
with  young  children.  And,  be- 
cause many  members  from  the 
teaching,  nursing,  and  other 
professions  are  Auxiliary  mem- 
bers, there  are  numerous  possi- 
bilities for  the  Tift  County  Medical 
Auxiliary  to  be  involved  in  this 
project  for  many  years  to  come. 
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Troup  County 

In  1984,  Troup  County  auxilian 
Glenda  Major  began  a re- 
search into  the  history  of  medi- 
cine in  LaGrange  and  Troup 
County.  Going  back  to  the  incep- 
tion of  the  County  in  1827,  Glen- 
da’s research  has  taken  her  into 
the  homes  of  some  of  the  ances- 
tors of  physicians  who  practiced 
in  this  area,  cemeteries  through- 
out the  County,  libraries,  the  Troup 
County  Archives  (where  many 
hours  were  spent  reading  old 
newspapers),  the  county  census, 
and  the  Troup  County  Courthouse 
where  the  County  records  are  kept. 

The  Troup  County  Medical  Aux- 
iliary is  assisting  in  this  worth- 
while project,  which  they  hope  to 
see  published  in  the  very  near  fu- 
ture. Current  plans  are  for  the  his- 
tory, covering  the  first  100  years 
of  the  County’s  existence,  to  be 
printed  in  book  form.  Auxilians  are 
helping  Glenda  — who  has  al- 
most completed  her  research  and 
the  writing  of  this  history  — by 
editing  and  proofreading  each 
chapter,  and  by  gathering  pic- 
tures, artistic  drawings  and  other 
materials  that  can  be  used  to  il- 
lustrate this  work. 


Walker-Catoosa-Dade 

The  Walker-Catoosa-Dade  Med- 
ical Auxiliary  this  year  served 
as  liaison  between  the  high 
schools  of  these  counties  and  the 
Chattanooga-Hamilton  County 
Medical  Auxiliary  for  the  presen- 
tation of  the  second  annual  Teen 
Health  Workshop  called  “Facts  to 
the  Future.”  The  Fair  was  held  on 
March  4,  1988,  at  the  University  of 
Tennessee  at  Chattanooga,  with 
approximately  500  teenagers  and 
adult  school  representatives  at- 
tending. The  workshop  was  de- 
signed to  encourage  and  support 
East  Tennessee  and  North  Geor- 
gia teens  in  making  healthy,  pos- 
itive decisions  regarding  their 
physical,  mental,  and  emotional 
well-being. 


Working  with  Doctors  Ought  to  Care  (DOC],  the  Richmond  County  Medical 
Auxiliary  supported  counter-advertising  such  as  this  billboard.  An  excellent 
slide  presentation  was  developed  showing  the  seductive  nature  of  tobacco 
advertising. 


( L to  R):  Priscilla  Hammond,  the  Northwest  Georgia  Occupant  Safety  Co- 
ordinator; Karen  Heusel,  Statewide  Coordinator  for  Car  Safety,  Safety  Belt 
Education  Program;  and  Sandra  Burns,  A-MAG  State  Safety  Chairperson. 
Educating  auxiliary  members  on  the  importance  of  the  proper  use  of  child 
restraint  devices  was  one  of  the  goals  of  the  A-MAG  State  Safety  Committee. 
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Good  Times 

are  Safe  Times  

Parties,  proms,  and  outdoor  recreation  are  great  memories 
in  the  making. 

Please  be  careful.  Don't  drink  and  drive.  Don't  do  drugs.  Do 
wear  your  seatbelt.  And  remember  that  diving,  falls  and 
other  freak  accidents  are  among  the  leading  causes  of 
paralyzing  spinal  cord  injuries. 

Thank  you. 

Whitfield-Murray  County 
Medical  Society  and 
Auxiliary 


In  Whitfield-Murry  County,  one  of  the  Safety  Com- 
mittee’s projects,  designed  to  honor  local  doctors 
was  the  inclusion  of  this  card,  “Good  Times  are  Safe 
Times,  ” placed  in  the  corsage  boxes  and  tuxedo  pock- 
ets of  high  school  students  attending  balls  and  proms. 


Laura  Crawley’s  outstanding 
brochure  entitled  Say  No  to  Drugs, 
Man,  Say  Yes  to  Life  for  Sure  was 
included  in  the  workshop’s  folder 
which  was  given  to  each  student 
attending. 

TV  personality  Cloris  Leachman 
and  Dr.  John  W.  Green  from  Van- 
derbilt University  headed  a group 
of  outstanding  speakers  assem- 
bled to  share  their  insights  and 
knowledge. 

As  an  extension  of  this  project, 
the  Auxiliary  has  distributed  500 
of  the  brochures  to  the  Public 
Health  Department  of  Waker-Ca- 
toosa-Dade.  A tape  emphasizing 
the  “Say  No  to  Drugs”  message  is 
being  made  by  a Sheriff’s  Depart- 


ment Lieutenant  and  will  be  avail- 
able to  any  classroom  teacher  who 
requests  it. 


Whitfield-Murray  County 

The  Whitfield-Murray  County 
Medical  Auxiliary  sponsored 
an  Occupant  Protection  Training 
Workshop  on  September  30, 1987, 
at  the  Bradley  Wellness  Center  in 
Dalton,  Georgia,  and  also  partic- 
ipated in  Hamilton  Medical  Cen- 
ter’s World  of  Health.  Many  mem- 
bers staffed  booths  and  helped  in 
colo-rectal  or  breast  screening 
areas. 

The  Auxiliary’s  Safety  Commit- 


tee has  presented  a “Special  Car 
Seat”  to  Dalton’s  Community  De- 
velopmental Services.  This  seat  is 
designed  for  children  with  limited 
upper  torso  strength  who  need 
more  support  and  protection  than 
is  provided  by  a regular  car  seat. 
Ten  additional  car  safety  seats  for 
Whitfield  County  Health  Depart- 
ment’s loaner  program  have  been 
ordered. 

Another  of  the  Safety  Commit- 
tee’s projects,  designed  to  honor 
the  local  doctors,  was  the  inclu- 
sion of  a “Good  Times  are  Safe 
Times”  card  placed  in  the  corsage 
boxes  and  tuxedo  pockets  of  high 
school  students  attending  balls 
and  proms. 
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Seat  Belts  Save  Lives! 


SEAT  BELTS  SAVE  LIVES  AND  REDUCE 
INJURIES. 

That  is  an  important  statement, 
and  it  should  be  of  concern  to 
anyone  interested  in  preventive 
medicine.  The  automobile  acci- 
dent remains  the  number  one  killer 
of  children  and  young  adults.  If 
everyone  buckled  up,  we  could 
save  15,000  lives  in  this  country 
each  year. 

We  have  been  aware  of  the  ben- 
efits of  seat  belts  for  decades.  And 
yet  it  seems  that  most  people  have 
been  slow  to  adopt  the  important 
safety  practice  of  “buckling  up.” 
Fortunately,  things  are  changing. 
Just  a few  years  ago,  only  1 1%  of 
American  adults  regularly  wore 
seat  belts.  Today,  35%  of  adults 
and  65%  of  children  are  seat  belt 
users. 

At  one  time,  mandatory  seat 
belt  laws  were  given  little 
chance  of  passage  in  the  United 
States.  Today,  seat  belts  laws  are 
on  the  books  in  31  states,  and 
other  states  are  considering  such 
legislation.  All  states  have  adopted 
mandatory  child  restraint  laws. 

A little  over  5 years  ago,  when 
seat  belt  usage  was  placed  on  a 
list  of  issues  that  concerned  the 
public  the  most,  it  ranked  350th 
in  importance.  However,  a more 
recent  poll  ranked  seat  belt  usage 


Robert  A.  Burns,  M.D.,  F.A.S. 


The  Auxiliary  to  the 
MAG  has  been  active 
in  promoting  seat  belt 
usage . The  Auxiliary 
initiated  car  seat 
loaner  programs  long 
before  the  child 
restraint  laws  became 
effective . Passage  of  a 
mandatory  seat  belt 
law  has  been  a top 
priority  of  theirs  this 
year. 


third  on  a list  of  public  health  con- 
cerns. A recent  study  conducted 
by  the  University  of  Georgia  re- 
vealed widespread  support  for  a 
mandatory  seat  belt  law  in  Geor- 
gia. And  at  the  grass  roots  level, 
organizations  have  been  formed 
to  promote  seat  belt  usage. 

What  has  caused  this  change  in 
attitude?  And  why  has  it  taken  so 
long  to  develop?  To  answer  these 
questions,  let’s  go  back  a few 
years. 


Dr.  Burns  is  a General  Surgeon  and  a member 
of  the  Auxiliary  to  the  Medical  Association  of 
Georgia’s  Advisory  Committee.  Send  reprint  re- 
quests to  him  at  P.O.  Box  129,  Dalton,  GA  30720. 


Seat  belts  have  been  installed 
in  automobiles  for  over  20 
years.  Their  value  has  been  proven 
in  numerous  studies.  Lap  belts  are 
effective  in  reducing  fatalities  by 
37%.  Lap  and  shoulder  belts  to- 
gether reduce  fatalities  by  55%.  Yet 
despite  their  demonstrated  effec- 
tiveness, very  few  people  were  us- 
ing seat  belts.  This  was  frustrating 
to  those  of  us  who  took  care  of 
the  victims  of  automobile  acci- 
dents. As  we  looked  on,  we  saw 
thousands  of  lives  lost  needlessly 
each  year.  And  we  witnessed  mu- 
tilating and  crippling  injuries  that 
could  have  been  prevented  or 
lessened  by  buckled  seat  belts. 

But  if  seat  belts  were  so  won- 
derful, why  weren’t  people  using 
them?  Safety  engineers  and  be- 
havioral scientists  set  out  to  an- 
swer this  puzzling  question.  One 
of  their  most  publicized  findings 
was  the  infamous  list  of  excuses 
that  people  gave  for  not  using  seat 
belts.  High  on  this  list  was  the  fear 
of  being  trapped  in  an  automobile 
following  an  accident. 

It  was  this  list  that  became  the 
basis  for  just  about  every  public 
information  campaign.  “Explod- 
ing the  seat  belt  myths”  is  a phrase 
that  we  have  heard  repeatedly  over 
the  past  2 decades.  Unfortunately, 
myths  die  hard.  And  the  public  in- 
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formation  campaigns  had  little 
success. 

As  it  turned  out,  myths  were  not 
the  real  problem.  It  was  more  basic 
than  that.  Whatever  excuses  peo- 
ple were  giving  for  not  buckling, 
the  main  problem  was  a lack  of 
awareness.  When  people  got  into 
their  automobiles,  they  simply  did 
not  think  about  seat  belts.  In  fact, 
most  people  regarded  seat  belts 
as  useless  accessories.  And  they 
ignored  them. 

To  solve  this  problem,  engi- 
neers designed  ignition  sys- 
tems that  would  not  function  un- 
less the  seat  belts  were  fastened. 
The  public  protested  loudly,  and 
this  idea  was  quickly  abandoned. 
In  its  place  we  were  given  lights 
and  bells  that  flash  and  ring  for  a 
few  seconds  after  the  car  is  started. 
These  gentle  reminders  to  buckle 
up  were  much  more  palatable.  But 
they  were  also  much  easier  to  ig- 
nore. So  the  question  remained. 
How  do  you  get  people  to  buckle 
up? 


But  if  seat  belts 
were  so  wonderful , 
why  weren’t  more 
people  using  them? 
One  of  the  “myths” 
was  the  fear  of  being 
trapped  in  an 
automobile  following 
an  accident . 


One  obvious  answer  was  a 
mandatory  seat  belt  law.  Over  20 
foreign  countries  had  already  tried 
this  with  varying  success.  Usage 
ranged  from  15%  to  90%  in  those 
countries.  It  was  predicted  that  a 
mandatory  seat  belt  law  would  in- 
crease usage  in  our  country  by  at 
least  a factor  of  two.  Unfortunately 
too  many  people  considered  this 
a “freedom  of  choice”  issue,  and 


this  idea  was  given  little  chance 
of  success. 

There  were  exceptions,  how- 
ever. A few  companies  adopted 
mandatory  seat  belt  policies  in  an 
effort  to  reduce  the  cost  of  auto- 
mobile-related injuries  and  fatali- 
ties. There  were  laws  that  required 
school  bus  drivers  to  wear  safety 
belts.  But  there  was  another  big 
exception.  Infants  and  small  chil- 
dren were  considered  immune 
from  any  “freedom  of  choice”  ar- 
guments. They  were  simply  too 
young  to  be  able  to  make  an  in- 
telligent choice  about  seat  belts. 

And  the  research  data  were  im- 
pressive. Up  to  90%  of  fatalities 
could  be  avoided  if  children  and 
infants  were  secured  in  a properly 
installed  child  restraint  device.  It 
became  an  issue  of  protecting  our 
children.  As  such,  it  was  more 
closely  akin  to  mandatory  vacci- 
nation laws. 

Tennessee  was  the  first  state  to 
pass  a mandatory  child  re- 
straint law.  The  other  49  states  fol- 
lowed suit.  But  even  before  the 
laws  went  on  the  books,  child  re- 
straint became  an  issue  of  public 
concern.  Pediatricians  supported 
“First  Ride,  Safe  Ride”  programs. 
The  Auxiliary  to  the  MAG  started 
car  seat  loaner  programs.  Anxious 
to  be  good  parents,  people  started 
taking  their  newborn  children 
home  from  the  hospital  in  infant 
restraint  devices.  Suddenly  it  was 
impossible  not  to  think  about  seat 
belts.  Each  time  a child  was  buc- 
kled or  unbuckled,  seat  belt  con- 
sciousness was  raised. 

This  was  the  turning  point.  For 
the  first  time,  parents  started 
teaching  a new  generation  of  chil- 
dren to  be  bucklers.  And  in  the 
process,  they  began  noticing  the 
seat  belts  they  had  previously  ig- 
nored. 

There  is  another  important  fac- 
tor that  deserves  mention.  The 
auto  industry  has  recently  spent  a 
great  deal  of  time  and  money  lob- 
bying for  passage  of  mandatory 
seat  belt  laws.  They  hoped  that 
this  would  forestall  federal  regu- 


lations requiring  them  to  place 
passive  restraints  in  all  newly 
manufactured  automobiles.  Such 
restraints  would  increase  the  cost 
of  the  car  and  might  result  in  in- 
creased liability  for  the  manufac- 
turers. 

The  lobbying  has  been  suc- 
cessful. Over  half  the  states  now 
have  mandatory  seat  belt  laws  on 
the  books.  However,  the  child  re- 
straint laws  were  passed  first.  And 
I believe  that  they  laid  the  ground 
work  for  everything  that  has  fol- 
lowed. 


A little  over  5 years 
ago,  when  seat  belt 
usage  was  placed  on  a 
list  of  issues  that 
concerned  the  public 
the  most,  it  ranked 
350th  in  importance. 

The  Auxiliary  to  the  MAG  has 
been  active  in  promoting  seat 
belt  usage.  The  Auxiliary  initiated 
car  seat  loaner  programs  long  be- 
fore the  child  restraint  laws  be- 
came effective.  Passage  of  a man- 
datory seat  belt  law  has  been  a 
top  priority  of  theirs  this  year.  And 
most  recently,  the  Auxiliary  has 
turned  its  attention  to  important 
new  problems.  Currently,  only  35% 
of  Georgia’s  children  are  being  re- 
strained in  accordance  with  the 
law.  And  research  indicates  a car 
seat  misusage  rate  of  70%.  Either 
the  car  seat  is  improperly  installed 
in  the  car,  or  the  child  is  improp- 
erly secured  in  the  car  seat.  Such 
errors  can  be  deadly. 

So  despite  the  progress,  we  still 
have  a long  way  to  go.  As  physi- 
cians interested  in  preventive 
medicine,  we  should  support  ef- 
forts to  enact  a mandatory  seat  belt 
law  in  Georgia.  We  should  work 
to  strengthen  the  existing  child  re- 
straint laws.  And  we  should  con- 
tinue to  educate  our  patients  on 
the  importance  of  buckling  up.  ■ 
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Malpractice:  Is  Competence  or 
Caring  In  Question? 

Betty  Castellani 


The  hospital  just  called  and 
notified  you  that  the  file  on 
your  patient  has  been  requested 
by  a lawyer.  You  leave  your  office 
that  day  feeling  like  you  are  in  a 
different  world  than  when  you  ar- 
rived. Fear  enters  your  life  and  it 
seems  to  color  everything  that  you 
do.  Whom  do  you  tell?  Do  you  tell 
your  associates?  Do  you  call  your 
lawyer?  Do  you  share  this  news 
with  your  family?  Does  it  change 
the  way  you  practice  medicine,  re- 
late to  your  peers,  interact  with 
your  family?  What  effect  will  that 
phone  call  from  the  hospital  rec- 
ords room  have  on  your  life  for 
the  next  two  years,  until  the  stat- 
ute of  limitations  runs  on  a neg- 
ligence cause  of  action? 

According  to  the  February  13, 
1987,  issue  of  the  Journal  of  the 
American  Medical  Association,  in 
1985,  the  number  of  claims  per 
100  doctors  was  17.8,  a 57%  in- 
crease over  its  1981  rate.  It  was 
also  reported  that  claims  against 
physicians  who  performed  no  sur- 
gery, no  invasive  procedures,  and 
no  obstetrical  procedures  in- 
creased by  100%  from  1981  to 


It  is  impossible  to  be 
an  open , caring  doctor 
when  you  are  afraid. 

If  you  are  afraid  that 
anything  you  say  can 
be  used  against  you  in 
some  lawsuit,  you 
choose  your  words 
carefully.  . . . Patients 
feel  the  distance.  But 
patients  do  not 
understand  why  it  is 
there. 


1985.  The  numbers  are  signifi- 
cantly higher  for  1986.  Why? 

There  are  many  acceptable  ex- 
cuses for  why  doctors  are  sued. 
There  is  too  much  for  any  one 
doctor  to  know.  There  has  been  a 
literature  explosion  in  all  branches 
of  medicine.  People  can  no  longer 
accept  their  mortality.  When 


Ms.  Castellani  is  Associate  Chaplain  and  Coun- 
selor at  DeKalb  General  Hospital.  Send  reprint 
requests  to  her  at  2701  N.  Decatur  Rd.,  Decatur, 
GA  30033. 


something  goes  wrong  someone 
must  be  blamed.  There  is  too 
much  economic  pressure  on  doc- 
tors today.  Malpractice  insurance 
rates,  HMOs,  and  government  reg- 
ulations on  Medicare  have  taken 
their  toll.  There  is  not  enough  time 
to  adequately  chart  and  do  follow- 
up care. 

But  I think  the  bottom  line  is 
that,  for  whatever  reason,  many 
doctors  do  not  know  how  to  trans- 
mit caring  to  their  patients.  The 
unalterable  fact  is  that  patients  do 
not  care  how  much  a doctor  knows 
until  they  know  how  much  that 
doctor  cares. 

If  doctors  had  more  time  to  read, 
if  they  spent  more  time  in  the 
medical  library,  if  they  charted  5 
hours  per  day,  if  they  took  a yearly 
intensive  course  in  continuing  ed- 
ucation, the  incidence  of  mal- 
practice suits  would  not  drop  one 
percentage  point.  But  if  they  added 
5 minutes  to  each  patient’s  time 
with  them  and  if  they  spent  that  5 
minutes  looking  at  the  patient, 
touching  them,  making  them  feel 
that  nothing  was  more  important 
to  them  right  then  than  that  pa- 
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tient's  problem,  then  malpractice 
cases  would  plummet. 

1 have  been  with  patients,  lis- 
tened to  their  painful  stories,  heard 
many  threats  of  malpractice  law- 
suits. I am  not  perceived  by  pa- 
tients as  a member  of  the  hospital 
staff  so  they  feel  comfortable  voic- 
ing their  anger  and  frustration  to 
me.  I also  work  with  doctors.  I talk 
to  them  about  malpractice.  I listen 
to  their  concerns  about  their  pa- 
tients. I know  that  with  very  few 
exceptions  they  are  caring,  com- 
passionate people.  The  threat  of 
malpractice  suits  has  ruined  their 
lives  and  robbed  them  of  their  joy 
of  practicing  medicine.  Malprac- 
tice has  become  to  the  medical 
community  what  AIDS  is  to  the  ho- 
mosexual community.  It  is  a trag- 
edy and  something  must  be  done 
about  it. 


/ think  that  for  the 
most  part  doctors  do  a 
splendid  job  of 
investing  their 
competence.  What  I 
am  suggesting  is  that 
doctors  pay  more 
attention  to  investing 
their  caring. 


Patients  used  to  love  their  doc- 
tors. One  patient  I saw  recently 
told  me  that  in  terms  of  impor- 
tance, her  doctor  came  only  after 
God.  Why?  “Because  I know  he 
cares  about  me  and  he  will  do 
everything  in  his  power  to  see  that 
1 get  well.”  It  would  be  impossible 
for  that  doctor  to  do  anything  to 
that  patient  that  would  end  up  in 
a malpractice  action. 

One  doctor  sent  a patient  to  an- 
other specialist  for  a second  opin- 
ion. That  “specialist”  made  a 
statement  that  sounded  critical  of 
the  referring  doctor,  the  one  the 


patient  loved.  The  patient  left  with 
great  fury  because  her  doctor  had 
been  criticized. 

But  it  is  impossible  to  be  an 
open,  caring  doctor  when 
you  are  afraid.  If  you  are  afraid 
that  anything  you  say  can  be  used 
against  you  in  some  lawsuit,  you 
choose  your  words  carefully.  If  you 
are  afraid  that  every  deed  you  do 
is  going  to  be  held  under  a mi- 
croscope, you  operate  within  a 
very  narrow  framework.  If  you  are 
afraid  that  every  patient  might  at- 
tack you,  you  put  on  your  armour. 

Patients  feel  the  distance.  But 
patients  do  not  understand  why  it 
is  there.  It  prevents  any  real  close- 
ness from  developing  between  the 
patient  and  the  doctor.  No  one  can 
love  a textbook  or  relate  to  an  im- 
pressive body  of  medical  lan- 
guage. Fear  can  prevent  doctors 
from  delivering  the  caring  most 
patients  want  most. 

Some  doctors  feel  genuine  frus- 
tration and  helplessness  be- 
cause they  know  how  good  they 
are  at  what  they  do  and  yet  they 
sense  that  the  patients  do  not  even 
care.  Surgeons  are  generally  re- 
ferred to  patients  by  an  attending 
physician.  I have  never  known  a 
patient  to  ask  a surgeon  where  he 
went  to  school  or  what  kind  of 
fellowships  he  received,  or  how 
high  he  graduated  in  his  class.  Let 
me  give  you  two  actual  examples 
of  how  this  visit  is  handled.  One 
surgeon  walks  in,  gives  her  name, 
tells  the  patient  what  she  is  going 
to  do,  what  the  possible  side  ef- 
fects are,  gets  a permission  slip 
signed  and  walks  out.  Another 
surgeon  walks  in,  sits  on  the  foot 
of  the  patient’s  bed,  never  takes 
his  eyes  off  of  the  patient,  explains 
everything  in  detail  and  tells  the 
patient  that  as  far  as  he  is  con- 
cerned, nothing  will  be  more  im- 
portant to  him  than  that  patient’s 
recovery.  He  assures  the  patient 
that  he  is  in  no  hurry.  He  will  an- 
swer any  questions  now  and  if 
some  come  up  later  he  can  be 
reached  by  phone. 


The  first  surgeon  left  the  patient 
feeling  like  a chart  rather  than  a 
person.  She  felt  out  of  control  and 
at  her  mercy  and  very  angry  at  the 
situation.  The  second  surgeon  left 
the  patient  feeling  special.  The 
length  of  each  visit  was  roughly 
the  same.  The  first  surgeon  may 
have  been  by  far  the  best  in  terms 
of  technical  skill.  However,  that 
surgeon  runs  the  greater  risk  of 
getting  sued  if  something  should 
go  wrong. 


The  unalterable  fact 
is  that  patients  do  not 
care  how  much  a 
doctor  knows  until 
they  know  how  much 
that  doctor  cares. 


If  you  think  1 am  giving  you  a 
simplistic  answer  to  the  most  crit- 
ical problem  facing  the  medical 
profession  today,  think  again. 
What  1 am  suggesting  is  that  you 
be  willing  to  really  look  at  your 
hurting  patients,  really  listen  to 
their  tears,  really  acknowledge 
what  has  happened  to  them.  Then 
you  will  understand  that  what  I am 
suggesting  is  very  hard  to  do  and 
requires  from  you  all  of  the  caring 
and  compassion  that  must  have 
been  there  when  you  made  the  de- 
cision to  go  into  the  practice  of 
medicine. 

Think  of  it  in  terms  of  an  in- 
vestment. Any  doctor  who  has 
been  sued  can  tell  you  that  the 
time  investment  in  a lawsuit  is  as- 
tronomical and  there  is  absolutely 
no  way  to  calculate  the  time  spent 
in  anguish,  sleeplessness,  frustra- 
tion and  despair.  No  one  would 
argue  against  the  fact  that  a mal- 
practice suit  is  a catastrophic  time 
expense  with  dismal  returns  re- 
gardless of  the  outcome.  I am  sug- 
gesting preventive  investments. 

Patients  do  not  believe  that  most 
doctors  ever  listen  to  them.  Invest 
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a few  minutes  really  paying  atten- 
tion to  what  your  patient  is  saying. 
Patients  do  not  believe  that  most 
doctors  really  care  about  them  as 
people.  Ask  them  about  their  fam- 
ilies. Patients  do  not  believe  that 
most  doctors  know  how  devastat- 
ing their  news  can  be.  Let  them 
know  you  understand.  Call  them 
on  the  phone  in  a few  hours  after 
you  have  delivered  some  bad  news 
and  ask  them  how  they  are  doing. 
Those  kinds  of  investments  will 
pay  remarkable  dividends.  I think 
that  for  the  most  part  doctors  do 
a splendid  job  of  investing  their 
competence.  What  1 am  suggest- 
ing is  that  doctors  pay  more  at- 
tention to  investing  their  caring. 


What  / am 

suggesting  is  that  you 
be  willing  to  really 
look  at  your  hurting 
patients , really  listen 
to  their  tears , really 
acknowledge  what  has 
happened  to  them.  . . . 
Think  of  it  in  terms  of 
an  investment . 


If  a doctor  invests  his  or  her 
competence,  monetary  pay- 
ment will  be  received.  But  if  a doc- 
tor invests  his  or  her  caring,  the 
dividend  will  be  a patient’s  love 
and  loyalty.  The  most  remarkable 
result  of  changing  the  way  of  in- 
vesting is  that  the  doctor  will  re- 
discover the  joy  of  practicing  med- 
icine. It  really  is  a profession  that 
gives  a person  the  opportunity  to 
make  a tremendous  difference  in 
the  lives  of  many  people.  That 
doctors  have  lost  that  joy  is  the 
saddest  and  most  intolerable  re- 
sult of  the  malpractice  crisis.  ■ 


A SPECIAL  PLACE 


Woodridge 


P.O.  Box  1764 
Clayton,  Georgia  30525 


Woodridge,  a free  standing  center  for  the  treatment  of  addic- 
tive  diseases,  is  located  in  the  beautiful  Blue  Ridge  Mountains  of 
northeast  Georgia.  The  Woodridge  approach  to  treatment  is  unique, 
combining  a carefully  chosen  well  trained  staff  with  a modern  facility 
and  a total  care  program  that  offers  hope,  help,  and  the  tools  for  ad- 
diction free  living.  At  Woodridge  recovery  is  a way  of  life  that  is  prac- 
ticed as  well  as  taught  by  the  staff.  We  invite  you  to  call  our  toll  free 
number  for  more  information  regarding  our  inpatient  and  aftercare 
treatment  programs  for  alcoholism,  drug  addiction,  and  eating 
disorders. 


CALL  NOW 
TOLL  FREE 


IN  GEORGIA 

1-800-342-8863 


OTHER  STATES 

1-800-235-7759 
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Have  You 
Hugged  Your 
Lawyer  Today? 
But  Seriously, 
Doctor . . . 


Robert  L.  Steed 


Iwas  A bit  suspicious  when  my 
secretary  of  20  years,  Yvonne- 
“I-didn’t-go-to-Marsh-Business  - 
College-for-3-months-to-learn  - 
how-to-fetch-coffee-for-you”  - 
McMillian,  told  me  that  folks  from 
the  Journal  of  the  Medical  Asso- 
ciation of  Georgia  were  trying  to 
get  in  touch  with  me.  Sensing  my 
anxiety,  she  said  soothingly, 
“Don’t  worry,  they  probably  just 
want  you  to  pose  for  a few  photos 
on  an  upcoming  article  on  stretch 
marks.” 

Nothwithstanding  her  reassur- 
ing speculation,  it  occurred  to  me 
that  these  weren’t  the  best  of  times 
for  doctors  and  lawyers  in  terms 
of  professional  relations,  and  1 
certainly  wasn’t  eager  to  put  my 
head  in  the  lion’s  mouth  gratui- 
tously. 

When  I finally  worked  up  the 
courage  to  return  the  call  left  by 
a member  of  the  magazine’s  pub- 
lications committee,  the  distin- 
guished surgeon,  J.  Rupert 


“Thumbs”  Tillabaugh,  I was  in- 
formed that  they  wanted  a “light- 
hearted piece  that  might  bring  a 
smile  to  the  lips  of  readers  of  the 
Journal  of  the  Medical  Associa- 
tion of  Georgia.  ” 1 expressed  some 
reluctance  to  the  good  doctor 
about  my  ability  to  lighten  or  en- 
liven the  Journal , but  he  urged  me 
to  review  a few  copies  before  say- 
ing no.  After  poring  over  some 
scintillating  expositions  on  fasci- 
nating subjects  ranging  from 
“Symptoms  of  Irritable  Bowel  Syn- 
drome” and  “The  Efficacy  of 
Measuring  Bone  Mineral  Density 
in  Asymptomatic  Women:  A Pre- 
liminary Report”  to  “Clinical  Man- 
agement of  Endocrine  Disorders,” 


Mr.  Steed  is  an  Atlanta  attorney  and  dilettante 
columnist  for  The  Atlanta  Constitution  where  his 
columns  appear  at  random.  His  latest  published 
collection  is  Money.  Power  and  Sex  (A  Self-Help 
Guide  for  All  Ages]  and  is  available  at  Atlanta 
book  stores. 


I decided  that  perhaps  a bit  of  froth 
certainly  couldn’t  wreak  any  per- 
manent havoc  and  might  well 
punch  up  the  Journal  for  a brief 
moment. 

Filing  with  Dr.  Tillabaugh  in  ad- 
vance a caveat  that  all  of  my  writ- 
ings were  accompanied  by  some 
contraindications,  such  as  acute 
fulminations  from  over-serious 
readers,  oral  foaming,  involuntary 
spasms  and  sputtering  on  the  part 
of  the  acutely  dignified,  and 
sphincter  rigidity  in  those  with 
known  sensitivity  to  feeble  at- 
tempts at  humor,  I finally  agreed 
to  attempt  a piece  for  the  Journal. 

The  thought  that  doctors  (or 
those  who  often  take  themselves 
more  seriously  about  being  doc- 
tors than  the  doctors  do  them- 
selves, that  is,  doctors’  wives), 
might  take  offense  at  finding  an 
intruder  from  the  legal  profession 
flopping  about  in  the  deep  and  se- 
rene waters  of  the  Journal  gave 
me  some  pause  but  it  was  only 
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momentary  as  I reasoned  that  I,  as 
a municipal  bond  attorney,  wasn’t 
a real  lawyer  after  all  and  thus 
could  probably  lay  claim  to  more 
objectivity  on  the  subject  of 
professional  relations  than  some- 
one who  actually  tried  and  pros- 
ecuted lawsuits.  After  all,  one  of 
my  litigator  law  partners,  Byron 
“Whiplash”  Attridge,  once  de- 
scribed municipal  bond  attorneys 
as  “people  with  not  enough  per- 
sonality to  be  tax  lawyers  but  with 
too  much  personalty  to  be  CPAs.” 
As  someone  who  has  flogged 
himself  around  the  State  address- 
ing Bar  conventions  and  medical 
associations,  I have  indeed  had 
an  opportunity  to  give  thoughtful 
reflection  and  temperate  expres- 
sion to  the  decline  in  cordiality 
between  the  two  professions. 
Frankly,  I believe  that  one  of  the 
root  causes  of  this  hostile  quan- 
dary in  which  we  find  ourselves 
locked  is  a loss  of  self  esteem 
among  members  of  both  profes- 
sions. Indeed,  who  can  blame 
either  profession  for  feeling  a slight 
downward  shift  in  dignity  when  we 

After  poring  over 
some  scintillating 
expositions  on 
fascinating  subjects 
ranging  from 
‘Symptoms  of  Irritable 
Bowel  Syndrome y . . . 
to  ‘Clinical 
Management  of 
Endocrine  Disorders/ 

I decided  that  perhaps 
a bit  of  froth  certainly 
couldn9t  wreak  any 
permanent 

havoc  . . yy 


find  on  every  cable  television 
channel  some  huckster  lawyer  im- 
portuning the  sick,  lame,  and  halt 
(not  to  be  confused  with  the  small 
law  firm  in  Marietta  by  the  same 
name)  to  drop  by  for  a free  con- 
sultation on  their  legal  woes,  or 
see  in  every  shopping  center  some 
docs  in  a box  called  the  “24  Hour 
EmergiCenter,  Ear  Piercing  Clinic, 
and  Video  Rental.”  Perhaps  a re- 
turn to  more  dignified  times  when 
lawyers  wore  vests  and  doctors 
had  unlisted  phone  numbers 
would  be  better  for  all  of  us.  How- 
ever, times  change,  and  we  must 
accommodate  the  change  without 
getting  too  bitter  and  resentful 
about  it  all. 

Of  course,  I can’t  speak  about 
the  sensitivities  of  physi- 
cians in  terms  of  loss  of  self-es- 
teem, but  in  the  area  of  public  re- 
lations, lawyers  have  long  been 
notorious  victims.  Throughout 
history,  they  have  been  pilloried 
in  song,  verse,  and  print  by  an  un- 
forgiving and  misunderstanding 
public.  This  has,  at  times,  made 
them  jealous  and  resentful  of  their 
brethren  in  the  medical  profes- 
sion. 

As  a member  of  that  belea- 
guered brotherhood  at  the  Bar,  I 
am  always  confounded  as  to  why 
it  is  that  in  every  public  opinion 
poll  ever  taken,  doctors  and,  spe- 
cifically, surgeons,  are  always  right 
up  there  at  the  top  with  scientists, 
astronauts,  and  Mother  Teresa, 
while  lawyers  find  themselves  in 
a knot  at  the  bottom  of  the  pile 
with  used  car  salesmen,  carnival 
greeks,  chiropractors,  and  Con- 
gressmen. After  all,  the  law  was  a 
noble  and  enduring  profession 
when  medicine  involved  little 
more  than  pulverizing  frog  eggs, 
lizard  spleens,  and  yak  antlers,  and 
surgery  was  still  primarily  a side- 
line practiced  by  barbers. 

Some  have  suggested  as  a 
cause  for  the  widespread  and 


• • As  a member  of 
that  beleagured 
brotherhood  at  the 
Bar , / am  always 
confounded  as  to  why 
it  is  that  in  every 
public  opinion  poll 
ever  taken,  doctors 
and,  specifically, 
surgeons,  are  always 
right  up  there  . . . with 
scientists,  astronauts, 
and  Mother  Teresa, 
while  lawyers  find 
themselves  ...  at  the 
bottom  . . . with  used 
car  salesmen,  carnival 
geeks,  chiropractors, 
and  Congressmen 

notorious  unpopularity  of  lawyers 
that  there  are  simply  too  many  of 
us  and,  indeed,  this  is  becoming 
a growing  theme  for  an  unrelent- 
ing and  sensationalist  press. 

As  I have  said  before  in  my 
newspaper  column  and  from  the 
stump,  this  notion  is  sheer  non- 
sense. In  point  of  fact,  this  country 
at  present  has  only  750,000  law- 
yers, more  or  less,  with  the  result 
that  many  people  don’t  even  have 
a lawyer  of  their  own  but  are  forced 
to  share  one.  This  is  not  only  in- 
efficient, but  depending  upon  the 
particular  lawyer,  downright  un- 
sanitary. 

No,  even  in  olden  days,  when 
there  were  far  fewer  legal  practi- 
tioners, there  was  an  unreasoning 
prejudice  against  lawyers.  The 
drafters  of  Georgia’s  original 
Charter  provided  that  it  was  to  be 
“a  happy,  flourishing  colony  . . . 
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free  from  [as  they  diplomatically 
phrased  it]  the  pest  and  scourge 
of  mankind  known  as  lawyers.” 
Shakespeare’s  Dick  the  Butcher, 
reacting  enthusiastically  to  Cade’s 
Utopian  vision,  urged,  “The  first 
thing  we  do,  let’s  kill  all  the  law- 
yers.” Carl  Sandburg  wrote  with 
malicious  and  alliterative  glee, 
“Why  does  the  hearse  horse 
snicker  when  he’s  hauling  a law- 
yer away?”  And  even  St.  Luke  (a 
known  physician)  took  a gratui- 
tous jab  in  Chapter  11,  Verse  46, 
with  “Woe  unto  ye  lawyers  also! 
For  you  load  men  with  burdens 
hard  to  bear,  and  you  yourselves 
do  not  touch  the  burdens  with  one 
of  your  fingers.” 


£ £ Doctors  are  proud 
to  be  doctors.  They 
have  little  signs  on 
their  automobile 
license  plates 
advertising  the  fact 
that  they  are  doctors. 
(This  also  permits 
them  to  park  in  spaces 
which  would  other 
wise  be  reserved  for 
crippled  people.)  yy 


Every  day  seems  to  bring  a new 
bad  joke  about  lawyers,  e.g., 
“What  do  you  get  when  you  cross 
a lawyer  with  a Godfather?”  An- 
swer: “Someone  who  makes  you 
an  offer  you  can’t  understand.” 
Some  weaker  members  of  the 
legal  profession  actually  crack  un- 
der the  strain  of  this  bad  press.  I 
know  a lawyer  who  drives  a bread 
truck  to  and  from  his  office  in  an 
attempt  to  prevent  his  neighbors 
from  learning  the  true  nature  of 
his  day  job.  Others,  when  con- 
fronted by  their  sobbing  children 
who  have  been  told  by  cruel  and 
insensitive  playmates  that  their 
parent  is  a lawyer,  resort  to  guile 
and  outright  deception,  telling 


their  children  they  are  really  co- 
caine traffickers,  members  of  the 
General  Assembly,  or  proctolo- 
gists. 

1 have  long  pointed  out  to  law- 
yers everywhere  that  doctors  are 
entirely  different  in  this  respect  and 
have  a much  larger  quotient  of  self- 
esteem. As  one  lawyer  friend  of 
mine  recently  observed,  “It’s  re- 
freshing to  see  how  much  faith 
doctors  have  in  themselves.  Par- 
ticularly in  these  troubled  times 
when  so  many  people  believe  in 
no  God  at  all.” 

Itell  lawyers  that  they  can  learn 
from  practitioners  of  the  heal- 
ing arts  in  terms  of  self  respect. 
It’s  simply  a matter  of  self-esteem 
and  pride  in  their  profession.  Doc- 
tors are  proud  to  be  doctors.  They 
have  little  signs  on  their  automo- 
bile license  plates  advertising  the 
fact  that  they  are  doctors.  (This 
also  permits  them  to  park  in 
spaces  which  would  otherwise  be 
reserved  for  crippled  people.)  At 
movies,  concerts,  and  cocktail 
parties,  doctors  happily  proclaim 
their  profession  by  wearing  little 
beepers  on  their  belts  like  old  time 
gunslingers.  Some  of  the  younger 
doctors,  having  noted  that  type- 
writer repairmen  also  wear  these 
beepers,  will  often  go  to  a public 
gathering  with  a stethoscope  han- 
ing  casually  from  their  pockets  just 
to  avoid  any  confusion.  I have  seen 
doctors  show  up  at  formal  gath- 
erings in  black  tie  wearing  reflec- 
tors on  their  noggins.  This  does 
convey  a certain  panache  to  an 
otherwise  humdrum  outfit. 

Moreover,  if  doctors  get  into  a 
situation  that  is  so  crowded  that 
people  are  likely  to  notice  neither 
the  electronic  beeper  nor  the  dan- 
gling stethoscope  — a football 
game,  for  example  — they  will 
simply  have  themselves  paged.  I’ve 
long  advocated  having  lawyers 
paged  at  football  games.  I think  it 
would  help  their  images  tremen- 
dously . . . “Lawyer  84,  Lawyer  84, 
please  call  your  office.  You  missed 
a mortgage  when  you  checked  that 
last  title.” 


• • If  an  unexpected 
client  happens  to 
wander  into  a lawyer’s 
office,  they  not  only 
see  him  right  away  but 
generally  fall  on  him 
like  a school  of 
piranha  in  a feeding 

frenzy.  yy 

Actually,  the  doctors  are  now 
claiming  that  there  are  too  many 
doctors  as  well.  I’d  be  a little  more 
inclined  to  accept  that  claim  if  all 
doctors  listed  their  home  tele- 
phone numbers.  Moreover,  you 
have  to  make  an  appointment 
months  in  advance  to  see  many 
specialists,  not  to  mention  getting 
up  all  the  credit  references.  If  an 
unexpected  client  happens  to 
wander  into  a lawyer’s  office,  they 
not  only  see  him  right  away  but 
generally  fall  on  him  like  a school 
of  piranha  in  a feeding  frenzy. 

Fankly,  my  prescription  to  both 
lawyers  and  doctors  is  noth- 
ing more  than  the  wisdom  long 
embodied  in  Rule  5 of  the  Kansas 
General  Assembly.  This  paradigm 
of  good  common  sense  was  pro- 
mulgated by  the  Kansas  General 
Assembly  around  the  turn  of  the 
century  and  goes  simply,  “Don’t 
take  yourself  so  damn  serious.”  1 
am  persuaded  that  if  practitioners 
in  both  professions  would  simply 
take  themselves  and  each  other  a 
bit  more  lightly  we  would  have 
made  a great  first  stride  in  getting 
the  proverbial  lion  and  the  lamb 
to  lie  down  together.  But,  in  all 
fairness,  I should  pass  along  to 
the  doctors  the  admonition  of  that 
great  American  philosopher  Ralph 
Waldo  Emerson  (I  think  it  was 
Ralph  Waldo  Emerson;  it  was 
either  Ralph  Waldo  Emerson  or 
Shecky  Green),  who  said,  “The 
lion  and  the  lamb  may  lie  down 
together,  but  the  lamb  isn’t  going 
to  get  a hell  of  a lot  of  sleep.”  ■ 
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Practicing  What  We  Preach 

Sheldon  B.  Cohen,  M.D. 


The  good  news  is  that  we  physicians  have  markedly 
changed  our  consumption  of  tobacco  products 
and  are  in  the  process  of  eliminating  it  from  our  of- 
fices, clinics,  and  hospitals.  The  not-so-good  news  is 
that  some  of  us  continue  to  be  addicted  to  tobacco, 
some  of  our  institutions  lag  in  becoming  tobacco  free, 
but  more  importantly,  we  are  all  too  often  remiss  in 
forthrightly  dealing  with  our  patients  about  their  to- 
bacco addiction.  The  good-news-to-come  is  that  many 
patients  will  respond  positively  to  our  efforts  to  get 
them  to  face  up  to  and  deal  with  their  addiction  to 
tobacco.  There  are  many  straightforward  things  that 
we  can  do  to  reduce  tobacco  addiction  among  our 
patients. 


We  are  all  too  often  remiss  in 
forthrightly  dealing  with  our 
patients  about  their  tobacco 
addiction . 


1)  PHYSICIAN  HEAL  THYSELF.  If  you  are  one  of  the 
constantly  diminishing  minority  of  doctors  who  con- 
tinue to  use  tobacco,  analyze  the  reasons  for  your 
continued  dependence.  Like  most  people,  you  may 
be  able  to  quit  on  your  own.  If  not,  don’t  be  ashamed 
to  ask  for  help  from  a colleague,  the  ACS,  ALA,  or  any 
other  legitimate  source  of  assistance. 

2)  OFFER  HELP  TO  ALL  OF  YOUR  EMPLOYEES  in 
quitting  tobacco  use.  See  what  their  needs  are.  Pro- 


Dr.  Cohen  practices  psychiatry.  Send  reprint  requests  to  him  at  490  Peachtree 
St.,  Suite  251 -B,  Atlanta,  GA  30308. 


vide  opportunities  for  assistance.  Give  bonuses  to 
nonusers  of  tobacco. 

3)  LET  YOUR  OFFICE  BE  A MODEL  OF  A TOBACCO- 
FREE  FACILITY.  Have  tasteful,  non-confronting  sign- 
nage,  e.g.,  You  are  respectfully  requested  to  refrain 
from  using  tobacco  in  these  offices.  Remove  ashtrays, 
(one  building  put  up  NO  SMOKING  signs  but  they  were 
next  to  ashtrays.  Guess  what  people  did!) 

4)  ASK  EVERY  NEW  PATIENT  ABOUT  TOBACCO 
CONSUMPTION.  Compliment  those  who  have  never 
used  tobacco  for  their  good  judgment.  Praise  those 
who  have  been  able  to  stop  using  tobacco.  Find  out 
how  they  stopped:  it  will  be  useful  in  your  work  with 
patients  who  are  still  addicted. 

5)  IN  A NON-JUDGMENTAL  MANNER,  tell  your  to- 
bacco-addicted patients  the  health  benefits  to  be 
gained  in  becoming  free  of  their  addiction.  Try  to  be 
empathic,  emphasizing  that  tobacco  addiction  is  the 
world’s  number  one  addiction,  and  that  regaining  their 
health  may  not  be  the  easiest  thing  they  have  ever 
done,  but  it  is  well  worth  their  efforts. 

6)  If  your  patient  is  willing,  INSTITUTE  TREATMENT 
immediately  or  refer  to  an  appropriate  colleague  or 
facility. 

7)  HAVE  A SUPPLY  OF  LITERATURE  from  the  AMA, 
ACS,  ALA,  etc.  that  will  give  patients  information  and 
assistance 

8)  CUT  YOUR  PRACTICE  COSTS.  Ask  your  insurers 
(health,  life  or  casualty)  for  the  preferential  rate  that 
you  deserve  for  not  having  smokers  on  your  payroll 
or  allowing  smoking  in  your  offices. 

9)  PAY  SPECIAL  ATTENTION  to  those  most  helpless 
and  in  need  of  protection,  i.e.,  children  and  fetuses. 
Emphasize  the  vulnerability  of  the  immature  body  to 
parents  and  pregnant  women.  Recommend  that  they 
not  allow  their  children  or  fetuses  to  breathe  any  to- 
bacco, and  that  they  not  be  in  a room  where  tobacco 
smoke  is  present.  ■ 
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Georgia  Schools  Help  Teens 
Postpone  Sexual  Involvement 

Kathleen  Collomb,  Marion  Howard,  Ph.D. 


An  educational  program  de- 
signed to  help  13-15  year 
olds  postpone  sexual  involvement 
is  being  disseminated  throughout 
the  State  of  Georgia.  The  “Post- 
poning Sexual  Involvement”  pro- 
gram, developed  by  the  Emory/ 
Grady  Teen  Services  Program  in 
Atlanta,  Georgia,  is  structured  to 
be  given  to  both  boys  and  girls  in 
four  to  five  sessions.  Sessions  last 
approximately  1-1 V2  hours.  The 
program  can  be  used  in  any  set- 
ting where  there  are  groups  of 
youth:  schools,  youth  agencies, 
churches,  and  so  forth.  A com- 
panion series  is  available  for  par- 
ents. 

In  1985,  the  Emory  University 
Department  of  Gynecology  and 
Obstetrics  and  the  Grady  Hospital 
Teen  Services  Program  offered  free 
“Postponing  Sexual  Involvement” 
training  and  materials  to  any 
Georgia  Health  District  who  or- 
ganized and  sponsored  a training 
session  for  individual  volunteers 
in  their  area  interested  in  pre- 
senting the  prevention  program  to 
young  people.  The  only  obligation 
of  the  volunteers  was  to  present 
the  “Postponing  Sexual  Involve- 
ment” program  to  at  least  50 
youths.  All  but  one  of  the  19  Health 
Districts  took  advantage  of  this  of- 
fer and  sponsored  at  least  one  ses- 


sion between  March,  1985,  and 
March,  1986.  Some  Health  Dis- 
tricts sponsored  several  sessions 
in  response  to  community  needs. 
In  addition,  several  local  agencies 
throughout  the  state  also  spon- 
sored training  sessions.  Funds  to 
provide  the  training  and  materials 
were  granted  to  Emory  University 
by  the  Office  of  Adolescent  Preg- 
nancy Programs  of  the  United 
States  Department  of  Health  and 
Human  Services. 

Between  March,  1984,  and 
March,  1985,  a total  of  956  vol- 
unteers were  trained  in  46  training 
sessions.  These  volunteers  were 
from  a wide  variety  of  back- 
grounds and  organizations.  The 
three  main  categories  of  individ- 
uals trained  were  teachers  (228), 
nurses  (183),  and  counselors 
(101).  The  major  organizations 
sending  volunteers  to  be  trained 
were  health  departments,  schools, 
youth-serving  agencies,  and 
churches.  There  were  163  males 
and  798  females  trained.  The  race/ 
ethnicity  of  those  trained  was 
Whites  (619),  Blacks  (318),  Span- 


Ms.  Collomb  is  with  Emory  University  School  of 
Medicine,  Department  of  Gynecology  and  Ob- 
stetrics, and  Dr.  Howard  is  Clinical  Director,  Teen 
Services  Program,  Grady  Memorial  Hospital,  Box 
26158,  80  Butler  St.,  Atlanta,  GA  30303.  Send 
reprint  requests  to  Dr.  Howard. 


ish  Origin  (19)  Asians/Pacific  Is- 
landers (19). 

Although  it  had  been  envi- 
sioned that  the  initial  training 
would  be  sufficient,  word  about 
the  “Postponing  Sexual  Involve- 
ment” program  spread  rapidly,  re- 
sulting in  more  groups  or  individ- 
uals wishing  to  be  trained  and 
given  materials.  Also,  some  groups 
who  had  learned  about  the  pro- 
gram earlier  found  it  took  time  to 
work  through  their  own  particular 
bureaucratic  process  to  obtain 
necessary  approval  for  use  of  the 
“Postponing  Sexual  Involvement” 
program  or  freeing  individuals  to 
receive  training.  A mailing  to  all 
Georgia  School  systems  also  stim- 
ulated further  interest  in  the  pro- 
gram. As  a consequence,  addi- 
tional training  sessions  were 
scheduled,  including  two  training 
sessions  for  teachers  only. 

As  early  as  1985,  the  Auxiliary 
to  the  Medical  Association  of 
Georgia  also  became  interested  in 
the  program  and  in  1987  under- 
took supportive  measures  to  en- 
courage local  school  systems 
throughout  Georgia  to  implement 
the  “Postponing  Sexual  Involve- 
ment” program.  Acquainting 
school  systems  with  the  “Post- 
poning Sexual  Involvement”  pro- 
gram became  a cornerstone  of  the 
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MAG’s  “You  Can  Say  No”  Cam- 
paign. As  a consequence  of  its 
commitment,  the  Auxiliary  spon- 
sored training  sessions,  had  its 
own  members  trained,  and  worked 
with  school  systems  to  review  and 
implement  the  program. 

State-Wide  Survey  Undertaken 

As  of  the  fall  of  1987,  the  Emory 
University/Grady  Hospital 
Teen  Services  Program  had  doc- 
umentation sent  in  by  trained  vol- 
unteers that  27,000  youth  had  been 
reached  with  the  program  from 
March,  1985,  through  September, 
1987.  These  youth  had  been 
reached  through  a variety  of  agen- 
cies and  organizations.  However, 
they  were  also  aware  that  the  use 
of  the  program  had  grown  expo- 
nentially, particularly  in  school 
systems,  and  therefore  a more  ac- 
curate measure  of  the  program’s 
acceptability  and  ongoing  use 
might  be  achieved  through  a sur- 
vey of  school  systems.  The  Aux- 
iliary to  the  Medical  Association 
of  Georgia  felt  such  information 
would  be  particularly  useful  to 
them  in  their  attempt  to  have  the 
“Postponing  Sexual  Involvement” 
program  adopted  by  school  sys- 
tems. 

Therefore,  over  a 3-month  pe- 
riod beginning  late  in  October, 
1987,  the  Teen  Services  Program 
conducted  a survey  on  the  use  of 
the  “Postponing  Sexual  Involve- 
ment” educational  program  by  the 
186  School  Systems  in  the  State  of 
Georgia.  The  primary  call  was 
made  to  the  curriculum  director 
of  each  school  system.  However, 
as  warranted,  additional  calls  were 
made  to  teachers  who  were  known 
to  have  been  trained  to  present  the 
educational  program  as  well  as 
school  principals,  subject  coor- 
dinators, and  rarely,  school  su- 
perintendents. In  a few  cases, 
conflicting  information  appeared 
to  be  given. 


Survey  Results 

As  a result  of  the  survey,  it  was 
learned  that  one  third  (64  of 
the  186)  Georgia  School  Systems 
are  currently  using  the  “Postpon- 
ing Sexual  Involvement”  program. 
Officials  in  the  64  school  systems 
using  the  curriculum  indicated  that 
26,000  students  in  the  State  of 
Georgia  are  being  given  the  “Post- 
poning Sexual  Involvement”  pro- 
gram on  an  ongoing  basis.  Six  ad- 
ditional school  systems  will  start 
using  the  program  next  year.  Thus, 
during  the  1988-89  school  year,  re- 
spondents indicated,  on  an  on- 
going basis  at  least  31,000  stu- 
dents annually  will  participate  in 
the  “Postponing  Sexual  Involve- 
ment” program.  In  addition,  five 
other  school  systems  are  going 
through  a review  process  and  ex- 
pect to  implement  the  program 
once  that  process  is  completed, 
so  the  numbers  of  young  people 
being  given  the  program  is  ex- 
pected to  continue  to  increase. 

The  Survey  also  produced  un- 
expected results  in  that  key  indi- 
viduals in  109  school  systems  in- 
dicated they  were  either  not 
familiar  with  the  “Postponing  Sex- 
ual Involvement”  program  and 
wanted  to  be  sent  information  or 
had  heard  about  it  but  wished  to 
learn  even  more.  Five  of  these 
school  systems  also  expressed  in- 
terest in  finding  out  about  teacher 
training  for  the  program. 

Ongoing  Sex  Education 
Programs 

One  hundred  and  three  (103) 
school  systems  in  the  State 
of  Georgia  indicated  that  they  cur- 
rently have  a formal  sex  education 
curriculum  in  place.  Of  these, 
nearly  half  (47)  are  using  the 
“Postponing  Sexual  Involvement” 
program.  Of  the  fifty-two  (52) 
school  systems  that  indicated  they 
did  not  have  a formal  sex  educa- 
tion curriculum  in  place,  five  (5) 


also  had  individual  schools  using 
“Postponing  Sexual  Involve- 
ment.” The  survey  did  not  learn 
whether  or  not  the  remaining  31 
school  systems  had  a formal  sex 
education  curriculum.  However, 
12  of  these  school  systems  also 
had  individual  schools  using 
“Postponing  Sexual  Involve- 
ment.” 

Larger  school  systems  were 
somewhat  more  likely  to  be  using 
the  program  than  smaller  school 
systems.  Of  the  46  school  systems 
with  two  or  more  high  schools,  22 
(48%)  were  using  the  “Postponing 
Sexual  Involvement”  program  in 
contrast  to  the  140  school  systems 
with  one  high  school  or  less  where 
43  (31%)  were  using  the  “Post- 
poning Sexual  Involvement”  pro- 
gram. Also,  city  school  systems  (18 
out  of  27  [66%])  were  more  likely 
to  be  using  the  program  than 
county  school  systems  (56  out  of 
159  [35%]).  However,  geographic 
use  of  the  program  across  the  State 
seemed  fairly  evenly  distributed. 
Twenty-nine  percent  of  the  school 
systems  in  the  upper  third  of  the 
State  (19  out  of  62)  were  using  the 
program.  Thirty-three  percent  of 
the  systems  located  in  the  middle 
third  of  the  state  were  using  the 
program  (24  out  of  70).  Thirty-nine 
percent  of  the  school  systems  in 
the  lower  third  of  the  state  were 
using  the  program  (21  out  of  54). 

Spontaneous  comments  made 
by  school  systems  formally  using 
the  “Postponing  Sexual  Involve- 
ment” program  were  almost  uni- 
formly positive.  Such  reactions  are 
reflected  in  comments  such  as: 

“I  think  it’s  wonderful.  Parents, 
kids,  teachers  respond  to  it  well. 
Our  board  has  adopted  it  for  use 
at  our  school.  We  will  use  it 
every  year!” 

“I  have  thoroughly  enjoyed  this 
program.  The  kids  really  enjoy 
it,  the  feedback  I get  is  great.” 
“We  and  the  kids  really  love  this 
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program.  The  response  has 
been  very  positive.  We  feel  it’s 
very  valuable.” 

Only  two  school  systems  re- 
ported any  negative  parental  feed- 
back to  the  program  but  indicated 
such  feedback  came  from  only  a 
small  minority  of  the  parents.  Sixty- 
two  (62)  school  systems  did  not 
report  any  negative  parental  feed- 
back. 

How  The  “Postponing” 
Program  Is  Used 

Use  of  the  “Postponing  Sexual 
Involvement”  program  was 
varied.  In  over  a third  of  the  64 
schools  using  it,  the  survey  could 
not  determine  in  what  part  of  the 
school  curriculum  it  was  being 
used.  However,  in  the  two-thirds 
where  it  was  known,  the  two  most 
mentioned  places  were  Health/ 
Physical  Education  (25)  and  Home 
Economics  (15).  One  teacher 
commented  that  she  was  using  the 
program  in  a parenting  class  for 
young  mothers. 

Of  the  school  systems  using  the 
program,  over  two-thirds  were  us- 
ing it  in  its  entirety.  Comments 
from  those  doing  so  included  a 
teacher  who  said,  “I  enjoy  it,  the 
students  seem  to  like  it.  I think  it 
has  made  a difference.”  Another 
teacher  commented,  “The  discus- 
sion that  it  sparks  is  an  excellent 
tool.”  One  school  administrator 
said,  “Lots  of  positive  feedback 
from  the  students.  I really  like  this 
program.” 

About  a third  of  the  school  sys- 
tems using  the  program  were  us- 
ing only  sections  of  it.  This  was 
in  part  explained  by  the  range  of 
youth  to  whom  the  program  was 
being  given.  The  program  prima- 
rily was  being  used  somewhere  in 
grades  7 to  9.  However,  school 
systems  using  it  with  lower  or  up- 
per grades  often  took  just  the  ap- 
plicable parts  of  the  curriculum. 
For  example,  teachers  using  the 
program  with  high  school  stu- 
dents indicated  that  they  were 
most  likely  to  use  the  “peer  pres- 
sure lines”  and  “assertive  re- 


sponses” sections.  “The  students 
enjoy  the  role  modeling,  the  pres- 
sure lines  are  great.”  One  school 
system  uses  the  program  intact 
with  their  9th  grade  students  in 
health,  and  then  reinforces  the 
program  with  the  problem  situa- 
tions and  pressure  lines  in  the  10th 
and  11th  grades. 

Some  school  systems  with  ex- 
isting family  life  education  curric- 
ulum in  place,  also  just  took  from 
the  program  those  sections  they 
felt  blended  with  their  existing 
program.  Others  commented  that 
the  time  limitations  prevented 
them  from  using  the  whole  pro- 
gram. 

Presentation  of  the  program  in 
some  communities  was  a coop- 
erative effort.  In  four  communi- 
ties, the  program  was  presented 
in  the  schools  by  outside  agen- 
cies. “The  health  department  has 
doctors  and  nurses  who  teach  the 
program.”  “The  local  hospital  . . . 
has  nurses  and  counselors  who 
train  1 1th  and  12th  grade  students 
from  our  school  system  to  present 
the  program  to  our  8th  grade  stu- 
dents.” Teachers  presenting  the 
program  in  the  schools  in  some 
instances  also  reached  out  to  use 
it  in  the  community.  For  example, 
one  teacher  said,  “I  use  the  ‘Post- 
poning Sexual  Involvement’  pro- 
gram with  my  students  and  per- 
sonally with  my  church  group.  . . .” 

Many  of  those  who  were  using 
the  program  felt  the  results  were 
positive.  “This  year  my  kids  seem 
to  be  able  to  ‘say  no’  more  easily. 
I find  this  interesting.  Maybe  we’re 
getting  the  message  across.”  “1  had 
a girl  in  the  1 1 th  grade  in  my  office 
today  who  had  the  program  in  an 
earlier  grade,  and  it’s  now  helping 
her  deal  with  peer  pressure.” 
“We’ve  been  fortunate  enough  to 
have  an  outside  evaluation  done 
on  the  effectiveness  of  the  pro- 
gram for  our  highest  risk  students. 
It  showed  that  although  the  pro- 
gram is  only  given  in  the  8th  grade, 
it  greatly  reduced  sexual  involve- 
ment among  such  girls  in  both  the 
8th  and  9th  grades.” 


New  Version  of  “Postponing 
Sexual  Involvement” 

School  systems  surveyed  also 
commented  on  the  structure 
of  the  program.  Although  the  ma- 
jority of  comments  indicated  sat- 
isfaction with  the  program  the  way 
it  is,  a few  teachers  did  have  some 
specific  suggestions  for  changes. 
Comments  particularly  related  to 
the  slides  used  in  the  series, 
changing  some  and  adding  more, 
and  to  streamlining  the  last  sec- 
tion on  assertiveness.  Based  on 
the  school  survey,  its  own  expe- 
rience with  the  program,  and 
comments  received  from  users  in 
other  parts  of  the  United  States, 
the  Emory/Grady  Teen  Services 
Program  will  be  revising  the  “Post- 
poning Sexual  Involvement”  pro- 
gram. Slides  are  being  revised  and 
new  ones  added,  some  parts  of 
the  program  are  being  shortened 
and  made  to  flow  more  smoothly. 
Also,  the  program  is  being  pack- 
aged for  five  classroom  length 
sessions.  The  new  updated  ver- 
sion is  expected  to  be  available 
for  use  in  school  systems  by  fall 
of  1988. 

Finally,  according  to  Marie 
Mitchell,  R.N.,  Program  Supervi- 
sor of  the  Emory/Grady  Teen  Serv- 
ices Program,  new  programs  are 
on  the  way.  “We  have  also  applied 
for  funds  to  develop  a program  for 
5th  and  6th  graders.  So  many  peo- 
ple have  indicated  that  this 
younger  age  group  needs  some- 
thing before  the  ‘Postponing  Sex- 
ual Involvement’  program  which 
was  developed  for  those  in  7th 
through  9th  grades.  Our  ‘Making 
Responsible  Decisions’  program 
we  feel  meets  the  needs  of  the 
older  group.  And  of  course  our 
‘Discussion  Guide  on  Human  Sex- 
uality’ provides  a good  grounding 
for  the  middle  and  high  school 
student  in  basic  factual  informa- 
tion.” Ms.  Mitchell  indicated  she 
hopes  the  program  for  5th  and  6th 
grade  students  will  be  ready  for 
field  testing  during  the  coming 
school  year.  ■ 
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Preventing  \buth  Suicide: 
We  Can  Make  A Difference 


A 15-year-old  youth  may  be 
speaking  for  hundreds  of  his 
peers  when  he  wrote  the  following 
note: 

War  child, 

Peace  Child  . . . 

Falls  inside  himself 
Into  a crevice  of  ungathered 
ends.  . . . 

Following  the  writing  of  this 
note,  Jeffrey  handed  it  to  his  Eng- 
lish teacher,  walked  out  of  the 
classroom  and  into  the  boy’s  lav- 
atory where  he  shot  himself  with 
a .38  caliber  hand  gun.  Miracu- 
lously, he  lived  just  long  enough 
to  say  he  did  it  because  he 
“couldn’t  take  it  any  more.”  His 
last  words  tried  desperately  to  ex- 
plain, “The  pain  just  wouldn’t  go 
away  ...  I’m  a big  fat  zero  ...  the 
loneliness  . . . stupid  . . . every- 
body’s gonna  be  better  off . . . I’m 
sorry  ...” 

Young  adults,  adolescents,  and 
children  are  choosing  to  die  by 
suicide  in  increasing  numbers. 
The  rate  has  tripled  in  the  last  2 
decades  and  in  many  parts  of  the 
country  is  still  on  the  rise.  Suicide 


Iris  Bolton 


Suicide  is  a 
community  problem 
which  requires  a 
community  solution. 
With  that  in  mind , a 
number  of  concerned 
citizens  have  come 
together  to  form  the 
Georgia  Coalition  for 
Youth  Suicide 
Prevention. 


is  the  third  leading  cause  of  death 
for  youth  under  19  years  of  age. 
Approximately  5,000  young  peo- 
ple kill  themselves  annually,  but 
it  is  estimated  that  the  actual  num- 
ber of  youth  suicides  is  four  times 
greater  than  reported.  Studies 
show  that  2 million  high  school 
students  attempt  suicide  every 
year.  Students,  parents,  and  edu- 
cators are  asking  “WHY?”  Mental 


Ms.  Bolton  is  the  Director  of  Link  Counseling 
Center,  218  Hilderbrand  Dr.,  Atlanta,  GA  30328. 
Send  reprint  requests  to  her. 


health  professionals  face  the 
problem  daily  and  struggle  to  find 
solutions.  Ministers  counsel  young 
adults  and  youth  from  their  con- 
gregations, only  to  preach  at  their 
funerals  a few  weeks  later. 

Youth  suicide  is  a complex  phe- 
nomenon which  defies  answers. 


Why  a person  will  take  his 
own  life  has  baffled  thou- 
sands of  generations.  Survivors  of 
such  a personal  and  family  trag- 
edy are  just  as  puzzled  today  as 
survivors  of  10,000  B.C.  who  lived 
in  caves.  Recent  studies  by  soci- 
ologists, researchers,  and  suici- 
dologists  have  focused  attention 
on  the  subject,  but  the  vast  ma- 
jority of  us,  almost  totally  unin- 
formed about  this  issue,  look  on 
suicide  as  frightening  and  abhor- 
rent. And  all  of  us  suffer  deeply 
from  guilt  and  grieving  when  it 
happens  to  us  or  our  families. 

Official  data  from  the  National 
Center  for  Health  Statistics  (1987) 
give  the  following  statistics  for 
1985: 


• Average  of  1 person  every  17.8 
minutes  killed  themselves 
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• Average  of  1 young  person  every 
1 hour  37  minutes  killed  them- 
selves 

® 3.7  male  completions  for  each 
female  completion 

• 5 million  living  Americans  have 
attempted  to  kill  themselves 

• 3 female  attempts  for  each  male 
attempt 

• Each  suicide  intimately  affects 
at  least  6 other  people  (Survi- 
vors) 

• Based  on  the  number  of  sui- 
cides since  1970,  the  number  of 
survivors  of  suicide  in  the  U.S. 
is  2.6  million  and  it  is  estimated 
that  the  number  grows  180,000 
each  year!  If  there  is  a suicide 
every  17.8  minutes,  then  there 
are  6 new  survivors  every  17.8 
minutes  as  well!! 

Suicide  is  a community  prob- 
lem which  requires  a com- 
munity solution.  With  that  in  mind, 
a number  of  concerned  citizens 
have  come  together  to  form  the 
Georgia  Coalition  for  Youth  Sui- 
cide Prevention.  With  the  goal  of 
finding  ways  to  reduce  the  inci- 
dence of  youth  suicide  in  Georgia, 
the  Coalition  has  established  the 
following  objectives: 

1.  To  heighten  public  awareness 
of  youth  suicide  and  other  self- 
destructive behavior. 

2.  To  serve  as  a clearing  house  by 
acquiring,  organizing  and  dis- 
seminating current  informa- 
tion on  youth  suicide. 

3.  To  facilitate  communication 
and  networking  among  other 
organizations  with  similar  goals 
in  the  state  of  Georgia. 


4.  To  encourage  and  support  im- 
plementation of  youth  suicide 
prevention  efforts. 

5.  To  serve  as  advocates  for  local, 
state  and  national  efforts  re- 
garding youth  suicides. 

6.  To  promote  research  on  youth 
suicide. 

The  Coalition  is  composed  of 
family  members,  public  and  pri- 
vate groups,  mental  health  profes- 
sionals, and  welcomes  participa- 
tion by  other  interested  groups. 


We  do  not  believe 
that  the  answer  to  the 
dilemma  of  how  to 
prevent  suicide  rests  in 
simplistic  answers 
such  as  pathologically 
functional  family 
systems,  seriously 
emotionally  disturbed 
youth,  or  genetic 
factors. 


Anne-Clark,  a psychiatric  nurse 
in  Atlanta,  and  a member  of  the 
Georgia  Coalition  succinctly  ex- 
presses the  philosophy  of  the 
group,  as  well  as  the  thinking  of 
some  of  the  most  knowledgeable 
people  in  the  field. 

“We  want  to  clearly  state  a basic 
premise  of  our  Coalition.  That 
premise  is  that  the  phenomenon 


of  youth  suicide  is  multi-faceted. 
No  one  causative  factor  can  suf- 
ficiently explain  or  predict  the 
event  of  suicide.  Therefore,  we  do 
not  believe  that  the  answer  to  the 
dilemma  of  how  to  prevent  sui- 
cide rests  in  simplistic  answers 
such  as  pathologically  functional 
family  systems,  seriously  emo- 
tionally disturbed  youth,  or  ge- 
netic factors.  Instead,  we  view  the 
event  of  youth  suicide  as  a tragic 
phenomenon  caused  by  some 
known  factors  and  some  un- 
known psychological  and  social 
factors.  It  is  likely  that  social  fac- 
tors including  socio-historical  cli- 
mate, cultural  values,  and  societal 
integration  hold  the  most  promise 
in  terms  of  explaining  the  phe- 
nomenon of  suicide.  Paradoxi- 
cally, however,  the  decision  to  live 
or  die  rests  largely  with  the  indi- 
vidual.” 

“Our  Coalition  believes  that  a 
two-pronged  effort  is  the  best  ap- 
proach; that  is,  we  believe  that  re- 
search and  with  attendant  social 
policy  implications  for  the  larger 
scale  cultural  level  is  imperative. 
In  addition,  intervention  on  an  in- 
dividual and  familial  level  must 
continue.  A networking  of  con- 
cerned people  armed  with  one  an- 
other’s knowledge  can  help  to 
ameliorate  the  pain  of  youth  sui- 
cide as  well  as  to  hopefully  pre- 
vent the  tragedy  of  losing  more  of 
our  youth  to  untimely  death.”  For 
more  information  regarding  the 
Georgia  Coalition  for  Youth  Sui- 
cide Prevention,  call  The  Link 
Counseling  Center,  404-256-9797.” 
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Lilly  Leadership 

IN  DIABETES  CARE 


First  hundreds... 


Then  thousands 


Soon  more  than  a million. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 

DIET.. .EXERCISE... 

Humuliri  (S) 

human  insulin  mjs 
[recombinant  DNA  origin] 
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46285 


W 


ini  win  iwu  100  unlls  porn:  m •:|U0  II 

f ...»  * ■ ju  Humulin  H il'illf'd/nT  Humulin U 

HumulmL  Humulin  1*  « 


For  your  insulin-using  patients 


© 1987,  ELI  LILLY  AND  COMPANY 


HI-2907-B 


849313 


Rx  for  Tax  Simplification 


Linda  Schwack  Harrison,  C.P.A. 


By  the  time  you  encounter  this  dissertation, 
you  will  have  most  likely  had  your  first  ex- 
posure to  the  Tax  Reform  and  Simplification  Act 
of  1986  which  is  sometimes  referred  to  as  the 
most  complicated  and  least  documented  tax  law 
ever  published  in  the  history  of  the  United  States. 
To  comprehend  what  the  President,  the  Con- 
gress, and  the  Internal  Revenue  Service  has  be- 
stowed on  the  taxpayers  of  our  country,  you  have 
to  think  of  your  personal  finances  as  being  di- 
vided into  three  distinct,  disjointed,  and  arbi- 
trarily defined  categories,  whose  only  purpose  is 
to  join  together  to  increase  your  “adjusted  gross 
income”  and  ultimately,  your  income  taxes. 

First,  and  easiest  to  understand,  is  earned  in- 
come — that  which  is  begotten  by  the  toil  of  the 
hand  and  the  sweat  of  the  brow.  This  segment 
of  income  was  left  untouched  because  it  is  al- 
ready double  taxed  with  income  taxes  and  social 
security  taxes.  Categories  two  and  three  deal  with 
the  treatment  of  income  that  you  receive  from 
the  investments  you  make  with  whatever  earned 
income  you  have  left  after  paying  state  and  fed- 
eral income  taxes.  Category  two  is  still  in  the 
realm  of  easy  comprehension.  It  deals  with  port- 
folio income,  which  is  the  new  term  for  interest, 
dividends,  and  capital  gains.  Category  three  in- 
come is  passive  income.  The  concept  of  passive 
income  was  conceived  as  a vehicle  to  eliminate 


Mrs.  Harrison  is  a Manager  with  the  firm  of  Tauber  and  Balser,  P.C.  in  Atlanta. 
She  is  a past  president  of  the  Auxiliary  to  the  Cobb  County  Medical  Society 
and  of  the  Auxiliary  to  the  MAG.  Send  reprint  requests  to  her  at  359  E.  Paces 
Ferry  Rd.,  Atlanta,  GA  30305. 


the  taxpayers  incentive  to  invest  in  activities  which 
generate  tax  losses.  This  form  of  investment,  for- 
merly known  as  tax  shelters,  allowed  the  tax- 
payer to  deduct  investment  losses  against  earned 
income.  Now  income  or  losses  from  real  estate 
partnerships,  and  S corporations  in  which  you 
do  not  materially  participate  are  considered  pas- 
sive income,  or  more  usually,  passive  losses. 


Interestingly  enough , there  are 
very  few  situations  where  the 
combination  of  the  loss  of 
deductions  discussed  above  and  the 
lower  tax  rates  actually  yield  a 
lower  tax  liability  for  the  taxpayer. 


In  order  to  get  a maximum  tax  effect  on  you, 
the  law  abiding  investor,  the  Congress  decided 
not  just  to  prevent  other  tax  shelters  from  being 
formed,  but  to  punish  the  investor  who  had  taken 
full  advantage  of  the  tax  law  as  it  existed  in  the 
year  of  the  investment.  There  is  no  “grandfather" 
provision  to  permit  you  to  earn  the  benefits  of 
the  investments  you  made  in  passive  activities 
prior  to  the  enactment  of  the  new  law.  You  may, 
however,  under  the  phase-in  provision  of  the  act, 
deduct  65%  of  your  passive  losses  for  1987  for 
any  investment  you  held  as  of  October  22,  1986; 
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40%  of  the  losses  in  1988;  20%  in  1989;  and  10% 
in  1990.  In  1991,  the  deduction  is  totally  elimi- 
nated except  for  real  estate  investments  for  peo- 
ple who  materially  participate  in  the  manage- 
ment of  the  property  and  whose  adjusted  gross 
income,  without  considering  the  loss,  is  $100,000 
or  less.  The  maximum  allowable,  deductible  loss 
in  this  situation  is  $25,000  which  is  reduced  by 
50%  of  the  amount  by  which  the  taxpayer’s  ad- 
justed gross  income  exceeds  $100,000.  At 
$150,000  it  is  therefore  phased  out. 

Net  losses  from  all  passive  activities  in  any  1 
year  are  carried  forward  until  such  time  as  you 
divest  yourself  of  the  asset  which  has  yielded  the 
passive  losses.  Although  the  law  limits  your  de- 
duction for  passive  losses,  it  does  allow  you  to 
add  any  non-deductible  losses  to  the  basis  of 
your  investment  at  the  time  the  asset  is  sold. 
Therefore,  upon  the  disposition  of  any  invest- 
ment you  will  have  recouped  any  prior  non-de- 
ductible  losses.  What  all  this  translates  to  is  the 
fact  that  you  will  no  longer  be  able  to  deduct  all 
of  the  expenses  related  to  your  real  estate  in- 
vestments currently,  and  you  will  pay  more  tax. 
To  help  the  taxpayer  understand  this  section  of 
the  law,  the  Internal  Revenue  Service  has  issued 
the  first  275  pages  of  regulations,  with  a promise 
of  500  additional  pages  in  the  future. 

Deductions  on  your  tax  return  for  interest  ex- 
pense was  the  next  casualty.  Prior  to  the 
enactment  of  the  new  tax  law,  all  consumer  and 
mortgage  interest  was  deductible.  Currently,  you 
may  deduct  the  interest  you  pay  on  the  mortgage 
on  your  primary  and  second  home.  The  interest 
is  deductible  to  the  extent  that  your  loan  on  the 
property  does  not  exceed  your  initial  cost  plus 
the  cost  of  improvements  to  the  home.  Interest 
on  mortgages  entered  into  after  August  16,  1986, 
which  exceed  your  basis  in  the  property  will  be 
deductible  if  the  proceeds  of  the  loan  were  used 
for  medical  or  educational  expenses.  It  will  be 
necessary  to  maintain  very  careful  records  in  or- 
der to  track  the  receipt  of  the  mortgage  loan  and 
its  disbursement  for  the  designated  expenses.  As 
perhaps  the  greatest  testimony  to  the  fact  that  all 
of  these  regulations  were  unreasonably  difficult 
for  the  taxpayer  to  comply  with,  on  December 
23,  1987,  the  Congress  rewrote  this  section  of  the 


law,  with  the  new  regulations  to  take  effect  for 
years  beginning  after  December  31,  1987.  These 
new  provisions  simply  limit  the  deduction  for 
mortgage  interest  on  debt  to  acquire  or  substan- 
tially improve  your  principal  or  second  residence 
up  to  the  limit  of  $1  million  dollars.  An  additional 
deduction  is  available  for  interest  on  other  debt, 
up  to  $100,000,  which  is  secured  by  your  prin- 
cipal or  second  residence.  Even  with  the  liber- 
alization of  the  law  regarding  the  deductibility  of 
mortgage  interest,  it  has  become  increasingly 
more  important  to  maintain  good  records  de- 
tailing your  expenditures  for  the  improvements 
you  make  on  your  home  throughout  the  years.  It 
would  probably  be  a good  idea,  if  you  haven’t 
already  done  so,  to  sit  down  in  the  near  future 
and  create  a home  improvement  file.  Not  only 
will  this  enable  you  to  justify  any  future  increase 
in  your  interest  deduction,  but  it  will  enable  you 
to  establish  your  basis  in  the  home  at  the  time 
of  its  sale. 


It  is  necessary  to  segregate  the 
proceeds  of  any  loans  you  may 
acquire  in  order  to  preserve  their 
deductibility  in  the  future . 


Consumer  interest  which  is  interest  payable  on 
installment  loans,  charge  card  interest,  and  any 
other  non-business  related  borrowing  will  be 
phased  out  on  the  same  schedule  as  the  phase- 
out that  I discussed  for  passive  losses  above.  For 
1987,  you  were  permitted  to  deduct  65%  of  your 
consumer  loan  interest.  This  provision  encour- 
ages people  to  convert  consumer  interest  into 
mortgage  interest  and  will  therefore  help  the 
mortgage  industry.  Loans  to  finance  the  purchase 
of  an  automobile  will  be  subject  to  the  deduction 
limitations,  but  if  you  have  a home  equity  loan 
that  doesn’t  exceed  your  basis  in  your  home,  the 
interest  on  the  loan  will  be  deductible  as  mort- 
gage interest. 
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Prior  to  1986,  you  were  permitted  to  deduct  an 
amount  of  investment  interest  equal  to  your  in- 
vestment income  plus  $10,000.  The  $10,000  will 
be  phased  out  so  that  in  1987  your  investment 
interest  deduction  is  limited  to  your  investment 
income  plus  $6,500.  This  amount  is  reduced  to 
$4,000  in  1988,  to  $2,000  in  1989,  to  $1,000  in 
1990,  and  zero  thereafter.  Investment  income  is 
income  (less  expenses)  from  property  held  for 
investment.  Investment  property  produces  in- 
come in  the  form  of  interest,  dividends,  annui- 
ties, or  royalties  not  derived  in  the  ordinary  course 
of  a trade  or  business.  Gain  or  loss  on  the  sale 
of  property  producing  the  aforementioned  in- 
come is  also  investment  income.  Investment 
property  also  includes  any  interest  in  a trade  or 
business  activity  which  is  not  a passive  activity 
and  one  in  which  the  taxpayer  does  not  materi- 
ally participate.  Any  income  or  expense  taken 
into  account  under  the  passive  activity  rules  is 
not  investment  interest  or  expense.  Interest  ex- 
pense on  funds  borrowed  to  acquire  an  interest 
in  a passive  activity  will  be  considered  under  the 
passive  activity  rules  and  therefore  subject  to  the 
passive  activity  limitations.  Trade  or  business  in- 
terest continues  to  be  100%  deductible.  Invest- 
ment interest  expense  that  is  not  currently  de- 
ductible may  be  carried  forward  to  future  years. 

All  of  these  rules  regarding  the  classification 
and  deductibility  of  interest  expense  clearly 
illustrate  the  need  to  segregate  the  proceeds  of 
any  loans  you  may  acquire  so  as  to  determine 
and  preserve  their  deductibility  in  the  future. 


Interest  expense  on  funds 
borrowed  to  acquire  an  interest  in  a 
passive  activity  will  be  considered 
under  the  passive  activity  rules  and 
therefore  subject  to  the  passive 
activity  limitations. 


In  view  of  the  new  rules  on  interest  deductions 
and  the  deduction  of  rental  activity  losses,  the 
question  may  come  up  as  to  the  most  advanta- 
geous way  to  handle  the  rental  of  a vacation  home. 
Careful  planning  can  potentially  increase  your 
overall  deductions.  To  choose  just  one  scenario, 
consider  increasing  the  personal  use  of  your  va- 


cation home  to  more  than  15  days  a year.  This 
would  necessitate  apportioning  the  expenses  of 
the  home  between  rental  and  personal  expenses. 
The  mortgage  interest  that  was  apportioned  to 
personal  use  would  be  qualified  residence  in- 
terest and  would  be  fully  deductible.  The  ex- 
penses allocated  to  the  rental  activity  would  then 
be  netted  against  rental  income.  If  the  income 
exceeded  the  expenses,  you  would  have  passive 
income  against  which  you  could  write  off  other 
passive  losses.  If  the  expenses  exceeded  the  in- 
come from  the  rental,  you  would  carry  the  ex- 
penses over  to  the  next  year.  When  the  home  is 
sold,  the  accumulated  expense  carry  forward 
would  increase  your  basis  in  the  home,  therefore 
reducing  the  gain  or  increasing  the  losses  to  be 
recognized.  If  your  personal  use  of  the  vacation 
home  is  less  than  15  days,  the  mortgage  interest 
allocable  to  personal  use  would  be  consumer 
interest  subject  to  the  65%  limitation.  All  other 
expenses  allocable  to  the  rental  activity  would 
be  netted  against  the  income,  and  any  loss  re- 
sulting would  qualify  for  the  $25,000  rental  loss 
limitation  if  your  adjusted  gross  income  is 
$100,000.  During  the  phase  in  of  the  passive  ac- 
tivity loss  limitation,  everyone  can  deduct  the 
percentage  of  their  loss  as  stated  for  the  phase 
in  years.  Losses  not  used  are  carried  forward  as 
discussed  above. 

Just  in  case  you  have  managed  to  shelter  some 
income,  the  alternative  minimum  tax  is  still 
in  force.  The  rules  are  very  complex  and  beyond 
the  scope  of  this  article  except  to  highlight  a few 
points.  The  alternative  minimum  tax  rate  was  in- 
creased from  20%  to  21%  for  1987.  To  determine 
if  you  must  pay  alternative  minimum  tax,  you 
start  with  your  taxable  income  as  calculated  for 
regular  tax  purposes,  and  add  back  most  of  the 
deductions  that  you  were  permitted  to  take  in  the 
calculation  of  your  regular  taxable  income.  The 
resulting  number  is  your  alternative  minimum 
taxable  income.  If  you  are  married  filing  a joint 
return,  you  are  entitled  to  a $40,000  exemption. 
If  you  are  single  the  exemption  is  $30,000.  The 
exemption  for  married  filing  separately  is  $20,000. 
You  then  take  the  remainder  and  multiply  it  by 
21%  to  determine  your  tentative  minimum  tax.  If 
this  amount  is  greater  than  your  regular  tax,  you 
pay  some  additional  tax.  Careful  planning  with 
the  aid  of  your  tax  professional  will  help  to  mod- 
erate this  potential  for  increased  taxes. 
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During  the  time  that  the  Congress  was  debat- 
ing this  tax  reform  bill,  the  point  that  re- 
ceived most  publicity  was  the  reduction  of  tax 
rates.  And  true  to  their  word,  the  number  of  tax 
brackets  was  reduced  to  five,  so  that  the  highest 
tax  rate  for  1987  is  38.5%.  In  1986,  there  were  15 
tax  brackets,  with  the  highest  rate  being  50%. 
The  rates  for  individuals  in  1988  will  be  even 
lower  than  the  1987  rates.  Technically,  income 
will  be  taxed  at  either  15%  or  28%  but  because 
of  the  phase  out  of  the  15%  tax  rate  at  $43,150 
for  single  taxpayers  and  at  $71,900  for  married 
taxpayers,  these  middle  income  people  will  ac- 
tually pay  tax  at  an  effective  rate  of  33%. 

Interestingly  enough,  there  are  very  few  situ- 
ations where  the  combination  of  the  loss  of  de- 
ductions discussed  above,  and  the  lower  tax  rates 
actually  yield  a lower  tax  liability  for  the  taxpayer. 
Even  the  simplest  tax  return  with  itemized  de- 
ductions has  been  impacted  by  the  loss  of  avail- 
able deductions.  The  medical  expense  deducti- 
ble has  been  raised  to  7%%  of  the  adjusted  gross 
income.  Unless  you  have  major  uninsured  med- 
ical expenses  or  the  tax  law  drives  us  all  to  seek 
psychiatric  help,  there  will  not  be  a medical  de- 
duction available.  The  deduction  for  sales  tax  is 
omitted  entirely.  Employee  business  expenses, 
which  were  formerly  an  adjustment  to  income, 
have  now  been  reclassified  as  a miscellaneous 
itemized  deduction  unless  your  employer  reim- 
burses you  for  the  expense.  The  deduction  for 
miscellaneous  itemized  deductions  is  now  lim- 
ited to  an  amount  that  is  in  excess  of  2%  of  your 
adjusted  gross  income.  Therefore,  this  deduction 
is  virtually  eliminated  for  high  income  taxpayers. 

Do  you  recall  that  the  new  tax  law  was  sup- 
posed to  take  large  numbers  of  people  off 
of  the  tax  roles.  The  Internal  Revenue  Service 
now  estimates  that  it  will  receive  an  additional 
3.7  million  tax  returns  from  a heretofore  ne- 
glected segment  of  the  population  — the  chil- 
dren. The  new  “kiddie  tax”  will  require  many 
children  who  did  not  have  to  file  tax  returns  un- 
der the  old  law,  to  file  tax  returns  and  to  pay 
income  taxes.  The  new  law  does  not  permit  a 
person  who  can  be  claimed  as  a dependent  on 
another  tax  return  to  take  a personal  exemption 
on  their  own  return.  If  a dependent  has  $1  or 
more  of  taxable  interest,  dividends,  or  other  un- 
earned income,  and  the  total  of  that  income  plus 
any  wages,  or  other  earned  income  exceeds  $500, 


they  are  required  to  file  a tax  return  for  1987. 
Who  says  that  the  government  ignores  little  chil- 
dren? 

If  the  taxpayer  is  a child  who  is  under  14  years 
of  age  and  has  unearned  income  of  more  than 
$1,000,  the  child  will  pay  tax  at  his  parents’  tax 
rate.  One  of  the  Internal  Revenue  Services  41  new 
forms  was  especially  created  to  facilitate  the  cal- 
culation of  the  “kiddie  tax.”  Tax  returns  for  chil- 
dren under  14  years  of  age  cannot  be  prepared 
until  you  ascertain  what  their  parents’  tax  rate  is. 
In  the  case  of  divorced  parents,  the  custodial 
parents’  income  is  referred  to  in  determining  the 
childs’  tax  rate.  If  a dependent  has  no  unearned 
income,  they  do  not  have  to  file  a tax  return 
unless  they  have  earned  income  of  more  than 
$2,540. 


The  “kiddie  tax”  was  designed  to 
make  it  more  difficult  for  parents  to 
shift  unearned  income  to  their 
children  and  to  pay  tax  at  a lower 
rate.  There  are , however , some 
opportunities  that  are  still 
available.  . . . 

The  “kiddie  tax”  was  designed  to  make  it  more 
difficult  for  parents  to  shift  unearned  income  to 
their  children  and  to  pay  tax  at  a lower  rate.  There 
are,  however,  some  opportunities  that  are  still 
available  to  permit  you  to  shift  income  to  your 
children  at  a lower  tax  rate.  The  tax  rate  for  the 
first  $5,000  of  income  in  a trust  is  still  15%.  In- 
come in  excess  of  that  is  taxed  at  28%.  Estab- 
lishing a trust  with  a minimum  account  balance 
of  $50,000  would  yield  enough  low  bracket  in- 
come to  make  the  extra  expense  of  creating  and 
administering  the  trust  economical.  The  format 
of  a minors  trust  permits  the  trustee,  who  could 
be  the  beneficiarv’s  parents,  to  control  the  in- 
come and  principal  of  the  trust  until  the  child 
becomes  21.  At  that  time,  if  the  child  doesn’t 
request  the  assets  of  the  trust,  the  trust  becomes 
a grantor  trust,  and  the  income  of  the  trust  is 
taxed  to  the  child,  while  the  trustee  retains  con- 
trol of  the  assets.  Periodic  distributions  of  trust 
income  to  the  child  during  the  earlier  years  of 
the  trust  can  be  used  for  education  expenses.  If 
at  this  time,  the  child  has  attained  the  age  of  14, 
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these  distributions  will  be  taxable  to  the  child  at 
his  tax  rates  rather  than  at  the  parents’  tax  rates. 
An  alternative  to  establishing  a trust  would  be 
the  purchase  of  a single  premium  annuity.  An 
annuity  purchased  while  the  child  is  young  will 
accumulate  tax  deferred  income  to  provide  for  a 
child’s  education. 

Fiscal  year  or  calendar  year!  Remember  that 
controversy?  It  wasn’t  until  December  23,  1987, 
that  Congress  made  up  its  mind  about  that  one. 
Personal  service  corporations  were  finally  per- 
mitted to  retain  fiscal  year  ends  if  the  employee- 
stockholder  met  certain  salary  requirements 
within  the  calendar  year.  But  be  careful,  because 
for  tax  years  beginning  after  December  31,  1987, 
personal  service  corporations  will  be  taxed  at  a 
flat  rate  of  34%.  The  law  also  prohibits  the  car- 
ryback of  a net  operating  loss  from  or  to  a year 
in  which  a personal  service  corporation  elects 
to  have  a fiscal  year.  This  means  that  you  cannot 
pay  tax  1 year,  have  a loss  the  next  year,  and 
receive  a refund  of  the  prior  taxes  paid.  Accu- 
mulating money  within  your  corporation  will 
therefore  be  prohibitively  expensive. 


The  deduction  for  miscellaneous 
itemized  deductions  is  now  limited 
to  an  amount  that  is  in  excess  of 
2%  of  your  adjusted  gross  income. 
Therefore,  this  deduction  is  virtually 
eliminated  for  high  income 
taxpayers. 


If  the  new  tax  law  has  increased  your  taxes 
and  made  you  depressed  or  confused  you  are 
not  alone.  The  Internal  Revenue  Service  antici- 
pates that  the  error  rate  on  tax  returns  will  in- 
crease by  5.5  million  and  that  adjustments  will 
be  made  on  an  additional  2 million  returns  and 
1 .6  million  balance  due  and  overpayment  notices 
will  be  issued.  Think  of  all  the  time  this  will  take 
and  how  tired  they  will  be  by  the  time  they  get 
around  to  you!  ■ 
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Have  You  Looked  at  Your  Will  Lately? 

Seven  Common  Mistakes  in  Estate  Planning  and  How  to  Avoid  Them 


James  S.  Hutchinson 


$6  This  article  will 
focus  on  some  of  the 
most  common  (and 
damaging)  errors  in 
estate  planning . 99 


It’s  Monday.  You  are  leaving  this 
weekend  for  a skiing  trip  to 
Colorado.  In  thinking  through  all 
the  last  minute  preparations,  you 
also  remember  what  you  have  been 
putting  off  for  months  — your  Will. 
You’ve  been  thinking  about 
updating  it  to  change  the  guardians 
for  your  children  or  to  get  it  current 
with  the  new  tax  law.  You  call  your 
lawyer  and  get  the  Will  patched  up 
in  a rush  and  then  forget  about  it 
until  vacation  time  rolls  around 
again. 

Sound  familiar?  Too  many  of  us 
approach  Wills  and  estate  planning 
(if  we  get  started  at  all)  with  such 
anxiety  that  planning  is  done  in 
bits  and  pieces  at  the  last  minute. 
Yet  even  a minor  amount  of 
thoughtful  attention  to  one’s  estate 
planning  affairs  can  minimize 
estate  taxes  and  insure  that  your 
family  will  be  able  to  handle  your 
estate  with  a minimum  amount  of 
trouble  and  expense. 

This  article  will  focus  on  some 
of  the  most  common  (and 
damaging)  errors  in  estate 
planning.  The  first  section  will 


Mr.  Hutchinson  is  a partner  with  the  law  firm  of 
Alston  & Bird.  His  address  is  1200  C & S National 
Bank  Building,  35  Broad  St.,  Atlanta,  GA  30335. 


focus  on  problems  with  the  Will 
itself  (or  lack  of  one  — e.g.,  the 
Will  has  been  revoked 
unintentionally).  The  second 
section  looks  at  common  problems 
where  the  Will  is  fine  but  the 
property  of  the  testator  (the  person 
making  the  Will)  is  not  coordinated 
to  work  with  the  Will  — thus 
nullifying  the  work  that  went  into 
the  Will.  The  final  section  reviews 
some  common  estate  tax  planning 
ideas  that  can  save  literally 
hundreds  of  thousand  of  dollars. 

Problems  with  the 
Will  Itself 

Mistake  #1:  You  don’t  have  a Will. 

Many  people  who  otherwise  tend 
to  their  personal  and  business 
affairs  responsibly  simply  cannot 
face  having  a Will  drawn  up  for 
them.  But  this  neglect  can  be  a 
costly  mistake.  If  you  die  intestate 
(without  a Will),  your  “Will”  is 
dictated  by  Georgia  law,  i.e., 

Georgia  law  determines  who  takes 
your  property,  and  how.  This  often 
creates  serious  problems. 

Consider  a doctor  who  has  a 
$1.0  million  estate.  The  doctor  is 
married  and  has  one  young  child. 

If  the  doctor  wrote  a Will,  he  might 
leave  everything  to  his  wife  and 
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further  provide  that  if  he  and  his 
wife  died  together  the  property 
would  be  held  in  trust  for  the  child 
until  the  child  reached  a 
responsible  age  (e.g.,  30  or  35). 

But  if  the  doctor  dies  without  a 
Will,  the  law  provides  that  only 
one-half  of  the  property  goes  to  the 
wife.  The  other  half  goes  to  the 
child.  Furthermore,  the  wife  must 
hold  the  child’s  share  as  guardian 
for  the  child,  which  means  annual 
reports  to  the  Probate  Court, 
significant  restrictions  on 
guardianship  investments,  and  so 
on.  Finally,  and  perhaps  worst,  the 
child’s  share  must  be  turned  over 
to  the  child  at  age  18,  regardless  of 
the  child’s  maturity  or  ability  to 
handle  a large  amount  of  money  at 
that  time. 

An  additional  problem  for 
doctors  who  die  without  a Will  is 
that  a doctor’s  professional 
practice,  incorporated  or  otherwise, 
must  be  wound  up  after  his  death. 

If  the  doctor  dies  without  a Will, 
the  person  who  administers  the 
estate  is  chosen  by  the  Probate 
Court,  and  that  person  may  not  be 
who  the  doctor  would  have  (and 
could  have)  chosen  if  a Will  had 
been  written.  Clearly,  the  first  step 
in  thoughtful  estate  planning  is 


simply  realizing  that  one  must  have 
a Will  (and  acting  on  that 
realization!). 

Mistake  #2:  The  Will  has  been 
revoked  unintentionally. 

Some  people  think  they  have  a 
Will,  but  don’t.  Georgia  law 
provides  that  a Will  is 
automatically  revoked  upon  the 
birth  or  adoption  of  a child,  unless 
the  Will  specifically  states  that  it 
stays  in  effect  regardless  of  any 
such  birth  or  adoption.  This  law 
has  a good  purpose  — the  law 
revokes  Wills  in  this  circumstance 
so  that  the  testator  dies  “intestate” 
(i.e.,  without  a Will)  and  the  new 
child  will  receive  a share  of  the 
estate.  However,  by  revoking  the 
entire  Will  automatically,  the  law 
leaves  many  people  who  thought 
they  had  a Will  without  one,  and 
this  can  lead  to  serious  problems 
such  as  those  discussed  under 
Mistake  #1  above. 

A person  who  has  children  and 
may  have  more  in  the  future  can 
avoid  this  automatic  revocation 
simply  by  stating  in  his  or  her  Will 
that  the  Will  shall  not  be  revoked 
by  the  birth  or  adoption  of  a child. 
If  this  is  done,  care  should  also  be 
taken  to  write  the  Will  so  that  it 


will  “expand”  automatically  to 
include  future  children. 

Other  events  can  cause  an 
unintentional  revocation,  for 
example,  a Will  is  automatically 
revoked  by  marriage  or  divorce.  An 
awareness  of  this  rule  (and,  again, 
acting  on  it  to  have  a new  Will 
drawn  to  reflect  the  testator’s  new 
circumstances)  will  avoid  trouble 
and  expense  for  one’s  family  later 
on. 

Mistake  # 3 : A Will  executed  in 
another  state  is  not  reviewed  for 
compliance  with  Georgia  law. 

Georgia  is  still  attracting 
“immigrants”  from  other  states. 
Those  who  move  here  often  have 
Wills  that  were  drawn  up  on  the 
state  they  left,  but  they  do  not  have 
those  Wills  reviewed  to  make  sure 
that  they  work  well  under  Georgia 
law.  Failure  to  have  a Will  review 
session  can  cause  problems. 

For  example,  many  states  require 
Probate  Court  inventories, 
appraisals  and  accountings  as  part 
of  the  estate  administration 
process.  In  Georgia,  on  the  other 
hand,  a testator  in  his  Will  can 
relieve  the  executor  from  virtually 
all  day  to  day  contact  with  the 
Probate  Court  in  administering  an 
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estate.  If  the  Will  does  not  contain 
these  “reliefs”  for  the  executor 
worded  in  the  proper  way,  it  will 
mean  delays,  hassles,  and  legal 
expenses  when  death  occurs. 

As  another  example,  many  Wills 
name  a bank  as  an  executor  under 
a Will,  and,  iike  most  states, 
Georgia  generally  allows  only 
Georgia  banks  to  serve  as  the 
executor  of  a Georgia  decedent’s 
estate.  Therefore,  the  executor 
clause  should  be  reviewed 
carefully  to  determine  its  suitability 
in  Georgia. 

Improper  Coordination  of 
Property  with  the  Will 

Mistake  #4:  You  have  a well- 
drawn  Will,  but  your  property  is 
held  in  a manner  so  that  it  passes 
outside  the  Will  and  renders  the 
Will  useless. 

Let’s  say  you  have  been 
conscientious  and  have  had  a Will 
drawn  up.  The  Will  sets  up  trusts 
for  your  spouse  and  children  for 
tax  and  other  purposes.  However, 
your  house  is  held  with  your 
spouse  as  “joint  tenants  with  right 
of  survivorship,”  which  means  that 
upon  your  death  the  house  passes 
to  your  spouse  automatically 
regardless  of  what  your  Will  says. 
Your  brokerage  account  is  held 
jointly  with  your  spouse,  titled  the 
same  way.  And  of  course,  some  or 
all  of  your  bank  accounts  are  held 
jointly  with  your  spouse. 

What  happens  at  your  death?  All 
of  the  joint  survivorship  property 
passes,  automatically  by  reason  of 
law,  outside  of  your  Will  to  your 
spouse  (assuming  she  survives 
you).  None  of  the  joint  property  is 


added  to  your  so-called  “probate” 
estate  (i.e. , the  property  that  your 
Will  controls),  and  thus  none  of 
the  property  passes  into  the  trusts 
which  you  carefully  set  up  in  the 
Will.  The  thoughtful  planning 
which  you  did  in  your  Will  is 
distorted  because  your  property 
was  not  properly  coordinated  with 
your  Will. 


. . . Even  a minor 
amount  of  thoughtful 
attention  to  one’s  estate 
planning  affairs  can 
minimize  estate  taxes 
and  insure  that  your 
family  will  be  able  to 
handle  your  estate  with 
a minimum  amount  of 
trouble  and 
expense. 


A similar  problem  often  occurs 
with  insurance.  It  is  not 
uncommon  for  a person  to  set  up  a 
careful  scheme  of  trusts  in  his  Will 
but  not  realize  that  his  insurance 
beneficiary  designations  must  be 
coordinated  with  the  Will. 

Insurance  proceeds  pass  through 
your  “probate”  estate  only  if  you 
have  named  your  estate  as  the 
beneficiary  of  the  insurance 
proceeds  (or  if  the  policy  so 


provides);  if  you  have  named 
someone  other  than  your  estate  to 
be  the  beneficiary  of  the  insurance 
proceeds,  those  proceeds  will  pass 
to  that  person  regardless  of  what 
the  Will  says. 

This  is  not  to  suggest  that  a 
person  should  avoid  holding 
property  in  joint  names  with  right 
of  survivorship  or  that  all  insurance 
on  one’s  life  should  be  payable  to 
one’s  estate.  In  many 
circumstances,  it  will  make  sense 
to  hold  certain  property  in  joint 
names  or  to  name  one’s  spouse  (or 
others)  as  the  direct  beneficiary  of 
life  insurance  proceeds.  The  point 
is  that  if  your  estate  plan  will  work 
only  if  certain  property  passes 
under  your  Will,  then  be  sure  that 
it  happens! 

Mistake  #5:  Improper  coordination 
of  estate  plan  with  retirement  plan 
death  benefits. 

In  1984,  Congress  enacted  the 
Retirement  Equity  Act,  which, 
among  other  things,  created 
dramatic  new  death  benefit  rights 
for  spouses  of  participants  in 
pension  and  profit  sharing  plans. 
Under  virtually  all  pension  and 
profit  sharing  plans,  the  spouse 
now  has  the  right  to  all  or  a 
significant  part  of  the  benefit 
payable  under  the  plan  in  the  event 
of  the  participant’s  death,  unless 
the  spouse  waives  that  right  under 
certain  formal  procedures. 

How  does  this  affect  the  estate 
plan?  To  begin  with,  it  reduces  the 
flexibility  that  a plan  participant 
has  in  planning  his  or  her  estate. 

For  many  doctors,  their  pension 
and  profit  sharing  plans  represent 
an  enormous  portion  of  their  net 
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worth,  and  because  of  the 
Retirement  Equity  Act,  decisions 
concerning  the  disposition  of  the 
plan  benefits  upon  the  doctor’s 
death  must  now  be  made  jointly  by 
the  doctor  and  his  or  her  spouse. 

Furthermore,  failure  to  fully 
understand  the  new  law  can  result 
in  a distorted  estate  plan.  Consider 
the  example  of  a married  doctor 
who  prior  to  1984  had  named  his 
estate  as  the  beneficiary  of  his 
pension  and  profit  sharing 
accounts  in  the  event  he  died 
before  retirement.  He  did  this  so 
that  the  plan  assets  would  pass 
through  his  Will  and  into  certain 
trusts  for  his  wife  and  children. 

The  new  law,  however,  overrides 
those  beneficiary  designations,  and 
will  result  in  at  least  half  and 
perhaps  all  of  his  plan  assets 
passing  to  his  wife  in  the  event  of 
his  death  prior  to  retirement.  This 
may  pass  outright  to  the  wife  a 
large  amount  of  money  which  the 
doctor  wished  to  leave  in  trust,  and 
it  could  also  distort  the  distribution 
scheme  in  favor  of  the  wife. 

The  lesson  here  is  to  be  aware 
of  the  effect  of  the  new  law  on 
one’s  estate  plan  and  to  take  the 
law  into  account  in  deciding  on  a 
distribution  scheme. 

Tax  Planning 

Mistake  #6:  Not  taking  full 
advantage  of  the  $600,000  estate 
tax  exemption. 

Under  current  federal  estate  tax 
law  there  is  an  unlimited  estate  tax 
deduction  for  property  which 
passes  to  a decedent’s  surviving 
spouse,  which  means  that  one  can 
have  an  estate  of  millions  of 


dollars  and,  if  one  leaves  it  all  to 
one’s  spouse,  there  will  be  no 
estate  tax  until  the  spouse’s 
subsequent  death. 

What  is  the  most  common  error 
in  estate  tax  planning?  Look  at  the 
words  above:  “there  will  be  no 
estate  tax  until  the  spouse ’s 
subsequent  death.  ” Many  persons 
hear  about  the  unlimited  marital 
deduction  and  think  that  the  estate 
tax  problem  is  solved  by  leaving  all 
of  one’s  property  to  the  spouse. 

But  this  can  result  in  a significant 
and  in  many  cases  completely 
avoidable  estate  tax  at  the  spouse’s 
death. 


Many  persons  hear 
about  the  unlimited 
marital  deduction  and 
think  that  the  estate  tax 
problem  is  solved  by 
leaving  all  of  one’ s 
property  to  the  spouse. 
But  this  can  result  in  a 
significant  and  in  many 
cases  completely 
avoidable  estate  tax  at 
the  spouse’s  death. 


To  understand  why  this  is  so  one 
must  also  understand  that  under 
current  estate  tax  law  each  spouse 
can  leave  up  to  $600,000  to 


persons  other  than  the  surviving 
spouse  and  pay  no  estate  tax 
whatsoever.  One  common  strategy 
in  estate  planning  is  to  make  sure 
that  one  uses  both  $600,000 
exemptions  (one  for  each  spouse), 
so  that  up  to  $1.2  million  is  left 
with  no  estate  tax  to  one’s 
descendents  or  other  beneficiaries 
when  both  spouses  are  gone. 

How  is  this  done?  The  typical 
method  is  to  have  the  first  spouse 
to  die  leave  up  to  $600,000  not  to 
the  surviving  spouse  outright,  but 
rather  to  an  “estate  tax  shelter 
trust”  in  one’s  Will.  If  created 
properly,  this  $600,000  is  not 
subject  to  estate  tax  in  the  estate  of 
the  first  spouse  to  die;  it  is 
available  for  the  support  of  the 
surviving  spouse  during  her 
lifetime;  and,  because  of  certain 
minimal  restrictions  in  the  trust, 
the  property  in  the  trust  is 
sheltered  from  estate  tax  at  the 
surviving  spouse’s  death. 

Consider  the  following  example: 
Doctor  A has  an  estate  of  $1.0 
million.  His  Will  leaves  it  all  to  his 
wife  outright.  There  is  no  estate  tax 
at  Doctor  A’s  death  because  all  of 
his  property  passes  to  his  wife  and 
qualifies  for  the  estate  tax  marital 
deduction.  However,  look  at  the 
result  when  the  wife  dies  (a  short 
time  later,  let’s  assume).  She  has 
her  own  $600,000  exemption,  but 
that  still  leaves  $400,000  subject  to 
estate  tax.  The  amount  of  the 
estate  tax  is  $153,000. 

Doctor  B also  has  an  estate  of 
$1.0  million,  but  his  Will  leaves 
$400,000  outright  to  his  wife  and 
the  other  $600,000  to  an  estate  tax 
shelter  trust  for  the  benefit  of  his 
wife  and  children.  At  Doctor  B’s 
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death,  the  $600,000  which  passes 
to  the  trust  is  covered  by  his 
$600,000  estate  tax  exemption,  and 
the  $400,000  passing  to  the  wife  is 
covered  by  the  marital  deduction 

— therefore,  no  estate  tax  at 
Doctor  B’s  death.  Upon  the  wife’s 
death,  the  $600,000  in  the  trust  is 
sheltered  from  estate  tax  and  the 
$400,000  held  by  the  wife  in  her 
own  name  is  fully  covered  by  her 
own  $600,000  estate  tax  exemption 

— therefore,  no  estate  tax  at  the 
wife’s  death  either.  Through  the 
intelligent  use  of  both  spouses’ 
estate  tax  exemptions,  Doctor  B 
passed  his  full  $1.0  million  estate 
to  his  children  and  paid  zero  estate 
tax. 

Mistake  # 7 : Not  taking  advantage 
of  estate  tax  planning  with  life 
insurance. 

Under  current  federal  estate  tax 
law,  one  can  often  obtain  estate 
tax  savings  of  hundreds  of 
thousands  of  dollars  through 
proper  transfers  of  life  insurance. 
These  transfers  are  especially  tax- 
effective  with  term  life  insurance 
(with  no  cash  value  element). 

How  is  this  done?  Most 
commonly  it  is  done  by  having  the 
doctor  create  an  “irrevocable  life 
insurance  trust”  and  then  assigning 
the  ownership  of  the  insurance  to 
the  trust  during  the  doctor’s 
lifetime.  If  the  doctor  lives  for  3 
years  after  the  transfer  is  made  to 
the  trust,  and  if  the  trust  is  properly 
designed,  then  the  life  insurance 
should  be  sheltered  from  estate 
taxation  at  the  doctor’s  death;  the 
insurance  proceeds  are  available 
for  the  support  of  the  doctor’s 
spouse  and  children  during  the 
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surviving  spouse’s  lifetime;  and  the 
insurance  proceeds  should  be 
sheltered  from  estate  tax  at  the 
surviving  spouse’s  death. 
Furthermore,  if  the  insurance 
transferred  to  the  trust  has  no  cash 
value,  then  there  is  no  gift  tax 
when  the  policy  is  transferred  to 
the  trust  during  the  doctor’s 
lifetime. 

How  valuable  is  this  planning 
technique?  Think  about  it  this  way. 
How  much  term  life  insurance  do 
you  have  on  your  life  right  now?  If 
you  hold  on  to  the  life  insurance 
during  your  lifetime  and  have  it 
paid  to  your  spouse  at  your  death, 
the  estate  tax  on  the  insurance 
proceeds  at  your  surviving  spouse’s 
death  will  begin  at  a marginal  rate 
of  37%  if  your  spouse’s  taxable 
estate  exceeds  $600,000  (or  $1.2 
million  if  you  have  avoided  Mistake 
#6  above). 

Using  these  assumptions,  the 
estate  tax  on  $500,000  in  life 
insurance  proceeds  before  the 
proceeds  pass  down  to  the 
children  could  be  upwards  of 
$185,000  (37%  x $500,000).  Since 
a term  life  insurance  policy  is 
worth  nothing  to  you  during  your 
lifetime,  the  case  for  putting  the 
policy  in  an  irrevocable  insurance 
trust  can  be  compelling. 

There  are  complexities  in  setting 
up  an  irrevocable  insurance  trust 
and,  because  the  trust  is 
irrevocable  (it  cannot  be  changed 
once  set  up),  there  are 
circumstances  where  it  will  not  be 
appropriate.  However,  for  someone 
who  has  a significant  amount  of 
life  insurance,  it  is  a mistake  to  not 
explore  the  tax  planning 
possibilities. 


Conclusion 

Death  and  taxes  may  be 
inevitable,  but  we  don’t  like  to 
think  about  them.  Nevertheless,  the 
professional  who  has  a proper 
Will,  properly  coordinates  his 
property  with  his  Will,  and  at  least 
considers  some  basic  estate  tax 
planning  steps  is  doing  his  family  a 
priceless  service.  ■ 
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THE  LIGHT. 


It  is  the  light  of  the  laser.  And  the  miracle  it  is  performing  in  the  medical  world. 

At  DeKalb  General,  this  remarkable  tool  has  taken  the  form  of  Laser  Litho- 
tripsy  an  alternative  to  percutaneous  or  transurethral  lithotripsy  procedures  to 
fragment  stones  in  the  middle  and  upper  ureter.  The  major  advantage  to  the 
procedure  is  the  reduced  risk  of  damage  to  the  ureteral  wall.  The  procedure 
itself  delivers  a pulsating  laser  beam  through  a microscopic,  flexible  fiber  directly 
to  the  stone.  It  can  be  viewed  through  a miniaturized  scope.  Often,  it  can  be 

administered  on  an  out- 
patient basis.  Laser  lithotripsy 
may  be  utilized  on  most 
stones  in  any  part  of  the 
urinary  tract.  Or  it  may  be 
used  to  complement  what 
will  be  another  new  addition 
at  DeKalb  General  in  June, 
Extra-Corporeal  Shock  Wave 
Lithotripsy  (ESWL).  which 
uses  externally  generated 
shock  waves  on  the  stone 
to  fragment  it.  Shock  wave  lithotripsy  significandy  more  cosdy  than  laser,  is 
best  limited  to  stones  occurring  in  the  kidney  or  upper  third  of  the  urinary  tract. 
With  the  emphasis  on  outpatient,  DeKalb  General  offers  the  CO2  Laser  Surgery 
which  seals  lymphatics  and  nerve  endings  as  it  cuts,  reducing  post-operative 
edema,  pain,  bleeding,  and  surgical  time.  At  DeKalb  General,  CO2  procedures 
are  used  mainly  for  GYN,  urology  and  general  surgery  On  a more  general  basis, 
the  procedure  is  used  for  breast  resections,  tumor  excisions,  debridement,  endo- 
metriosis, pelvic  adhesions  and  genital  wart  virus.  A new  process  using  the 
CO2  Laser  is  operative  laparoscopy  which  allows  surgeons  to  perform  complex 
intrapelvic  procedures  through  a scope,  without  requiring  a large  incision.  The 
YAG  Laser  is  used  by  urologists  for  bladder  tumors;  by  gynecologists  for  endo- 
metrial ablation;  and  by  gastroenterologists  for  obstructive  lesions,  polyps  or 
strictures  of  the  GI  tract.  DeKalb  Generals  Magnetic  Resonance  Imaging  (MRI) 
will  become  available  later  this  year  in  the  new  Diagnostic  Imaging  Center.  MRI 
represents  a significant  step  forward  in  diagnostic  imaging.  Its  capability  for  the 
central  nervous  system  goes  well  beyond  CT  imaging  for  the  head  and  spine. 
An  advantage  over  CT  is  that  MRI  does  not  utilize  ionizing  radiation.  The  tech- 
nology is  constandy  improving:  cardiac  imaging  and  evaluation  of  joint  spaces 
and  abdominal  soft  tissue  are  now  clinically  applicable. 
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^ ^ New  York  had 
become  too  expensive . 
The  national  leadership 
found  that  the  cost  of 
operating  the  world’s 
largest  voluntary  health 
agency  in  New  York 
City  was  escalating  at  a 

tremendous  rate.  99 


National  Moves  to  Atlanta 

The  enthusiasm  of  American 
Cancer  Society  volunteers  and 
the  commitment  of  Atlanta 
community  leaders  made  possible 
two  of  the  Society’s  major 
accomplishments  in  1987:  after  75 
years  in  New  York  City,  the 
National  Headquarters  of  the 
American  Cancer  Society  is  moving 
to  Atlanta;  and  the  Georgia  Division 
dedicated  the  Cecil  B.  Day  Building 
as  its  new  State  Central  Office.  The 
generosity  and  hard  work  of 
hundreds  of  dedicated  Georgians, 
and  particularly  the  medical 
communities,  brought  to  fruition 
these  great  achievements. 

The  Georgia  Division  has  always 
been  a national  leader  in  cancer 
control.  Even  so,  1988  will  see  a 
greater  alliance  between  the 
Georgia  Division  and  the  National 
Society.  The  National  move  to 
Atlanta  will  enhance  our  resources 
and  give  us  an  unprecedented 
opportunity  to  share  our 
commitment  to  cancer  control 
internationally. 


Dr.  Phillips  is  Director  of  Radiation  Oncology, 
Crawford  W.  Long  Hospital,  25  Prescott  St.,  Atlanta, 
GA  30365.  Send  reprint  requests  to  him. 

This  paper  was  sponsored  by  the  Georgia 
Division  of  the  American  Cancer  Society.  Those 
wishing  to  contribute  papers  to  this  Section  should 
send  them  to  Thomas  W.  Phillips,  M.D.,  CANCER 
Section  Editor,  at  the  above  address. 


On  September  1,  1987,  the 
National  Board  of  Directors  met  in 
Chicago  to  make  a decision  that 
had  become  one  of  the  hottest 
debated  issues  in  the  75  years  of 
the  Society’s  existence.  The 
question  — where  can  the 
American  Cancer  Society  function 
most  effectively  and  provide  the 
best  stewardship  of  the  public’s 
contributed  dollar? 

New  York  had  become  too 
expensive.  The  national  leadership 
found  that  the  cost  of  operating  the 
world’s  largest  voluntary  health 
agency  in  New  York  City  was 
escalating  at  a tremendous  rate. 
Funds  that  could  have  been 
earmarked  for  cancer  research  and 
program  development  were  being 
expended  to  meet  the  rapidly 
inflating  costs  of  the  National 
Office.  In  addition,  the  Society  was 
having  difficulty  attracting 
experienced  field  staff  to  New  York. 

The  National  Board  of  Directors 
recognized  the  need  to  broaden  the 
experience  of  the  national  staff  by 
including  more  members  who  have 
worked  at  the  grass  roots  level  of 
the  Society.  In  a background  paper 
prepared  for  the  Board  of  Directors 
by  consultants  and  staff,  the  need 
to  recruit  experienced  Field  Staff  is 
viewed  as  “second  in  importance 
only  to  the  need  to  maxamize  the 
contributor’s  dollar.  ...” 
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Breaking  ground  last  February  for  the  new  national  headquarters  for  the  American  Cancer 
Society  are  (L  to  R):  G.  Robert  Gadberry,  Executive  Vice  President  of  the  American  Cancer 
Society  (ACS);  Frederick  Hilgorne  Talbot,  Bishop,  A.M.E.  Church;  Harmon  J.  Eyre,  M.D., 
President,  ACS;  Kay  Horsch,  Chairman  of  the  Board,  ACS;  Georgia’s  Governor  Joe  Frank 
Harris;  Manuel  M aloof,  CEO  of  DeKalb  County;  and  Dr.  James  T.  Laney,  President  of  Emory 
University. 


In  November  of  1986,  an  ad  hoc 
committee  was  appointed  to 
study  the  possibility  of  relocating 
out  of  New  York  City.  The  charge 
of  the  committee  was  to  identify 
where  the  Society  could  best 
function  in  the  context  of 
economics  and  affordability.  In 
addition,  the  committee  would 
consider  what  effect  the  selection 
would  have  on  the  Society’s  image 
and  ability  to  function  within  the 
needs  of  volunteers  and  staff. 
Almost  immediately,  over  100  cities 
began  vying  for  the  opportunity  to 
become  the  new  home  of  the 


American  Cancer  Society.  The  list 
of  100  was  quickly  narrowed  to  14 
cities.  Four  became  the  leading 
contenders:  Atlanta,  Dallas, 
Houston,  and  New  York  City. 

In  Atlanta,  Georgia  Division 
volunteers  and  leaders  from  the 
business  community  and 
government  began  mobilizing  their 
resources  to  present  the  best 
possible  package  to  the  relocation 
committee  and  Board  of  Directors. 
Led  by  two  members  of  the 
medical  community,  Dr.  A.  H. 
Letton  and  Dr.  LaMar  McGinnis, 
this  coalition  of  concerned  citizens 


pulled  together  a team  that  became 
the  motivating  force  behind  the 
eventual  decision  to  select  Atlanta. 
Meeting  weekly  — and  some 
weeks,  daily  — the  committee 
began  the  task  of  creating  an 
incentive  package  that  would  lure 
the  Society  to  Atlanta.  Annie  Hunt 
Burris  of  the  Georgia  Department  of 
Industry  and  Trade  became  the 
main  person  coordinating  the 
committee’s  efforts.  The  city 
became  excited  about  the 
possibility  of  hosting  the  world’s 
preeminent  health  agency. 

Business,  professional,  and  civic 
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interests  began  lining  up  to  help. 
The  spirit  that  had  made  Atlanta 
the  undisputed  leader  of  the  South 
gave  us  the  competitive  edge  over 
the  competition. 

After  weeks  of  hard  work, 
dozens  of  meetings,  and 
hundreds  of  phone  calls,  the 
committee  finally  had  a package. 
The  Robert  W.  Woodruff 
Foundation  in  cooperation  with 
Emory  University  provided  the 
needed  incentives.  The  Woodruff 
Foundation  made  available  4.5 
acres  of  prime  real  estate  across 
from  the  Centers  for  Disease 
Control  near  the  Emory  University 
campus.  In  addition,  the  Woodruff 
Foundation  promised  a grant  of  $1 
million  to  help  defray  the  cost  of 
moving  from  New  York  to  Atlanta. 
The  grant,  combined  with  the  gift 
of  land,  brought  the  total  package 
to  $3.5  million.  Emory  University 
School  of  Medicine  offered  to  share 
many  services,  including  the 
medical  library  and  epidemologic 
support.  Emory  offered  the  Society 
the  opportunity  to  merge  its  (the 
Society’s)  13,000  volume  collection 
of  medical  literature  with  Emory’s 
178,000  volume  collection.  In 
addition,  it  would  allow  the 
Society’s  scientists  library  privileges 
and  the  opportunity  to  have  a 
terminal  in  the  American  Cancer 
Society  Headquarters  linked  to  the 
main  library  computer  for  online 
research.  Emory  also  agreed  to 
build  a hotel  conference  center 
adjacent  to  the  new  American 
Cancer  Society  headquarters  site  to 
provide  300  hotel  rooms  and 
adequate  meeting  and  convention 
facilities  for  ACS  volunteers. 


C A N C E 


• • The  grant , 
combined  with  the  gift 
of  land , brought  the 
total  package  to  $3.5 
million.  Emory 
University  School  of 
Medicine  offered  to 
share  many  services , 
including  the  medical 
library  and 
epidemiologic 

support.  99 

The  Centers  for  Disease  Control, 
which  is  located  directly  across 
from  the  Woodruff  site,  graduates 
70  epidemologists  per  year  and 
offered  its  services  to  assist  during 
the  transition  period.  This  will 
certainly  allow  a cooperative 
atmosphere  between  American 
Cancer  Society  and  the  Centers  for 
Disease  Control. 

The  committee  had  the  package, 
but  the  battle  was  far  from  over. 

During  the  summer,  additional 
cities  began  putting  together  very 
attractive  packages.  In  June,  the 
National  Site  Selection  Committee, 
meeting  in  Dallas,  decided  to 
expand  the  search  to  include  more 
cities. 

Meanwhile,  the  Georgia 
committee  continued  to  sell  Atlanta 
and  search  for  additional 
incentives.  On  August  12,  1987,  the 
national  site  selection  committee 
was  reconvened.  During  that 
meeting,  it  was  decided  that  the 
city  of  Atlanta  would  best  serve  as 


the  location  if  the  Board  decided  to 
move  from  New  York  City.  It  had 
boiled  down  to  New  York  versus 
Atlanta.  There  was  intense  lobbying 
on  all  sides,  but  on  September  1, 
1987,  while  meeting  in  Chicago, 
the  National  Board  of  Directors  of 
the  American  Cancer  Society 
decided  that  Atlanta  was  the 
logical  choice.  The  Board  based  its 
decision  on  five  major  factors: 

• economics 

• how  the  location  will  function 
as  a ACS  Headquarters 

• community  attractiveness 

• acceptability  to  volunteers  and 
staff 

• assessment  of  future 
consequences. 

Atlanta  won  out  on  all  issues. 

The  Board  voted  74  to  14  to  bring 
the  world’s  largest  volunteer  health 
agency  with  its  prestige,  300 
employees,  $21  million  operating 
budget,  $275  million  in  bank 
deposits,  and  hosts  of  volunteers 
and  scientists  to  Atlanta. 

Construction  on  the  155,000 
square  foot  National  Headquarters 
Building  began  in  February,  1988, 
with  anticipated  occupancy  in 
January  of  1989.  In  April  of  1988, 
the  Society  will  be  relocating  to 
temporary  offices  at  Tower  Place 
on  Peachtree  Street  and  will  be 
fully  based  in  Atlanta  by  July  1. 


The  Georgia  Division  Finds  a 
New  Home 

The  same  commitment  and 
dedication  that  brought  the 
National  American  Cancer  Society 
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to  Atlanta  was  also  responsible  for 
providing  the  Georgia  Division  a 
new  home.  The  Cecil  B.  Day 
Building,  the  Georgia  Division’s 
new  Central  Office  Building,  was 
dedicated  at  the  Division’s  Annual 
Meeting  in  October.  The  purchase 
of  the  building  located  at  46  Fifth 
Street  in  downtown  Atlanta  was 
made  possible  through  a capital 
funds  campaign  which  brought 
together  many  of  the  same 
participants  that  had  made  Atlanta 
the  new  home  of  the  National 
Cancer  Society.  With  over  15,000 
square  feet  of  space,  the  new 
building  is  60%  larger  than  the 
leased  space  that  the  Division 
previously  occupied.  It  is  estimated 
that  the  purchase  of  the  Day 
Building  will  save  over  $125,000 
per  year  in  lease  payments.  This 
savings  coupled  with  the  new 
facility  will  provide  the  much 
needed  space  to  implement  new 
programs. 

Services  of  the  Society  and  the 
Georgia  Division 

Already  in  operation  is  the 
American  Cancer  Society’s 
Cancer  Answer  Line.  The  Cancer 
Answer  Line  provides  a statewide 
toll  free  information  hotline  to 
answer  the  public’s  questions 
about  cancer.  The  system  is  an 
.effective  way  of  meeting  the 
information  and  support  needs  of 
cancer  patients  and  their  families 
by  providing  an  easy  access  toll 
free  telephone  number.  The 
Answer  Line  addresses  such  issues 
as  cancer  prevention  and  early 
detection,  as  well  as  giving  non- 
medical information  about  cancer 
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sites,  treatment,  and  research. 

A major  thrust  of  these  services 
will  be  a peer  support  system  for 
patients  and  their  families  which 
will  be  staffed  by  volunteers  who 
have  cancer  or  who  have  recently 
recovered  from  cancer.  A 
simplified  information  system  will 
also  alleviate  much  of  the  public’s 
confusion  concerning  “Look-a- 
Like”  organizations  whose 
materials  are  designed  to  resemble 
those  of  the  American  Cancer 
Society. 

The  Georgia  Division’s 

Childhood  Cancer  Program 
addresses  the  very  special  needs  of 
children  with  cancer.  An  expanded 
program  will  provide  for  a support 
and  guidance  network  of  trained 
volunteers  who  will  be  able  to 
assist  families  who  are  facing 
childhood  cancer.  The  newly 
formed  childhood  cancer 
committee  is  addressing  issues  that 
include  hospice,  psychologic 
impact  on  long-term  survivalship, 
and  education  and  information 
networks.  Currently,  this  program 
reaches  150  juvenile  cancer 
patients  and  their  families  per  year. 
The  Division  estimates  that  through 
our  expanded  efforts  we  can  easily 
double  that  capacity,  thereby 
potentially  serving  all  of  Georgia’s 
children  with  cancer. 

Changes  in  the  health  care 
system  will  make  it 
imperative  that  we  work  closely 
with  hospitals  and  other  health 
care  organizations  in  order  to 
provide  education  and  service  to 
the  general  public  and  to  cancer 
patients.  We  will  develop  a pilot 
hospital-based  American  Cancer 


Society  program  in  three  areas  of 
the  Division.  This  will  enable  us  to 
expand  our  presence  in  the 
community  by  reaching  out  with 
our  Service  Program  through 
volunteers.  Once  completely 
organized,  our  full  spectrum  of 
services  will  be  made  available  to 
the  patient  in  the  hospital  setting. 

We  know  that  the  poor  have  a 
high  cancer  mortality  rate,  higher 
than  others  due  to  late  diagnosis 
associated  with  socio-economic 
problems.  Our  obligation  is  to 
reach  out  to  this  population  with 
our  educational  and  service 
programs.  We  know  that  the 
mammogram  will  detect  breast 
cancer  early  and  save  lives.  We  are 
now  challenged  with  the  ways  and 
means  to  insure  that  all  women 
have  access  to  this  detection 
technique.  A task  force  will  be 
formed  this  year  to  develop 
strategies  to  address  this  issue.  The 
task  force  will  be  composed  of 
members  of  our  Professional 
Education,  Public  Education,  and 
Public  Information  committees. 

1 987  has  been  a year  of 

transition,  a year  of  change. 
“Show  me  an  organization  that’s 
not  changing  and  I’ll  show  you  an 
organization  that’s  not  growing,”  a 
well  used  management  statement 
which  is  certainly  not  applicable  to 
the  American  Cancer  Society. 
Change  will  mean  progress  to  both 
the  National  Society  and  to  the 
American  Cancer  Society  in 
Georgia.  The  result:  more  lives 
saved,  additional  funds  for 
research  and  a cohesive  committed 
corps  of  volunteers  dedicated  to 
eliminating  cancer.  ■ 
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Pulmonary  Hypertensive  Disorders  and  the 
Arachidonic  Acid  Metabolites 


Dan  McKenney,  M.D. 


Research  indicates 
that  arachidonic  acid 
metabolites  may  play 
major  roles  in  the 
pathology  and 
progression  of 
pulmonary  vascular 
diseases.  It  is  enticing  to 
consider  that  there  is 
perhaps  a common 
ingredient  that  ties  these 
diseases  together . yy 


PULMONARY  VASCULAR 

hypertension  or  pulmonary 
vascular  obstructive  disease 
(PVOD)  encompasses  several 
diseases  of  varying  etiologies, 
including  persistent  pulmonary 
hypertension  of  the  newborn, 

PVOD  secondary  to  left-to-right 
shunts  in  congenital  heart  disease, 
primary  pulmonary  hypertension, 
and  pulmonary  hypertension  of 
chronic  hypoxia.  Drug  treatment  for 
each  of  these  is  less  than  optimal, 
and  these  conditions  are  often 
irreversible.  Recent  research  has 
focused  on  the  pathophysiology  of 
pulmonary  vasoconstriction  and 
vasodilatation  in  the  hopes  of 
perhaps  finding  a final  common 
pathway  for  some  of  these 
diseases.  Eventually,  drugs  may  be 
available  which  can  either  simulate 
or  be  used  to  manipulate 
endogenous  vasoactive  compounds 
to  help  prevent,  arrest  the 
progression,  or  definitively  treat 
these  conditions.  Ideally  these 


Dr.  McKenney  is  with  the  Department  of  Pediatrics 
at  the  Medical  College  of  Georgia. 

This  paper  was  sponsored  by  the  Georgia 
Affiliate  of  the  American  Heart  Association. 
Contributions  to  this  Section  should  be  sent  to 
Wesley  Covitz,  M.D.,  JMAC  HEART  Section  Editor, 
Section  of  Pediatric  Cardiology,  Medical  College  of 
Georgia,  Augusta,  GA  30912.  Send  requests  for 
reprints  for  Dr.  McKenney’s  article  to  Dr.  Covitz. 


drugs  should  be  selective  with 
minimal  systemic  effects.  The  most 
promising  research  has  been 
centered  on  the  arachidonic  acid 
metabolites:  prostaglandins 
(especially  prostacyclin), 
thromboxanes,  and  the 
leukotrienes. 


Arachidonic  Acid  Metabolites 

Prostaglandins 

The  prostaglandin  prostacyclin  is 
a cyclooxygenase  product  of 
arachidonic  acid  metabolism 
produced  by  the  pulmonary 
vascular  endothelium.1  Although  in 
adults,  prostacyclin  is  a systemic 
and  pulmonary  vasodilator,  in 
children  it  has  been  shown  to  be  a 
relatively  specific  pulmonary 
vasodilator.2  In  addition  to  its 
vasodilatory  properties, 
prostacyclin  has  a direct  inhibitory 
effect  on  DNA  synthesis  and 
reduces  platelet  aggregation. 
Released  in  response  to  hypoxia, 
shear  stress,  thrombin  and  platelet 
factors,  prostacyclin  may  mitigate 
the  progressive  structural  and 
vasoconstrictive  effects  of  these 
factors  on  the  vascular 
endothelium.3  4 In  its  inhibition  of 
DNA  synthesis,  prostacyclin  may 
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also  help  to  mitigate  the  vascular 
changes  (i.e.,  intimal  hyperplasia) 
which  are  associated  with  chronic 
hypoxia.4  Chronic  hypoxia, 
however,  results  in  decreased 
endothelial  cell  production  of 
prostacyclin,  perhaps  paving  a way 
for  the  progression  of  these 
changes.  Also,  because  it  has 
platelet  anti-aggregatory  properties, 
prostacyclin  may  interfere  with 
vessel  wall  damage  caused  by 
exposure  of  basement  membranes 
and  collagen  to  shear  stress  or 
other  nonspecific  inflammation.3  5 
Studies  show  that  prostacyclin 
infusion  reduces  pulmonary 
vascular  tone  and  hypoxic 
vasoconstriction  with  minimal  side 
effects,  suggesting  a possible  role 
for  prostacyclin  in  the  treatment  of 
pulmonary  vascular  hypertensive 
disorders.  In  particular,  it  has  been 
shown  to  be  beneficial  in  children 
with  congenital  heart  disease, 
children  in  pulmonary  hypertensive 
crises,  and  in  reducing  the 
hyperreactivity  of  the  pulmonary 
vasculature  (and  therefore,  perhaps 
, decreasing  further  damage)  in 
children  with  Eisenmenger 
syndrome.2  Currently,  it  must  be 
given  intravenously  in  an  ICU 
setting  and  its  use,  for  the  most 
part,  is  experimental.  In  the  future, 


however,  it  may  be  used  alone  or 
in  conjunction  with  other  therapies 
in  treating  these  conditions. 

Thromboxanes 
The  thromboxanes,  also 
products  of  the  cyclooxygenase 
pathway  of  arachidonic  acid 
metabolism,  are  the  antithesis  of 
prostacyclin.1  They  are  potent 
vasoconstrictors  of  the  pulmonary 
vascular  smooth  muscle,  promote 
platelet  aggregation,  and  may  play 
an  active  role  in  pulmonary 
vascular  diseases  with 
vasoconstrictive  or  inflammatory 
components.6  7 They  are  elevated 
in  pulmonary  hypertension  induced 
by  Group  B Strep  in  proportion  to 
the  increase  in  severity  of 
pulmonary  vascular  resistance.7 
They  also  may  play  an  important 
role  in  pulmonary  vasoconstriction 
induced  by  hypoxia  or  vascular 
endothelial  injury.  Studies  of 
thromboxane  inhibition  in  animals 
have  yielded  mixed  results, 
possibly  secondary  to  species 
variation  and  the  confounding 
effects  of  other  arachidonic  acid 
products.6  In  studies  of  patients 
with  primary  pulmonary 
hypertension  who  had  elevated 
circulating  levels  of  thromboxanes, 
thromboxane  inhibition  resulted  in 


decreased  pulmonary  vascular 
resistance  and  prolonged  survival 
in  some  patients.8 

Leukotrienes 

The  leukotrienes  are  a group  of 
endogenous  chemicals  derived 
from  arachidonic  acid  through  the 
lipoxygenase  pathway.5 
Leukotrienes  are  known  to  cause 
systemic  and  pulmonary 
vasoconstriction  and  certain  of 
these  (especially  LTD4)  are  more 
selective  for  the  pulmonary 
circulation.9’ 10  They  have  been 
isolated  from  lung  lavage  fluid  in 
patients  with  persistent  pulmonary 
hypertension  of  the  newborn 
syndrome  and  adult  respiratory 
distress  syndrome  and  are  released 
in  response  to  hypoxia  in  the  early 
part  of  the  endotoxin  response.3’ 11 
They  have  been  proposed  as 
mediators  in  the  pulmonary 
vasoconstriction  of  these 
disorders.3  5’ 12  It  has  also  been 
suggested  that  leukotrienes  (i.e., 
LTC4)  in  conjunction  with  a low 
p02,  help  maintain  the  high 
pulmonary  vascular  resistance  of 
the  fetal  circulation.3  Hypoxia  may 
induce  the  endothelium  to  release 
leukotrienes  which  then  act  as 
effectors  on  the  smooth  muscle  of 
the  small  pulmonary  arteries 
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resulting  in  constriction.3 
Leukotrienes  C4  and  D4  are  major 
components  of  the  slow  reacting 
substance  of  anaphylaxis, 
suggesting  a possible  role  for  these 
compounds  in  the  inflammatory 
reaction  within  the  pulmonary 
vasculature  leading  to 
vasoconstriction.1101213  The  action 
of  the  leukotrienes  are  complex  in 
that,  in  addition  to  a possible 
direct  vasoconstrictive  effect,  the 
slow  reacting  substance  of 
anaphylaxis  has  been  shown  to 
enhance  the  release  of 
vasoconstrictor  prostaglandins  and 
thromboxane  A2.1213  Leukotriene 
antagonists  have  been 
demonstrated  to  mitigate  hypoxia- 
induced  vasoconstriction  in  animal 
studies,  although  results  have 
appeared  to  be  species- 
dependent.12  Research  is  underway 
to  establish  those  diseases  in 
which  leukotrienes  play  a role  and 
to  study  the  possible  therapeutic 
role  of  the  leukotriene  antagonists. 

It  becomes  clear  in  reviewing  the 
literature  that  the  physiologic 
roles  of  the  arachidonic  acid 
metabolites  are  complex  and 
varied  as  are  the  pulmonary 
vasoconstrictive  diseases.  But 
research  indicates  that  these 
metabolites  may  play  major  roles 
in  the  pathology  and  progression  of 
pulmonary  vascular  diseases.  It  is 
enticing  to  consider  that  there  is 
perhaps  a common  ingredient  that 
ties  these  diseases  together. 

Perhaps  this  common  tie  is  the 
nonspecific  inflammation  which 
occurs  in  many  of  these 
conditions,  i.e.  hypoxia  induced 


injury  to  the  vascular  endothelium 
or  the  endothelial  injury  secondary 
to  shear  stress  which  occurs  in 
high  flow  left-to-right  shunts  in 
children  with  congenital  heart 
disease.3  As  arachidonic  acid 
metabolites  have  been  implicated 
in  the  inflammatory  response  and 
in  the  conditions  described,  the 
manipulation  of  these  metabolites 
may  become  a substantial 
component  of  the  treatment  of 
these  conditions.  Research  is  in 
progress  to  elucidate  the  part  the 
arachidonic  acid  metabolites  play 
in  the  pulmonary  hypertensive 
disorders  and  the  possibility  that 
prostacyclin  or  antagonists  of 
leukotrienes  and  thromboxanes 
may  be  useful  in  their  treatment. 
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Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration , extensive  tissue  breakdown  as  in  severe  burns 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
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Hyperkalemia  (See  OVERDOSAGE). 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment. 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia. 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and  or  ulcerative  lesions 
of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall.  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100.000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100.000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States.  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years.  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in-mind  that  acute  alkalosis  per  se  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Information  for  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following 
To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
astromtestinal  bleeding  is  noticed. 

aboratory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity  Slow-K  should  be 
given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L.  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE).  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS); other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  is  important  to  recognize  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6  5-8  0 mEq  L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq  L) 

Treatment  measures  for  hyperkalemia  include  the  following:  (1)  elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing diuretics;  (2)  intravenous  administration  of  300-500  ml  hr  of  10°o 
dextrose  solution  containing  10-20  units  of  insulin  per  1.000  ml:  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate:  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity. 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day.  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of 
tablets  should  be  given  in  divided  doses 
Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked 
HOW  SUPPLIED 

Tablets  — 600  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack— One  Unit 

12  Bottles  - 100  tablets  each NDC  0083-0165-65 

Accu-Pak1  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10)  . NDC  0083-0165-32 

Do  not  store  above  86°F  (30°C) . Protect  from  moisture  Protect  from  light 

Dispense  in  tight,  light-resistant  container  (USP). 


Dist.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev  8 87) 

CIBA  128-3568- A 


BUSINESS  LOANS 
$25,000  TO  $3,000,000 

MONY  CREDIT  CORP.  A Subsidiary  of 

MONY  Financial  Services 
A 12  Billion  Dollar  Company 
Doing  Business  Since  1843 

Why  MONY  Credit  Corp.? 

• Fixed  or  variable  rate  financing. 

• No  points. 

• No  pre-payment  penalty. 

• Long  or  short  terms 

The  application  for  your  business 
loan  can  be  handled  confidentially  in 
the  privacy  of  your  office. 

Confidential  financing  can 
sometimes  provide  a competetive  edge. 

Bob  G.  Kent  & Associates  would  ap- 
preciate an  opportunity  to  be  of  service. 

Bob  G.  Kent  & Associates 
MONY  Financial  Services 
P.O.  Box  386  • Albany,  GA  31702 
(912)  436-7411 


ANNOUNCING 
| HEA  LTlpQUn>$ INC . 

“Liquidators  for  the  Medical  Professions  ” 

FOR  SALE 

Brand  Name  Medical  Products 
and  Equipment 


40% 


BELOW 

RETAIL 


4 


& 


\R 


— Exam  Room  Equipment 


Examination  Tables, 
Lamps,  Stainless  Steel  Carts, 
Stools 


ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

WED  - FRI.  1 0:00  - 5:00  SAT.  1 0:00  - 3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 


Each  month—  . 
the  most  important  IV 
articles  on  cardiology. . . 


D presents 


• selected  from  the  best  of  the  peer- 
reviewed  literature* 

• revised  and  updated  by  the  original  authors 

• edited  for  clarity  and  brevity 

• classified  into  clinical  categories  for 
quick  reference 

• offering  a CME  Self-Study  Quiz  that 
provides  two  credit  hours  in  Category  1 


CARDIOLOGY  BOARD  REVIEW 

Greenwich  Office  Park  3,  Greenwich,  CT  06831 
(203)  629-3550 


ARDIOLOGy 
OARD 
EVIEW 


A TOURNAL  FOR  CARDIOLOGISTS  AND 
PHYSICIANS  IN  INTERNAL  MEDICINE 

VOt  5 NO  1 • JANUARY  1988 

Effect  of  Medical  versus  Surgical  Therapy  for  Coronary 
Disease  / PETER  PEDUZZI,  PhD. « al, 

Electrophvsiological  Testing  and  Nonsustained  Ventricular 
Tachycardia  / PETER  R.  KOWEV,  MD, « al 

Residual  Coronary  Arterv  Stenosis  after  Thrombolytic 
Therapy  t LOWELL  E SATLER,  MD. « al 

[ \ -ht  ' t 

Assessment  of  Aortic  Regurgitation  by  Doppler 
Ultrasound  / PAUL  A.  CRAYBURNi.  MD.  « >1 

Embolic  Risk  Due  to  Left  Ventricular  Thrombi 

JOHN  R,  STRATTON,  MD 

Hemodynamic  Effects  of  Diitiazem  in  Chronic  Heart 
Failure  / DANIEL  L.  KUUCK,  MD,  a al. 

Cardiovascular  Reserve  in  Idiopathic  Dilated 
Cardiomyopathy  / RICKY  D.  LATHAM  MD,  «al. 

Overview  * Coronary  Angioplasty;  Evolving  Applications 

CE0R6E  W.  VETROVEC,  MD 


‘Journals  reviewed  include:  Circulation , American  Heart  Journal, 
Journal  of  the  American  College  of  Cardiology , British  Heart 
Journal,  Chest,  The  American  Journal  of  Cardiology,  The  New 
England  Journal  of  Medicine,  Anna/s  of  Internal  Medicine, 
American  Journal  of  Medicine,  and  The  Journal  of  the  American 
Medical  Association. 


PHYSICIANS, 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 


Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 


Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It's  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you'll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  vour  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANS.THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 


One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a vanety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEALLYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 


The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician,  there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  to  contend 
with  Like  excessive  paperwork,  and  the 
overhead  costs  incurred  in  running  a 
private  practice. 

W hat  he  will  get  is  a highly  challeng- 
ing, highly  rcwardingexperience.  The 
Army  offers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  towork  with  a teamof 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

If  you  re  interested  in  practicinghigh 
quality  health  care  with  a mini  mum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  to  your  local  Army 
Medical  Department  Counselor  for 
more  information. 


ARMY  MEDICINE. 
BEALLYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army/Army  Reserve  Medicine 
Bldg.  922,  N.  End 
Fort  Gillem 

Forest  Park,  GA  30050-5000 
Call  collect:  (404)  362-3359  or  3374 


YOCON- 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1'3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3'4  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 

53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
Outside  NJ  1-800-237-9083 


Informed  consent 
giving  you  a 
headache? 

Don’t  just  take 
two  aspirin. 

Call  us  in  the 
morning. 

Georgia's  new  informed  consent 
law  will  go  into  effect  January  1 , 1989. 
To  assure  that  you  are  following  the 
law,  turn  to  professionals  for  help  now 
in  developing  the  best  patient 
consent  package  possible.  Turn  to 
seasoned  professionals  who  have 
been  involved  in  medical 
management  for  over  10  years. 

Accurate  and  complete  consents 
can  potentially  protect  you  in 
professional  liability  actions,  and 
can  facilitate  doctor-patient 
communication  in  order  to  avoid 
misunderstandings  that  could  lead 
to  complications  and  subsequent 
legal  action. 

We  (and  our  staff  of  attorneys  who 
specialize  in  medical  law)  will  work 
with  you  to  develop  personalized 
consents.  By  turning  to  us,  you  can 
save  money  on  expensive  attorney 
time  and  prevent  future  headaches. 

Hill , Rose  & Farmer 

New  York  * Atlanta  * Jacksonville  * Research  Triangle 

Health  Consultants 

(919)  834-3584 

Medical  Business  Development 
A Marketing  A Staff  Training  A 
Accountability  A Patient  Relations 
Bottom-line  Good  Sense  Management 
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Elcomp.. .the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


it’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
—to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.P.  today— you’ll  never 
feel  better. 

I r Data  General 

IL  U TII  systems,  in. 

(800)  441-8386  In  Georgia  (404)  565-3407 
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RETROSPECT 


Winter  branches  hide 
Beauty  in  their  barreness; 
leaves  will  bud  in  spring. 

Be  not  deceived  by 

Birdsong,  warm  breezes,  sunshine; 

Winter  is  not  gone. 

Baby  birds  are  captive 
in  the  nest,  until  one  day 
they  learn  to  fly. 

Dull  brown  crinkled  leaves 
Cling  stubbornly  to  branches 
Primed  for  spring ’s  rebirth. 

No  longer  do  I love  you 
as  I did  when  love  was  new; 

When  life  was  full  of  springtime  — 
we  were  young  — and  cares  taboo. 
No  longer  can  I love  you 
as  I did  in  summertime  — 

When  foliage  was  full  blown 
and  our  love  was  in  its  prime. 

No  longer  could  I love  you 
when  the  frost  came  on  the  dew  — 
Mem  ’ry  fanned  the  autumn  fires 
with  the  flame  I felt  for  you. 

No  longer  may  I love  you 
as  the  seasons  change  again; 

To  thaw  the  blast  of  winter  — 

I’ll  remember  — now  and  then! 

Another  day  dies 

And  life  is  that  much  shorter; 

Love  that  much  richer. 

Ruth  S.  Inglis 

Outside  my  window 

Sun  sparkles  on  sand  and  sea 

And  children  playing. 

Ruth  S.  Inglis 

UNSEEN 

THE  NATURE  OF  THINGS 

People  pass  but  rarely  meet, 

People  talk  but  rarely  hear; 

Alone  in  the  midst  of  conversation 
Alone  in  the  crush  of  a busy  street. 

The  soul  blossoms  quietly; 

The  soul  grows  invisibly; 

As  it  acquires  humility, 

A gift  that  only  God  can  see. 

Ruth  Inglis 

And  the  soul  cries  out,  “I  have  love  to  give!” 
But  who  has  time  to  hear  the  cry? 

Who  has  time  to  accept  the  gift 

The  soul  must  offer  if  the  soul  would  live? 

INSIDE  OUT 

Moments  occur,  transitory,  fleeting, 

Love  given  and  received,  two  souls  meeting, 
Reality  unveiled  the  moment  brings! 

Rare  of  necessity;  do  not  rebel. 

Learn  to  accept  it’s  the  nature  of  things. 

Ruth  S.  Inglis 

You  cleared  my  sight  that  I might  see; 
You  touched  my  soul  that  it  might  be. 
The  door  of  love  you  opened  wide, 
Inviting  me  to  come  inside. 

Leaving  behind  both  fear  and  doubt 
I learned  to  love  from  inside  out. 

In,  VOICES:  The  Art  and  Science  of  Psychotherapy 

Ruth  S.  Inglis 

Ruth  Inglis  (Mrs.  Ervin  Peter,  Jr.)  is  a member  of  the  Cobb  County  Medical  Auxiliary. 
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Physicians  Recogn it 


L-isted  below  are  those  physicians 
in  Georgia  who  have  earned  the 
AM  A ’s  Physician 's  Recognition 
Award  (PRA)  from  July  through 
December,  1987. 

The  Award  was  established  by 
the  AMA  House  of  Delegates  in 
1968  "to  recognize,  encourage,  and 
support  physicians  who  participate 
regularly  in  continuing  medical 
education  and  to  emphasize  the 
importance  of  developing  more 
meaningful  continuing  medical 
education  opportunities  for 
physicians.  ” A minimum  of  150 
credit  hours  of  CME  must  be 
earned  over  a 3-year  period  to 
qualify  for  the  Award.  The  hours 
may  include  such  activities  as 
conferences,  residencies,  teaching, 
writing,  private  reading,  listening  to 
cassettes,  home  study  courses, 
consultation,  and  peer  review;  at 
least  60  of  the  hours,  however, 
must  be  from  formal  CME 
programs  sponsored  or  co- 
sponsored for  Category  I credit  by 
organizations  accredited  for  these 
activities. 

We  congratulate  the  following 
physicians  who  have  distinguished 
themselves  and  their  profession  by 
their  commitment  to  continuing 
education: 

Emile  G.  Abbott,  Conyers 
William  Earl  Adams,  Columbus 
Dogan  Aktunc,  Martinez 
Amarasinghe  Amarasinghe, 

Augusta 

David  Lloyd  Anders,  Augusta 


Kenya  Houghton  Anders,  Augusta 
Mohammad  Arshad,  Forest  Park 
Philip  Bates  Bailey,  Dalton 
Thomas  W.  Bantly,  Tucker 
Steven  Richard  Barker,  Atlanta 
John  Baynard  Baxley,  Augusta 
Merrill  Berman,  Smyrna 
Douglas  Ronald  Bess,  Atlanta 
Alberto  Italo  Bonasera,  Norcross 
Otoniel  Moises  Boudet, 
Milledgeville 

David  Morton  Boyette,  Albany 
Stephen  Boyle,  Conyers 
Danny  Joe  Bramlett,  Thomaston 
Homer  Breckenridge,  Donalsonville 
Larry  Bregman,  Atlanta 
Robert  Allen  Brigham,  Augusta 
Grail  Lee  Brookshire,  Martinez 
Alan  Keith  Brown,  Savannah 
George  Washington  Brown, 
Palmetto 

Jimmy  Sheppard  Brown,  Norcross 
Rodney  Mack  Browne,  Macon 
James  R.  Burns,  Gainesville 
David  Emerson  Burtner,  Macon 
Jack  Allison  Butler,  Unadilla 
John  A.  Buxton,  Calhoun 
James  Andrew  Campbell,  Fitzgerald 
Charles  Irving  Caulton, 

Milledgeville 

Miriam  W.  Chambless,  Hamilton 
Sy-Ru  Chiang,  Tifton 
Cyrus  Michael  Cioffi,  Atlanta 
George  Donald  Clarke,  Savannah 
Grady  S.  Clinkscales,  Atlanta 
Thomas  Andrew  Cochran, 

Columbus 

Robert  Ted  Cook,  Chatsworth 
William  W.  Coppedge,  Atlanta 
Jose  Fernando  Cordero,  Atlanta 
Wayne  N.  Darville,  College  Park 


Harry  Nathaniel  Davis,  Canton 
Hernando  DeSoto,  Augusta 
Eloy  Edilberto  Diaz,  Riverdale 
David  Peter  Drotman,  Atlanta 
Richard  E.  DuBois,  Atlanta 
William  Cross  Dudney,  Columbus 
Marshall  Finley  Eidex,  Decatur 
Taher  Abdel  El  Gammal,  Augusta 
Dean  Cook  Elliott,  Augusta 
Warren  D.  Elliott,  Savannah 
Richard  Shatter  Field,  Augusta 
Alfonso  C.  Findley,  Smyrna 
Robert  Merril  Fine,  Atlanta 
Edwin  E.  Flournoy,  Albany 
Mauro  Folgosa,  Riverdale 
Carlos  M.  Franco,  Decatur 
Ned  Martin  Franco,  Atlanta 
David  Jay  Frolich,  Macon 
Henry  Frysh,  Marietta 
William  A.  Futch,  Conyers 
Arvind  M.  Gadhia,  Bowdon 
Paul  Jason  Glass,  Atlanta 
Robert  T.  Goetzinger,  Forest  Park 
Raul  Alberto  Gonzalez,  Rome 
Michael  Cowl  Gordon,  Smyrna 
William  Lee  Graham,  Columbus 
Herbert  S.  Greenwald,  Macon 
Mack  Varnedoe  Greer,  Valdosta 
Joe  Leonard  Griffeth,  Commerce 
Donald  Lewis  Griffin,  Tifton 
Samuel  Charles  Griffin,  Athens 
Ross  F.  Grumet,  Atlanta 
Gregory  Scott  Harold,  Perry 
William  F.  Harper,  Albany 
Lewis  B.  Hasty,  Atlanta 
Muhammad  Hawasli,  East  Point 
Raleigh  R.  Haynes,  Tifton 
Donald  Jay  Heyboer,  Dublin 
Hobart  C.  Hortman,  Rome 
William  Slocum  Howland,  Atlanta 
John  Harris  Hunt,  Statesboro 
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Anthony  Frank  Isele,  Albany 
Eugene  Hooks  Jackson,  Hahira 
Salley  Sue  Jessee,  Atlanta 
Allyn  C.  Johnson,  Gainesville 
C.  Denton  Johnson,  Columbus 
Grady  Hugh  Johnson,  Dublin 
J.  Sherwood  Jones,  Dalton 
Lawrence  Ralph  Jones,  Augusta 
Mary  Bernadean  Jones,  Nicholls 
Randy  L.  Judd,  Atlanta 
Hee  Chang  Jung,  Riverdale 
Richard  Jay  Karol,  Roswell 
A.  Paul  Keller,  Athens 
Robert  0.  Kimball,  Martinez 
Garland  Kinard,  Rossville 
William  Knox  Kinlaw,  Decatur 
Arthur  B.  Kirchner,  Atlanta 
Gilbert  South  Klemann,  Albany 
Tosaporn  Krasaeath,  Vidalia 
Virander  V.  Kumar,  Powder  Springs 
Nancy  Lafuente,  Moultrie 
Richard  Yuanchien  Lee,  Decatur 
Ronald  Jay  Lehman,  Atlanta 
Astor  Tan  Lim,  Brunswick 
Walter  M.  Lonergan,  Newnan 
Grady  Estes  Longino,  Dublin 
Raymundo  T.  Mallari,  Riverdale 
Johann  Ray  Manning,  Warner 
Robins 

Marvin  Lee  Marchman,  Norcross 
Mohammad  Ali  Masroor,  Savannah 
Arthur  Hamilton  McCain,  Macon 
George  M.  McCord,  Atlanta 
John  M.  McCraney,  Atlanta 
James  Kenneth  McDonald,  Augusta 
Eugene  B.  McLaurin,  Savannah 
Jason  Lawrence  Meadors,  Valdosta 
Leonardo  H.  Medina,  Riverdale 
Frederick  James  Meine,  Columbus 
Jonathan  Ray  Merrill,  Hartwell 
John  Ezra  Merryman,  Riverdale 


Stephen  Michigan,  Savannah 
Karl  Stanley  Mihalovits,  Smyrna 
Samuel  Jones  Miller,  LaGrange 
James  H.  Milsap,  Atlanta 
James  Wilbur  Mimbs,  Milledgeville 
Frank  L.  Mitchell,  Atlanta 
John  Gammon  Moore,  Atlanta 
Fenwick  T.  Nichols,  Savannah 
Wendy  Elise  Gross  Ose,  Savannah 
Robert  Harding  Palmer,  Lithonia 
Suzanne  Jeanette  Palmer, 
Milledgeville 

Alexander  T.  Parkinson,  Decatur 
Rajesh  M.  Patel,  Camilla 
James  Morris  Perkins,  Atlanta 
Gisak  Petrossian,  Dublin 
Dionisio  Arbon  Pinero, 

Milledgeville 

Zane  Franklin  Pollard,  Atlanta 
Alan  Jay  Pomerance,  Tucker 
Martin  Stanley  Pritzker,  Savannah 
Jose  Fundales  Rimando,  Glenwood 
Noel  D.  Rivera-Torres,  Columbus 
James  Van  Robertson,  Blairsville 
Richard  Stewart  Rodkin,  Statesboro 
Fernando  Rodriguez,  Lilburn 
John  James  Rogers,  Winder 
Harry  Rollings,  Savannah 
Ronald  Phillip  Roper,  Marietta 
John  H.  Rosemond,  Hinesville 
Randi  Veie  Rosvoll,  Atlanta 
Julius  T.  Rucker,  Augusta 
Manuel  Valdez  Salamanca, 
Columbus 

Elio  S.  Sanchez,  Rome 
Floyd  Stuart  Sanders,  Clarkesville 
Kenneth  Anthony  Scheidt,  Atlanta 
Everett  H.  Schultz,  Augusta 
Robert  Lowell  Schwin,  Atlanta 
J.  John  Scuderi,  Savannah 
Roger  Talbot  Sherman,  Atlanta 


Syed  Haider  Ali  Shirazi,  Dunwoody 
Rudy  Mckey  Shirley,  Dalton 
Nison  Howard  Shleifer,  Atlanta 
Michael  Coolidge  Sims,  Columbus 
Ada  Kathleen  Skinner,  Valdosta 
George  Brook  Skipworth,  Columbus 
Chas  Vincent  Slomka,  Newnan 
Morton  Slutsky,  Atlanta 
Darius  Austin  Smith,  Dallas 
Henry  Briggs  Smith,  Valdosta 
James  W.  Smith,  Manchester 
Roger  Perry  Smith,  Augusta 
W.T.  Smith,  Milledgeville 
Lionel  Paul  Solursh,  Augusta 
J.  Carroll  Souther,  Winder 
Bernard  M.  Stanfield,  Fort  Gordon 
Cassius  M.  Stanley,  Macon 
William  Alexander  Steed,  Augusta 
Robert  Hilton  Stephenson,  Decatur 
M.  Christine  Stock,  Atlanta 
David  Albert  Stone,  Hartwell 
Robert  Mcrae  Stout,  Lilburn 
David  G.  Stroup,  East  Point 
Mostafa  Taleb,  Augusta 
James  Mason  Tallman,  Marietta 
Donald  Ray  Thomas,  Dalton 
Nicholas  Tiliakos,  Lawrenceville 
John  B.  Tomarchio,  Augusta 
Rosa  C.  Urrutia,  Smyrna 
Jaydev  Ranchodji  Varma,  Augusta 
Theodore  F.  Vonck,  Roswell 
Charles  W.  Walden,  Tucker 
Thomas  Everett  Wallace,  Austell 
Nelson  Barnett  Watts,  Atlanta 
Wallace  Ray  Weeks,  Dalton 
Herbert  A.  Weil,  Ellijay 
Stephen  Robert  White,  Statesboro 
Paul  Austin  Whitlock,  Statesboro 
Michael  Howard  Whittle,  Moultrie 
Dana  F.  Whyte,  Atlanta 
David  C.  Williams,  Valdosta 
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MR  UPDATE 

MRI  Advances  the  Detection  of  Musculoskeletal  Disease 


KNEE  EXAMINATION 

HISTORY:  This  44-year-old  female  recently  sus- 
tained a knee  injury  and  has  clinical  evidence  of  abnormal 
laxity  of  the  posterior  cruciate  ligament. 

SCAN:  This  parasagittal  view  near  the  midline  clearly 
demonstrates  avulsion  of  the  posterior  cruciate  ligament 
(large  arrow).  The  ligament  is  normally  attached  at  its 
femoral  origin.  Total  avulsion  of  the  ligament  has  occured 
near  its  tibial  insertion,  the  expected  position  of  which  is 
marked  by  the  small  arrow.  The  higher  intensity  (lighter) 
material  at  the  tip  of  the  small  arrow  represents  hemarthro- 
sis  consequent  to  the  recent  injury. 


MRI  HIGHLIGHTS:  The  ligamentous  structures  of  the  knee  are  routinely  well  demonstrated  by  surface 
coil  MRI.  Surface  coil  imaging  is  essential  for  the  special  resolution  needed  in  this  area.  Surface  coil  MRI  is  also  useful 
for  demonstrating  meniscal  injuries.  Frank  meniscal  disruption  may  be  seen  and  confirmed  at  arthroscopy.  Since 
the  articular  surfaces,  bone  detail,  and  extra-articular  structures  are  also  shown  by  MRI,  MRI  is  highly  competitive 
with  contrast  arthrography.  MR  requires  no  painful  injection  and  no  ionizing  radiation.  MRI  is  also  the  procedure 
of  choice  for  imaging  aseptic  necrosis  of  the  hip  and  other  musculoskeletal  diseases. 


ATLANTA 

MAGNETIC 

IMAGING 

800  Douglas  Road 
Atlanta,  Georgia  30342 

(404)  256-9296 


ATLANTA 

MAGNETIC 

IMAGING-SOUTH 

276  Medical  Way 
Riverdale,  Georgia  30274 

(404)  997-9313 


ATHENS 
MAGNETIC 
IMAGING,  LTD. 

2090-B  Prince  Avenue 
Athens,  Georgia  30306 

(404)  353-3873 


AMI,  AMIS,  and  ATMI  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  slices  as  thin  as 
1mm,  high  resolution  head  and  body  coils,  state  of  the  art  surface  coils,  completely  variable  field  of  view  in  data 
collection,  cardiac  and  respiratory  gating  with  real  time  monitoring,  and  multi-axis  oblique  imaging. 


tfmayeb,  Snc. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 


PHYSICIAN  WANTED 

EXCELLENT  TEXAS 
OPPORTUNITIES  IN  CARDIOLOGY, 
CARDIOVASCULAR  SURGERY, 
DERMATOLOGY,  ENT,  FAMILY 
PRACTICE,  GENERAL  SURGERY, 
PEDIATRICS,  PULMONOLOGY, 
UROLOGY.  Excellent  quality  of  life,  first 
year  salary  guarantee,  etc.  Other 
opportunities  available  also.  Reply  with 
C/V  or  call,  Armando  L.  Frezza,  Medical 
Support  Services,  8806  Balcones  Club 
Dr.,  Austin,  TX  78750;  512-331-4164. 

Florida:  Coastal  Emergency  Services 

offers  a choice  of  35  locations  from  the 
jtropical  resort  lifestyles  of  the  Keys,  the 
jmiles  of  unspoiled  beaches  in  the 
Greater  Palm  Beach  area,  to  the 
excitement  of  major  city  living  of 
Ft.  Lauderdale/Miami.  Whether  you 
desire  low  volume/trauma  or  the 
challenges  of  a Level  I teaching/trauma 
center,  Coastal  can  offer  you  not  only 
an  Emergency  Medicine/clinic  position, 
but  a career  pathway.  Coastal  of 
Florida  offers  excellent  compensation, 
professional  liability  program,  NO 
STATE  INCOME  TAX,  not  to  mention 
some  of  the  best  weather  in  the 
country.  Please  call  of  send  CV  to 
Coastal  Emergency  Services  of 
Ft.  Lauderdale,  Inc.,  (800)  328-1038  in 
US  or  (800)  432-3039  in  FL;  2200  W. 
Commercial  Blvd.,  Dept.  SA,  Ste.  203, 

Ft.  Lauderdale,  FL  33309. 

Georgia  Coast  — Emergency 
Medicine:  Immediate  opportunities  in 
two  Atlantic  coast  community  hospitals 
for  experienced  ED  physicians. 
Independent  contractor  status,  with 
professional  liability  insurance 
procured  on  your  behalf.  No  on  call 
responsibilities.  Volumes  from  5,000- 
10,000  annually.  Call  Mike  McCoy, 
Coastal  Emergency  Services,  519 
Pleasant  Home  Rd.,  Dept.  SA,  Ste.  C-l, 
Augusta,  GA  30907;  collect  404-868- 
0185. 

Student  Health  Service  Director  — 

The  Family  Practice  department  of  the 
Medical  College  of  Georgia  has  a 
combined  position  of  Student  Health 
Director  and  Family  Medicine  faculty 
available.  A board  certified  Family 
Physician  with  5 or  more  years  of 
practice  to  direct  the  health  care  of 
1600  students  is  needed.  As  medical 
Director  of  a branch  of  the  Family 
Medicine  Department,  a faculty 
. appointment  is  included.  Three  days  of 
i student  health  care  and  supervision  of 
the  center  will  be  combined  with  2 
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days  of  resident  training  and  patient 
care  in  the  Family  Practice  Center  for  a 
well  rounded  clinical  experience. 
Applicants  should  enjoy  acute, 
preventive,  and  maintenance  care  for 
college  age  patients  and  have 
appropriate  clinical  communicative 
skills.  This  position  has  good  support 
from  the  administration  and  faculty. 

The  salary  is  competitive  and 
negotiable.  Please  forward  an 
application  with  a current  C.V.  to: 

O.  R.  Wilson,  M.D.,  Chairman,  Search 
Committee,  AJ/105  Medical  College  of 
Georgia,  Augusta,  Georgia  30912.  EOE/ 
AAP. 

Emergency  Physicians  — Physician 
owned  and  operated  group  has 
outstanding  opportunities  available  in  a 
modern  417-bed  regional  Level  I 
trauma  center  with  EMS  base  station, 
poison  control  center  and  helicopter 
port.  Annual  patient  volume  of  36,000. 
Bd.  prepared  or  Bd.  certified  in  EM  or  a 
major  specialty.  Charming  city  of 
Columbus,  GA,  population  200,000, 
located  on  the  Chattahoochee  River,  90 
miles  from  Atlanta.  Competitive 
compensation.  Superior  malpractice 
insurance.  Send  CV  to  Barby 
DeBenedetti,  EMSA,  Emergency  Medical 
Services  Associates,  Inc.,  100  N.W.  70th 
Ave.,  Plantation,  FL  33317,  or  call 
1-800-443-3672. 

General  Pediatrician:  Department  of 
Pediatrics,  Emory  University  School  of 
Medicine,  seeks  an  academically 
oriented  BE/BC  pediatrician  to  assist 
with  teaching,  administrative,  and 
patient  care  responsibilities  at 
Henrietta  Egleston  Hospital  for 
Children  and  Grady  Memorial  Hospital 
in  Atlanta,  Ga.  Responsibilities  include 
administrative  night  call,  serving  on 
hospital  committees,  and  acceptance 
of  patients  referred  from  other  medical 
facilities  and  physicians,  with 
coordination  of  their  hospital  and 
follow-up  care.  Patient  care  includes 
attending  outpatient  and  follow-up 
clinics,  daily  review  with  the  housestaff 
of  all  patients  admitted  to  the  Medical 
Service  over  the  previous  24  hours,  and 
shared  attending  responsibilities  for  the 
General  Pediatrics  and  Consult  Services 
at  Henrietta  Egleston  Hospital  for 
Children.  Medical  call  will  be  shared 
with  the  Assistant  Chief,  Pediatrics,  and 
will  include  weekend  call 
approximately  every  other  weekend. 
Teaching  responsibilities  include  the 
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overall  direction  of  the  third  year 
medicai  students  during  their  Egleston 
rotation,  including  arrangement  of 
preceptor  conferences  with  small 
groups  of  students,  student  teaching 
rounds  and  written  evaluations  of  the 
students’  performances.  She/he  will 
also  arrange  resident  teaching  rounds 
and  general  housestaff  conferences  at 
Egleston  Hospital.  Contact  George 
Brumley,  M.D.,  2040  Ridgewood  Dr. 

NE,  Atlanta,  GA  30322.  EOE/AA. 

Primary  Care  Practice  in  Atlanta  — ~ 

Unique  opportunity  to  acquire  choice 
practice  in  affluent  DeKalb  County. 
Fully  equipped  office  in  multi-specialty 
building  only  10  minutes  from  550-bed 
general  hospital.  Practice  grosses 
$330,000  + . Physician  leaving  for 
salaried  position.  Reply  with  CV  to  J. 

W.  Holderfield  at  2786  N.  Decatur  Rd., 
Suite  200,  Decatur,  GA  30033;  (404/292- 
6392). 

Staff  Physician  — Student  Health 
Service  needs  full-time  Family 
Practitioner  to  join  13  full-time  M.D.s  in 
modern  health  care  facility  serving 
25,000  students.  Board  certification  or 
Board  eligibility  preferred.  Experience 
in  adolescent  medicine  desired. 
Excellent  support  staff.  Competitive 
salary  with  good  benefit  package. 
Position  available  mid  September, 

1988.  CV  to  be  received  by  May  23, 
1988.  Forward  to:  Dr.  Jacquelyn  S. 
Kinder,  Director,  University  Health 
Service,  University  of  Georgia,  Athens, 
GA  30602. 

The  University  of  Georgia  is  an  Equal 
Opportunity/Affirmative  Action 
institution. 


FOR  SALE 

Tropical  Island  FL.  W.  Coast  — IM/ 

FP  for  sale.  Office  only,  limited 
practice  grossed  $125K.  Expansion 
easily  possible.  Retiring.  Low  cost. 
Terms.  Brief  CV  to  Stephen  Mullins, 
M.D.,  3024  Turtle  Gait  Lane,  Sanibel,  FL 
33957. 


SERVICES 

Discount  Holter  Scanning  Sevice, 
Starting  at  $35.00.  Hook  Up  Kits  for 
$4.95,  Stress  Test  Electrodes  .29, 
Scanning  Paper  for  $18.95.  Call:  1-800- 
248-0153. 


ADVERTISING  INDEX 


AMA-ERF  240 

Atlanta  Magnetic  Imaging  264 

Campbell  Laboratories  241 

Cardiology  Board  Review 257 

CIBA-Geigy  Corporation  255 

Classified  Ads  265 

DeKalb  General  Hospital  247 

Elcomp  Systems  260 

Family  Practice  Recertification 241 

Health  Quip,  Inc 257 

Hill,  Rose  & Farmer 259 

Lilly,  Eli  & Company  235 

MAG  Mutual  Insurance  Company  202 

M$NY  Credit  257 

Palisades  Pharmaceuticals,  Inc 259 

Roche  Laboratories  203,  267-268 

U.S.  Army 258 

Woodridge  Hospital 225 

Wyeth-Ayerst  Laboratories  202A-D 


MANUSCRIPT  INFORMATION 


MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  this 
Journal.  Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original  and  one  copy  should  be  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  Used  manuscripts  will  be  returned  only  if 
requested. 

STYLE  — Ordinarily  articles  should  not  exceed  3,000  words. 
Only  under  exceptional  circumstances  will  articles  of  over 
4,000  words  be  published.  Footnotes,  bibliographies,  and 
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tamine and  eosinophil  chemotactic  fac- 
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N Engl  J Med  1976;294:687-90. 
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name  and  figure  number.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publication 
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by  any  contributor.  All  communications  regarding  editorial, 
advertising,  subscription,  and  miscellaneous  matters  should 
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With  MAG  Mutual  Agency’s 

Comprehensive  Coverages 


There  are  times  when  it’s  best 
to  consolidate.  That’s  why  MAG 
Mutual  Insurance  Agency  offers 
you  convenient,  complete  insur- 
ance coverages  with  caring  service. 
Convenient,  because  all  your 
personal  and  professional  in- 
surance needs  are  consolidated 
through  one  Agency  representing 
only  A+  carriers.  Complete  with 
comprehensive,  full-service  capa- 
bilities covering  office,  worker’s 
compensation,  bonds,  business 
<Sc  personal  autos,  and  homes. 
And  best  of  all,  caring,  because 
we  re  doctor  owned  and  under- 
stand the  unique  requirements 
of  your  profession.  We’ll  handle 
your  account  with  the  same 


personal  attention  that  MAG 
Mutual  Insurance  Company  pro- 
vides with  professional  liability 
insurance. 

Call  and  compare  our  com- 
petitive rates.  Whether  you  need 
one  policy  or  several,  MAG 
Mutual  Insurance  Agency  will 
consolidate  your  coverages  into 
a more  convenient  plan.  Doctors 
are  our  specialty. . . let  us  design 
a custom-made  program  for  you. 

♦ Office  Package  ♦ Worker’s 
Compensation  ♦ Bonds  ♦ Data- 
Computer  Policy  ♦ Business  (Sc 
Personal  Automobiles  ♦ Home- 
owners and  Condos  ♦ Boats 

♦ Accounts  Receivables 

♦ Professional  Liability 


MAG  MUTUAL  INSURANCE  AGENCY,  LTD. 

P.O.  Box  52979  Suite  750  Atlanta,  GA  30355-0979  404/842-5600  or  800/282-4882 


The  Future  Effect  Of  AIDS 
On  3bur  Insurance  Plans 


Answer  This  Question: 

If  in  the  1970's  and  early  1980's  you  had  known  what  you 
know  now  about  medical  malpractice  premiums,  would  you 
have  been  willing  to  purchase  your  coverage  on  a fixed, 
guaranteed  cost  basis? 

Of  course  you  would. 


That  type  of  opportunity  exists  today  in  an  area 
that  is  likely  to  be  as  volatile  as  the  malpractice 
area  has  been.  I am  referring  to  nonguaranteed 
life  and  disability  plans. 

The  spectre  of  AIDS  is  casting  a long  shadow  in 
the  insurance  community.  Because  of  actual 
claims  and  expected  claims,  most  nonguaranteed 
plans,  and  plans  offered  by  companies  that  are 
not  rock  solid,  will  be  severely  affected.  Unless 
you  are  positioned  properly,  you  will  see  a 
doubling  and  tripling  of  your  insurance  rates, 


and  many  plans  will  be  cancelled  altogether. 

Professional  Resource  Group  works  only  with 
physicians.  We  are  committed  to  helping  them 
keep  their  plan  costs  as  low  as  possible  without 
sacrificing  quality. 

Though  costs  can  not  be  guaranteed  on  medical 
insurance,  thousands  of  dollars  can  be  saved  each 
year;  in  fact,  Professional  Resource  Group  was 
able  to  offer  an  annual  savings  in  excess  of 
$19,000  for  a medical  practice  in  Atlanta. 


Compare: 

Sample  rates  for  one  of  our  medical  plans  are  listed  below.  It  is 
with  an  “A+  rated"  carrier  and  is  priced  very  competitively. 


Typical  Association  Rate 
as  of  10-01-87 
$300  Deductible 


*A+  Rated”  Carrier 
as  of  05-01-88 
$250  Deductible 


AGE 

EMPLOYEE 

FAMILY 

Under  35 

$ 50.00 

$157.00 

35-39 

$ 63.00 

$189.00 

40-49 

$ 93.00 

$260.00 

50-59 

$148.00 

$370.00 

60-64 

$211.00 

$498.00 

AGE  EMPLOYEE  FAMILY 


Under  29 

$ 34.00 

$ 91.00 

30-39 

$ 38.00 

$113.00 

40-44 

$ 49.00 

$127.00 

45-49 

$ 59.00 

$142.00 

50-54 

$ 70.00 

$155.00 

55-59 

$ 84.00 

$169.00 

60-64 

$101.00 

$186.00 

*The  “A  + Rated”  carrier’s  premiums  would  be  slightly  higher  in  the  Atlanta  area.  Rates  and  contracts  are  subject  to  change.  A number  of  options 
are  available  including  Maternity,  Prescription,  Dental,  etc.  at  additional  premiums.  All  premiums  are  subject  to  underwriting  acceptance. 


Professional  Resource  Group 
P.O.  Box  7190 
2045  Peachtree  Rd.,  NE 
Atlanta,  GA  30357 
(404)  351-7257 

Robert  E.  Dudley 
President 


| Name  

| Address 

| City/State 

. Phone  

' Contact  Person  

I □ Group  Health  □ Disability  Income  □ Pension  Design/ Administration 
| □ Life  □ Business  Overhead  Expense  □ Future  Tail  Coverage  Buyout 
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YOUR  PATIENTS 
THE GOOD 


t;s  true  that  diabetes  is  no  longer  the 
grim  diagnosis  it  once  was.  with 
every  new  discovery  and  innovation 
the  disease  has  less  power  over  a patient;s 
life.  But  the  really  good  news  is  that  now 
your  patients  witn  diabetes  can  get  the 
full  benefit  of  all  these  innovations  at  one 
| place-our  state-of-the-art 

m m ay  m m u ■ Diabetes  Medical  Center  The 

NOW  nursing  staff,  diabetic  educa- 

™ a ■ jm  mmmZ  tor;  dietician,  social  worker, 

K A WiM  (v  I If  E occupational  therapist  and 

W H physical  therapist  are  specially 
trained  to  provide  these  inno- 
vative treatments.  We  con- 
centrate on  the  lifestyle  and 
livelihood  of  your  patients - 
helping  them  take  control 

self- 

monitoring,  diet  and  exercise. 
We  work  with  you  to  design 
the  treatment  and  education 
program  that;s  right  for  each  individual 
patient.  We  even  offer  our  daily  classes 
to  outpatients  with  individual  instruction 
as  you  require.  And  we  keep  you  abreast 
of  progress  regularly 

"The  Diabetes  Medical  Center 
is  supported  by  the  full  resources  of 
DeKalb  General.  So  you  can  count  on 
cost-effective  care  and  a highly-skilled 
professional  staff. 

The  Diabetes  Medical  Center.  The 
good  news  about  diabetes. 

For  patients  and  physicians. 

For  more  information  call 

297-5397 


NEWS  ABOUT  mnnirnrincr  rlipfpinrl 

DIABETES 


At  DeKalb  General  Hospital 
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Elcomp... the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  ali  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients' 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits... 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
—to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.P.  today— you’ll  never 
feel  better. 

I r Data  General 

Ei  n ill  s^tamsjis. 

(800)  441-8386  In  Georgia  (404)  565-3407 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 

53159-001-10. 
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PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
Outside  NJ  1-800-237-9083 


Most 
patients 
need 
only  one. 


Microburst 

Release 

System' 


(potassium  chloride)  20mEq  tsr 

A daily  prophylactic  dose 
in  a single  tablet. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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K-3UR 

(potassium  chloride)  Sustained  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS, 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e.g. , spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e.g. , spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e.g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established . 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS):  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skir:  rash  has  been  reported  rarely. 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1.  Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 
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AFFORDABLE  TERM  LIFE  INSURANCE 
FROM  JACOBS,  ACKERMAN  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non- 
decreasing graded  premium  life. 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

250.00 

455.00 

670.00 

30 

252.50 

460.00 

677.50 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males 
four  years  younger.  All  coverage  provided  by  companies 
rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description,  send 
your  date  of  birth  and  amount  of  coverage  desired  to: 

JACOBS,  ACKERMAN  & ASSOCIATES 

502  GLOUCESTER  STREET,  SUITE  6 
BRUNSWICK,  GEORGIA  31520 
(912)  265-2876 


ANNOUNCING 


HEALTH  QUIPJINC. 


“Liquidators  for  the  Medical  Professions  ” 

FOR  SALE 

Brand  Name  Medical  Products 
and  Equipment 

40%  ret/ml 


\FV 


— Exam  Room  Equipment 


Examination  Tables, 
Lamps,  Stainless  Steel  Carts, 
Stools 


ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

WED.-  FRI.  1 0:00  - 5:00  SAT.  1 0:00  - 3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 


Ask  any  C&S  Trust  Officer 
how  we  can  support  your 
efforts  with  Personal  and 
Corporate  Trust  Services. 


Atlanta 

Albany 

Buckhead 

128  South  Washington  Street 

3005  Peachtree  Road,  Nh 

912/432-4251 

404/2314746 

Decatur 

LaGrange 

150  East  Ponce  de  Leon 

200  Main  Street 

Decatur  TownCenter 

404/884-6611 

Suite  200 
404/377-0783 

Macon 

Downtown 

487  Cherry  Street 

33  North  Avenue,  NW 

912/744-6452 

404/897-3224 

Aueusta 

Rome 

709  Broad  Street 
404/828-8208 

500  North  Second  Avenue 
404/291-0123 

Athens 

Savannah 

110  East  Clayton  Street 

22  Bull  Street 

404/549-8700 

912/944-3456 

Valdosta 

106  South  Patterson  Street 
912/247-6005 


Corporate  and  Institutional  Trust 


Atlanta 

33  North  Avenue 
404/897-3081 


CgS 


Citizens  and  Southern  Trust  Company 

Member  FD1C 
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MR  UPDATE — 

MRI  Advances  the  Detection  of  Musculoskeletal  Disease 


KNEE  EXAMINATION 

HISTORY:  This  44-year-old  female  recently  sus- 
tained a knee  injury  and  has  clinical  evidence  of  abnormal 
laxity  of  the  posterior  cruciate  ligament. 

SCAN:  This  parasagittal  view  near  the  midline  clearly 
demonstrates  avulsion  of  the  posterior  cruciate  ligament 
(large  arrow).  The  ligament  is  normally  attached  at  its 
femoral  origin.  Total  avulsion  of  the  ligament  has  occured 
near  its  tibial  insertion,  the  expected  position  of  which  is 
marked  by  the  small  arrow.  The  higher  intensity  (lighter) 
material  at  the  tip  of  the  small  arrow  represents  hemarthro- 
sis  consequent  to  the  recent  injury. 


MRI  HIGHLIGHTS:  The  ligamentous  structures  of  the  knee  are  routinely  well  demonstrated  by  surface 
coil  MRI.  Surface  coil  imaging  is  essential  for  the  special  resolution  needed  in  this  area.  Surface  coil  MRI  is  also  useful 
for  demonstrating  meniscal  injuries.  Frank  meniscal  disruption  may  be  seen  and  confirmed  at  arthroscopy.  Since 
the  articular  surfaces,  bone  detail,  and  extra-articular  structures  are  also  shown  by  MRI,  MRI  is  highly  competitive 
with  contrast  arthrography.  MR  requires  no  painful  injection  and  no  ionizing  radiation.  MRI  is  also  the  procedure 
of  choice  for  imaging  aseptic  necrosis  of  the  hip  and  other  musculoskeletal  diseases. 


ATLANTA 

MAGNETIC 

IMAGING 

800  Douglas  Road 
Atlanta,  Georgia  30342 

(404)  256-9296 


ATLANTA 
MAGNETIC 
IMAGING— SOUTH 

276  Medical  Way 
Riverdale,  Georgia  30274 

(404)  997-9313 


ATHENS 
MAGNETIC 
IMAGING,  LTD. 

2090-B  Prince  Avenue 
Athens,  Georgia  30306 

(404)  353-3873 


AMI,  AMIS,  and  ATMI  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  slices  as  thin  as 
1mm,  high  resolution  head  and  body  coils,  state  of  the  art  surface  coils,  completely  variable  field  of  view  in  data 
collection,  cardiac  and  respiratory  gating  with  real  time  monitoring,  and  multi-axis  oblique  imaging. 


Ctfea/fh  ttfmcujeb,  Snc. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 


GIVE 

YOURSELF 

A BREAK 


Pro-Med  Practice 
Management  Systems 

Whatever  happened  to  the  traditional  Wednesday 
afternoon  off?  Many  physicians  are  finding  the  com- 
plexities of  today's  medical  practice  overwhelming  both 
in  terms  of  compromising  the  time  they  have  with 
patients  and  the  time  they  have  to  pursue  personal 
interests. 

As  you  respond  to  your  patients'  needs,  we  respond 
to  yours  by  providing  the  management  services  that 
will  enable  you  to  enjoy  your  career  and  life  to 
its  fullest. 

+ Contract  Management  Services  - We  can  manage  all 
of  the  day-to-day  non-medical  functions  of  your  practice 
including  implementing  a management  system 
designed  to  give  you  control  of  all  operational  and 
financial  aspects. 

+ Management  Consulting  - We  can  advise  you  on  a 
variety  of  issues  including  cost  benefit  analyses,  practice 
development,  equipment  procurement,  risk  manage- 
ment, marketing,  and  long-range  planning. 

+ Staff  Recruitment  and  Training  - We  can  help  to 
define  your  needs,  develop  an  appropriate  job  descrip- 
tion, conduct  the  search  and  interview  process,  and 


recommend  candidates  best  suited  to  your  practice 
environment. 

+ Accounts  Receivable  Management  - We  will  render 
bills  to  your  patients  and  submit  claims  to  third-party 
payors,  either  by  mail  or  electronically.  Because  third- 
party  payors  represent  a large  segment  of  today's 
receivables,  we  continually  monitor  changes  which 
may  impact  your  practice  income  such  as  medical-legal 
legislation,  HCFA,  and  other  health  care  related  govern- 
ment agency  mandates. 

Our  experience  with  a broad-base  of  medical  clients 
is  your  assurance  that  the  services  you  need  will  be 
performed  by  recognized  professionals.  If  you  have 
questions  or  need  more  information  about  how  our 
services  might  benefit  your  practice,  please  contact 
us  today. 


PR©*MED“ 

Simplifying  the  Complexities  of  Today's 
Health  Care  Environment 

PROFESSIONAL  MEDICAL  RESOURCES,  INC. 
5901  Peachtree-Dunwoody  Rd.,  N.E.  Suite  B-100 
Atlanta,  Georgia  30328  (404)  393-8834 


A SPECIAL  PLACE 


Woodridge,  a free  standing  center  for  the  treatment  of  addic- 
tive diseases,  is  located  in  the  beautiful  Blue  Ridge  Mountains  of 
northeast  Georgia.  The  Woodridge  approach  to  treatment  is  unique, 
combining  a carefully  chosen  well  trained  staff  with  a modern  facility 
and  a total  care  program  that  offers  hope,  help,  and  the  tools  for  ad- 
diction free  living.  At  Woodridge  recovery  is  a way  of  life  that  is  prac- 
ticed as  well  as  taught  by  the  staff.  We  invite  you  to  call  our  toll  free 
number  for  more  information  regarding  our  inpatient  and  aftercare 
treatment  programs  for  alcoholism,  drug  addiction,  and  eating 
disorders. 


CALL  NOW 
TOLL  FREE 


IN  GEORGIA 

1-800-342-8863 


OTHER  STATES 

1-800-235-7759 


recurrent  herpes  labialis 


for. — 


“HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
® Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
=>  10150 


In  Georgia  HERPECIN-L  is  available  at  all  Bee  Thrifty,  Drugs  Mutual,  Eckerd, 
Reed,  Revco,  RiteAid,  SupeRx  and  Treasury  and  other  select  pharmacies. 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAl?  LA. 

In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views1  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

inderal  la  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

inderal  la  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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The  one  you  know  best 
keeps  looking  better 


LONG  ACTING 
CAPSULES 
60,80,120, 160  mg 


Please  see  next  page  for  brief  summary  of  prescribing  information. 
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LONG  ACTING 
CAPSULES 
60,80,120, 160  mf 


The  one  you  know  best 
keeps  looking  better 


60  mg  80  mg  120  mg  160  mg 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL*  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician’s  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  in 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs.  , 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  In  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie’s  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION— Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks. 

ANGINA  PECTORIS— Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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About  the  Cover  Artist 


Yun  James  Yohe 


Yun  James  Yohe’s  painting  has 
steadily  concerned  itself  with 
bringing  contemporary  Western  and 
ancient  Eastern  idioms  of  abstrac- 
tion and  philosophy  into  balance. 

A painter  since  childhood,  Yohe 
was  born  in  San  Francisco  in  1944 
and  raised  in  Saudi  Arabia.  After 
completing  his  basic  education  in 
Switzerland,  he  returned  to  Amer- 
ica and  obtained  a bachelor  of  fine 
arts  degree  from  the  University  of 
New  Mexico  in  1968  and  a master’s 
degree  from  Rutgers  in  1972. 

Although  he  is  not  Oriental,  de- 
spite the  sound  of  his  name  (Yohe 
is  of  German  origin),  he  has  adopted 
the  aesthetic  Oriental  ideal  of  con- 
templation as  the  basis  for  his  life 
and  his  art.  One  does  not  so  much 
look  at  one  of  his  paintings  as  enter 


into  a meditation  on  it.  “With  a con- 
scious and  definite  Orientalism,”  he 
has  created  “an  art  that  can  lead  to 
thoughts  about  other  things.  I’ve  al- 
ways felt  my  images  were  not  so 
much  abstract  as  associative,”  he 
says. 

Mr.  Yohe’s  paintings  reveal  them- 
selves slowly.  Each  time  one  finds 
something  that  was  not  there  be- 
fore. His  titles  are  fragments  of 
poems  and  prose,  such  as  that  used 
on  this  month’s  cover:  Life  is  short, 
the  art  long.  Timing  is  exact,  ex- 
perience theatrical,  judgment  diffi- 
cult. 

Mr.  Yohe’s  paintings  are  shown 
exclusively  in  Atlanta  at  EVE 
MANNES  GALLERY  at  Tula,  75  Ben- 
nett St.,  Suite  2B,  Atlanta  30309.  PH: 
404-351-6651. 
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On  Team  Work 


•/s  quality  of  health 
care  at  an  affordable 
price  as  opposed  to 
quality  health  care  at 
any  price  the  question 
we  must  answer?  Do 
these  queries  represent 
the  dilemma  we  face?  f 


It  comes  as  no  surprise  to  anyone 
conversant  to  even  a modest 
degree  with  American  medicine 
that  the  cost  of  health  care  in  the 
Republic  is  on  the  rise.  When  a 
third  party  payor,  known  for  its 
capability  through  the  years  to 
provide  health  insurance,  finds  it 
necessary  to  raise  its  annual  rates 
50%  for  that  coverage,  then  the 
critical  nature  of  the  matter  looms 
ominously  before  both  patient 
(consumer)  and  physician/hospital 
(provider).  One  dare  not  take 
undue  refuge  or  consolation  in  the 
knowledge  that  the  luxuries  of  their 
lives,  and  yes,  their  essentials,  be  it 
food  or  housing  or  clothing,  are 
evermore  costly.  For  we  deal  in  our 
profession  with  one  of  the 
indispensables  of  a person’s 
existence.  And,  with  one  of  the 
indispensables  concerning  which 
we  have  always  prided  ourselves 
that  there  is  but  one  grade  of 
quality.  Shoes  and  suits  may  offer 
one  the  choice  of  good,  better,  or 
best,  but  in  care  of  the  sick  and 
injured  there  must  be,  or  so  we 
would  espouse,  but  one  manner  in 
which  to  treat  a child  with 
pneumonia,  a woman  with  a 
troubled  pregnancy,  a man  with  a 
malignancy.  That  way  must  be  the 
best  that  skill  and  technology 
allow. 

“Oh,”  you  say,  “foolishness!”  We 
all  know  that  levels  of  care  exist  — 
levels  dictated  by  one’s  locale,  by 


one’s  ability  to  select  competent 
physicians,  or  by  the  adequacy  of 
available  hospital  facilities.  No 
doubt  these  are  indisputable  facts 
of  our  lives.  No  one  can  deny  that 
across  the  state  and  nation  there 
ranges  a wide  array  of  quality  in 
the  health  care  field. 

But  cost  — the  price  of  the 
product  — must  that  be  an 
indispensable  part  of  the  equation? 
The  matter  lies  at  the  heart  of  that 
eternal  argument  over  universal 
health  care  insurance  — at  the 
heart  of  the  argument  concerning 
the  right  to  health  care.  It  is  the 
driving  force  propelling  the  chilling 
prospect  of  socialized  medicine. 
From  that  concern  our  adversaries 
draw  their  sustenance. 

I would  propose  to  you  the 
simplistic  suggestion  that  it  is  a 
problem  to  be  solved  only  when 
the  players  in  the  game  set  their 
mind  to  solve  it. 

When  a hospital,  known  for  its 
dedication  to  quality  care, 
becomes  obsessed  with  its  bottom 
line  and  launches  into  ventures 
bringing  it  into  conflict  with  and 
invading  the  field  of  interest  of  its 
medical  staff  with  those  ventures 
far  afield  from  the  primary  task, 
then  the  problem  will  not  be 
solved.  When  a state  legislature, 
out  of  lack  of  knowledge  or  fixed 
on  personal  gain,  loses  sight  of  the 
goal  and  with  reckless  abandon 
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)uts  into  law  statutes  mandating 
>ayments  and  health  care 
nodalities  themselves  generating 
econd  class  care  at  inflated 
>rices,  then  the  problem  will  not 
>e  solved.  When  third  party  payors 
ail  to  understand  and  take 
eriously  the  obligation  which  they 
lave  assumed,  losing  sight  of 
juality  health  care  as  a mission 
ind  not  the  means  to  an  investor’s 
lain,  then  the  problem  will  not  be 
iolved.  When  physicians  lose  sight 
)f  their  heritage  and  launch 
hemselves  into  the  commercial 
irena  in  such  a manner  as  to 
idversely  impact  their  hospital’s 
irofit  margin  with  the  tattered  and 
ithically  questionable  excuse  of,  “I 
lave  as  much  right  to  enjoy  the 
ncome  as  the  hospital  does,”  then 
he  problem  will  not  be  solved. 

Wherein  lies  the  answer?  Can 
ve  afford  the  medical  care  that 
ies  ahead  at  the  cost  which  at 
)resent  seems  unavoidable? 
Certainly  we  can.  But,  we  must  be 
villing  to  dispense  with  some, 
)erhaps  many,  of  those  parts  of 
)ur  lives  which  to  now  we  have 
udged  to  be  inviolate.  I speak  not 
)nly  of  physicians  but  also  of  the 
)ublic  of  this  nation.  They,  too, 
nust  place  quality  health  care 
ihead  of  the  luxuries  of  their 
ives.  Is  “quality  health  care  at  an 
iffordable  price”  as  opposed  to 
quality  health  care  at  any  price” 
he  question  we  must  answer?  Do 


these  queries  represent  the 
dilemma  we  face?  The  answer,  of 
course,  eludes  us. 

I would  suggest  that  we  must 
engage  these  problems  and 
the  future  with  the  attitude  of  the 
sparrow  described  by  Herman 
Talmadge  found  one  day  lying 
upon  its  back  attempting  to 
balance  the  entire  world  on  his 
spindly  legs.  To  the  person 
suggesting  that  he  was  far  too 
small  to  manage  such  a load,  the 
bird  replied,  “One  does  what  one 
can.”  There  is  only  so  much  we 
as  individual  physicians  can  do. 
But,  we  can  be  knowledgeable  of 
the  problem.  We  can  pay  more 
attention  to  “quality”  as  a non 
negotiable  and  to  “cost”  as  an 
unavoidable  bed  person.  We  can 
refuse  to  be  part  of  the 
commercialization  of  health  care. 
We  can  monitor  that  portion  of 
the  expenditure  of  the  health  care 
dollar  which  falls  within  our 
control  and  not  shy  away  from  the 
responsibility  of  educating  our 
peers  concerning  the  part  which 
they  must  play.  And  we  can  insist 
that  we  be  part  of  the  team  while 
at  the  same  time  insisting  that  the 
other  players  recognize  their 
unique  position  in  the  effort.  Only 
then  will  the  heritage  we  are  heirs 
to  be  truly  and  deservedly  ours. 
Only  then  can  we  sleep  in  the 
quiet  comfort  of  knowing  that 


here,  in  this  place  and  at  this 
time,  with  honest  application  of 
talent  and  effort  did  we  do  our 
part.  ■ 

CRU 


By  leaving  even  the  smallest 
legacy  to  the  American  Cancer 
Society  in  your  will,  you  can 
leave  a loving  and  lasting  impres- 
sion on  life.  And  giving  life  is 
the  greatest  way  I 
of  leaving  your  l^jERgXN 
mark  on  it.  Y SOCIETY 15 

For  more  information,  call  your  local  ACS 
Unit  or  write  to  the  American  Cancer  Society, 
4 West  35th  Street,  New  York,  NY  10001. 
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28-29  — Sea  Island:  Georgia 
Neurosurgical  Society.  Category 
1 credit.  Contact  Herman  Flanigin, 
M.D.,  Secy-Treas.,  MCG,  Augusta 
30912.  PH:  404/828-3071. 


JUNE 

3-4  — Macon:  Cancer 
Management  Course.  Category  1 
credit.  Contact  James  T.  Evans, 
M.D.,  Mercer  Univ.  Sch.  of  Med., 
777  Hemlock  St.,  Macon  31208. 
PH:  912/744-1367. 

10-12  — St.  Simon’s  Island:  Daily 
Anesthetic  Challenges.  Category 
1 credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

13-18  — Kiawah  Island,  SC: 
Internal  Medicine  Symposium. 
Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 

17-19  — Savannah:  GAFP  CME 
weekend.  AAFP  Prescribed  & 
AMA  Category  1 credit.  Contact 
Ga.  Acad,  of  Fam.  Phys.,  3760 
LaVista  Rd.,  Ste.  100,  Tucker 
30084.  PH:  404/321-7445. 

23-26  — Sea  Island:  Georgia 
Chapter  of  the  American 
Academy  of  Pediatrics  Spring 
Meeting.  Contact  Executive 
Secretary  William  Mankin,  4059 
Land  O’Lakes  Dr.,  Atlanta  30342. 
PH:  404/237-3922. 


JULY 

11-13  — Kiawah  Island,  SC: 
Clinical  Obstetrics.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

14-16  — Kiawah  Island,  SC: 

Update  in  Gynecology.  Category 
1 credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 


C A L E N D A 


1 9-23  — Kiawah  Island,  SC: 
Critical  Care  Medicine.  Category 
1 credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

25- 27  — Kiawah  Island,  SC: 
Pediatric  Update.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

AUGUST 

8-12  — Destin,  FL:  Summer 
Imaging  and  Interventional 
Techniques  VI.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

11-14  — Amelia  Island:  Georgia 
Psychiatric  Summer  Meeting. 
Category  1 Credit.  Contact  James 
Moffett,  MAG,  938  Peachtree  St., 
Atlanta  30309.  PH:  404/876-7535 
or  800/282-0224. 

15-19  — Atlanta:  A 
Comprehensive  Board  Review 
in  Internal  Medicine.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

26- 28  — Kiawah  Island,  SC: 

Georgia  Society  of 
Anesthesiologists/South 
Carolina  Society  of 
Anesthesiologists  Meeting. 

Contact  William  Hammonds,  M.D., 
1365  Clifton  Rd.,  Atlanta  30322. 
PH:  404/321-0111. 


SEPTEMBER 

2-4  — Callaway  Gardens: 

Georgia  Society  of  Internal 
Medical/Georgia  Chapter, 
American  College  of 
Physicians/Georgia 
Gastroenterologic  Society  Joint 
Meeting.  Category  1 credit. 
Contact  James  Moffett,  938 
Peachtree  St.,  Atlanta  30309.  PH: 
404/867-7535  or  800/282-0224. 


15-17  — Sea  Island:  Georgia 
Surgical  Society.  Category  1 
Credit.  Contact  William  C. 
McGarity,  M.D.,  1365  Clifton  Rd., 
NE,  Atlanta  30322.  PH:  404/321- 
0111. 

1 9-20  — Atlanta:  Menopause 
Today.  Category  1 credit.  Contact 
Office  of  CME,  Emory  Univ.  Sch. 
of  Med.,  1440  Clifton  Rd.,  NE, 
Atlanta  30322.  PH:  404/727-5695. 

14-16  — Atlanta:  Advances  in 
the  Rx  and  Dx  of 
Cardiovascular  Diseases. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  NE, 
Atlanta  30322.  PH:  404/727-5695. 

14-16  — Savannah:  Neonatology 
— the  sick  newborn.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
Augusta  30912.  PH:  404/721- 
3967. 

22-24  — Hilton  Head  Island,  SC: 
Frontiers  in  Nutrition.  Category 
1 credit.  Contact  Div.  of  Cont.  Ed.. 
Augusta  30912.  PH:  404/721- 
3967. 

28-29  — Atlanta:  Georgia 
Chapter  of  the  American 
Academy  of  Pediatrics  Fall 
Meeting.  Contact  Executive 
Secretary  William  Mankin,  4059 
Land  O’Lakes  Dr.,  Atlanta  30342. 


OCTOBER 

6-9  — Sea  Island:  Georgia 
Orthopaedic  Society.  Category  1 
credit.  Contact  David  Apple,  Jr., 
M.D.,  1938  Peachtree  Rd.,  Ste. 
710,  Atlanta  30309.  PH:  404/352- 
2234. 

11-16  — Atlanta:  American 
Society  of  Internal  Medicine 
Annual  Meeting.  Category  1 
credit.  ASIM,  1101  Vermont  Ave., 
Ste.  500,  Washington,  D.C.  20005 
PH:  202/289-1700. 
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Re:  AIDS  Omnibus  Bill 

Dear  Editor: 

At  a hearing  before  the  State 
Human  Resources  Committee  on 
Thursday,  February  18,  Dr.  Jack 
Menendez,  President  of  MAG, 
stated  that  the  Georgia  Psychiatric 
Association  was  “comfortable  with 
the  AIDS  bill.”  Apparently  some  of 
our  GPA  staff  and  committee 
members  have  given  this 
impression. 

I participated  in  the  brief 
discussion  about  this  bill  at  our 
winter  business  meeting  less  than 
two  weeks  earlier.  The  discussion 
didn’t  suggest  “comfort”  to  me.  I 
don’t  see  how  our  state 
organization  could  be  comfortable 
with  a bill  that  is  at  such  variance 
with  the  National  APA’s  guidelines 
on  AIDS  confidentiality  and 
management  of  HIV  infected 
inpatients.  (See  Psychiatric  News, 
January  3,  1988).  This  bill  in 
essence  authorizes  “assault-&- 
battery”  of  patients:  “the  individual 
may  be  required  to  submit  to  an 
HIV  blood  test  without  consent  . . . 
of  patient,  representative  or  next  of 
kin  . . . using  whatever  degree  of 
physical  force  is  reasonably 
necessary”  and  without  due 
process.  This  is  reminiscent  of  ECT 
and  frontal  labotomies  without  the 
patient’s  consent;  but  even  those 
required  consent  of  next  of  kin. 

The  AIDS  epidemic  is  stressing 
our  basic  ethical  values.  We  need 
to  think  carefully  and  proceed 
cautiously  with  “what  we  feel 
comfortable  with.” 

Sincerely, 

Edward  O.  Nix,  M.D. 

Psychiatrist,  Atlanta 


LETTERS 


Re:  Adolescent  Urine  Drug 
Screening 

Dear  Editor: 

The  AAP,  representing  500 
pediatricians  in  the  state  of 
Georgia,  opposes  the  principle  of 
involuntary  drug  testing  of 
adolescents  as  described  by  a 
Cobb  county  psychiatrist. 
[Adolescent  Urine  Drug  Screening, 
Dec  1987;76:833-837.]  Enclosed  is 
a statement  from  the  National 
American  Academy  of  Pediatrics. 
[Contact  the  AAP  for  Resolution 
#255(87)  — 1987  Annual  Chapter 
Forum,  Appendix  D-l . ] We  in  the 
Georgia  Chapter  feel  the  alleged 
absence  of  doctor-patient 
relationship  in  the  lab  set-up 
described  is  unethical. 

Drug  screening  is  sanctioned  in 
the  context  of  certain  treatment 
programs,  some  life-threatening 
emergency,  and  work-place 
situations.  Most  circumstances  in 
which  a parent  requests  involuntary 
drug  testing  of  a child  are  better 
redirected  to  involving  the  child’s 
trust  and  initiative  with  more  direct 
primary  care  relationship. 

The  Adolescent  Committee  of 
Georgia  AAP  is  available  as  a 
forum  for  discussion  of  this 
controversy,  and  AAP  urges  MAG  to 
oppose  any  statewide  legislation 
for  involuntary  drug  testing  of 
adolescents. 

Sincerely, 

Bethanne  Jenks,  M.D.,  MPH 
Chair,  Adolescent  Committee 
American  Academy  of  Pediatrics 


Re:  Abortion  Ad 

Dear  Editor: 

Thank  you  for  your  fair  and 
thoughtful  response  to  Dr.  Keith  E. 
Hannay’s  criticism  about  our 
advertisement  for  our  abortion 
program  that  appeared  in  the  MAG 
Journal. 

It  is  distressing  that  some 
physicians  would  seek  to  impose 
their  own  moral,  religious,  and 
ethical  feelings  on  their  patients,  as 
well  as  all  women. 

We  appreciate  your  support  in 
this  matter.  Thank  you. 

Sincerely, 

Ann  Rose 

Director  of  Community  Education 

Midtown  Hospital,  Atlanta 
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Legislators  Look  at 
Health  Care 

A number  of  health  care-related 
measures  passed  during  this  year’s 
General  Assembly  in  Georgia. 

Issues  of  greatest  concern  to 
hospitals  were  these: 

• INFORMED  CONSENT. 
Physicians  are  responsible  for 
informing  patients  of  the  risks  of 
surgery  for  which  general  or 
regional  manesthesia  is  used  and 
of  diagnostic  tests  involving 
contrast  materials.  Lack  of 
informed  consent  by  itself  cannot 
support  a medical  malpractice 
action,  and,  when  a malpractice 
action  is  filed,  the  complaint  must 
include  an  expert  affidavit. 

• CERTIFICATE  OF  NEED. 
Legislation  modifying  CON  law  did 
not  pass;  however,  the  Georgia 
Hospital  Association  expects  to  see 
CON  on  the  1989  legislative 
agenda. 

• DATA  COLLECTION.  The 
Department  of  Human  Resources 
can  develop  a state  data  collection 
service  using  hospitals’  UB  82 
reports. 

® AIDS.  Hospitals  have  greater 
responsibility  to  keep  AIDS 
information  confidential.  They  must 
give  patients  10  days  to  object  to 
subpoenas  for  medical  records. 
GHA  has  recommended  that 
hospitals  keep  AIDS  information 
separate  in  the  medical  record  so  it 
can  be  easily  removed  in  case  the 
record  is  subpoenaed. 

• OPEN  MEETINGS  AND  OPEN 
RECORDS.  Though  new  laws  on 
open  meetings  do  include  hospital 
authorities,  the  open  records 
legislation  excluded  documents  on 
planning,  marketing,  CON 
preparation,  physician  recruitment, 
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and  development  of  quality 
assurance,  peer  review,  and 
security  systems. 

• MEDICAID.  The  legislators 
approved  a $40,000,000  to 
$50,000,000  Medicaid  program  for 
children  and  pregnant  women.  The 
governor  approved  a 4%  Medicaid 
increase. 

GHA  expects  next  year’s  session 
to  include  Medicaid 
reimbursement,  CON,  insurance 
pools,  a tax  on  hospital  revenues 
to  fund  indigent  care,  and  the  tax- 
exempt  status  of  nonprofit 
organizations. 

TPA’s  $2,200  Cost  Must 
Come  From  $4,000  DRG 
Payment 

Don’t  look  for  any  Medicare 
coverage  of  tissueplasminogen 
activator  (TPA).  The  Health  Care 
Financing  Administration  has 
announced  that  the  cost  of  the 
drug  — $2,200  a dose  — will  have 
to  come  out  of  hospitals’  DRG 
payments.  The  average  payment  for 
treating  heart  attack  patients  is  now 
$4,000. 

Says  HCFA  Administrator  William 
L.  Roper,  M.D.,  “Despite  the  drug’s 
high  price,  it  is  not  clear  at  this 
point  that  it  will  prove  ultimately  to 
be  a cost-increasing  technology  for 
a given  hospital  admission.” 

Both  Public  and  Private 

Funds  Needed  to  Finance 
the  Cost  of  AIDS 

The  American  Hospital  Associa- 
tion’s latest  policy  on  AIDS  states  that 
both  public  and  private  funds  should 
be  made  available  to  victims  of  the 
disease. 

Shared  financial  responsibility  by 


several  providers  will  help  ease  th 
burden  that  could  fall  on  any  one 
hospital,  says  the  AHA.  It  cites  the 
closing  of  the  nation’s  first  all-AID 
hospital  in  Houston  as  an  exampl 
of  how  the  cost  of  AIDS  can 
debilitate  an  institution. 

AHA  also  notes  that  it  may 
become  necessary  to  prohibit  AID 
exclusions  in  group  health  policie 
and  to  expand  Medicaid  eligibility 

Government  Plans  to  Stud 
Effectiveness  of  Treatmen 

Effectiveness  of  treatment  has 
now  come  under  the  watchful  eye 
of  the  Health  Care  Financing 
Administration.  Next  year  HCFA 
will  put  $15  million  of  research 
into  the  cost  effectiveness  versus 
the  cost  benefit  of  various 
treatments  for  the  same  medical 
condition.  Says  HCFA,  the  study 
will  determine  whether  a treatmei 
is  “worth  it  to  society  [and]  worth 
it  to  human  life”  and  whether  it 
“yields  a greater  effect”  than  othe 
forms  of  treatment.  The  study  will 
look  at  10  procedures,  including 
stroke  management  and  coronary 
artery  bypass  grafts. 

Adjustments  Needed  to  Gr 

True  Financial  Picture  of 
Hospitals 

Don’t  be  misled  by  reports  that 
hospitals  still  have  a ways  to  go  i 
cutting  their  Medicare  expenses, 
warns  the  American  Hospital 
Association.  Data  that  show 
hospitals’  expenses  — and  profit: 
— on  the  upswing  don’t  give  a tr 
financial  picture. 

Jack  Owens,  AHA’s  executive 
vice-president,  points  out  that  the 
following  changes  in  payment 
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calculations  will  show  hospitals’ 
actual  costs  as  well  as  their  profits 
and  losses: 

• Use  a single  Medicare  base 
rate  for  all  hospitals,  and  adjust  it 
to  reflect  types  of  patients  treated, 
indirect  medical  education  costs, 
and  local  differences  in  resource 
prices; 

• Put  into  place  an  adjustment 
for  severity  of  illness; 

• Adjust  Medicare 
reimbursement  to  reflect  local 
labor  prices; 

• Limit  losses  for  small 
hospitals,  because  Medicare 
reimbursement  averages  do  not 
apply  to  them; 

• Extend  the  designation  of  rural 
referral  hospitals  for  five  years  or 
until  the  elimination  of  urban  and 
rural  distinction; 

• Permit  all  hospitals  to  provide 
skilled  nursing  care;  and 

• Maintain  the  periodic  interim 
payment  system. 

Hospitals  Must  Now  Have 
Organ  Donation  Protocols 

The  Health  Care  Financing 
Administration  is  now  looking  at 
the  methods  hospitals  are  using  to 
identify  potential  organ  donors. 

The  government  is  also  checking  to 
see  if  hospitals  are  informing  those 
patients’  families  of  their  option  to 
permit  organ  donation. 

HCFA  requires  hospitals  to  have 
protocols  to  encourage  donations 
because  of  what  Administrator 
William  L.  Roper,  M.D.,  terms  a 
“critical  shortage”  of  organs  and 
tissues  suitable  for  transplant.  That 
shortage  has  also  led  to  an  HCFA 
recommendation  that  written 
protocols  be  made  part  of 
certification  by  the  Joint 


Commission  on  Accreditation  of 
Healthcare  Organizations. 

Under  current  law,  hospitals 
must  also  have  an  approved  organ 
procurement  agency  of  potential 
donors.  In  addition,  they  must  be 
members  of  the  United  Network  for 
Organ  Sharing  in  Richmond,  VA,  or 
lose  their  Medicare  payments. 

Supreme  Court  Considers 
State  Activities  in  PRO 
Proceedings 

The  U.S.  Supreme  Court  has 
heard  arguments  on  a case  in 
which  a physician  claimed  his 
competitors  motivated  peer  review 
proceedings  against  him. 

In  Patrick  u.  Burget,  plaintiff 
Timothy  Patrick,  M.D.,  earlier  won 
a $2  million  verdict.  The  appellate 
court,  however,  reversed  that 
decision  on  the  grounds  that  peer 
review  proceedings  are  state 
actions  and  therefore  immune  from 
federal  antitrust  scrutiny.  The 
Supreme  Court  is  expected  to 
uphold  the  appellate  decision  if  it 
finds  that  Oregon  (where  the  action 
occurred)  adequately  supervised 
the  peer  review  system. 

The  final  decision  likely  won’t  be 
final  till  early  summer. 

HMOs:  Growing  or  Going? 

Health  maintenance 
organizations  saw  little  growth 
during  the  last  months  of  1987, 
likely  because  of  increased 
competition  from  other  types  of 
insurance  and  pressure  to  improve 
financial  performance. 

A new  survey  by  InterStudy  of 
Excelsior,  MN,  shows  that  growth 
stood  at  less  than  1%  during  the 
final  quarter  of  last  year,  with  no 
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increase  at  all  in  the  number  of 
plans  for  that  period. 

By  contrast,  the  first  quarter  of 
1987  saw  a 10.9%  growth  rate.  That 
rate  dwindled  quickly,  however, 
with  the  total  growth  for  the  first 
three  quarters  standing  at  only 
12%. 

Despite  the  figures,  the  Group 
Health  Association  of  America  in 
Washington,  DC,  predicts 
continued  growth  in  HMO 
enrollment  as  a result  of  insurance 
rate  hikes,  which  averaged  8%  last 
year. 

Hospital  Costs  on  the  Rise 

The  cost  of  medical  care  rose 
0.8%  during  the  first  month  of  this 
year,  an  increase  the  U.S.  Labor 
Department  says  is  the  largest  for 
any  month  in  the  last  two  years. 
Increases  for  the  last  three  months 
of  1987  held  at  0.4%. 

Overall,  consumer  prices  rose 
0.3%  during  January. 

The  highest  portions  of  the 
increase  came  from  outpatient 
services  and  hospital  room  rates, 
both  of  which  went  up  1.2%.  In 
December,  they  went  up  only  0.6% 
and  0.3%  respectively. 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $644  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 


The  benefit  of  antianginal 
protection  plus  safety, ... 


CARDIZEM:  M FULLER  LIFE 


diltiazem  HCI/Marion 


aOIATO 


A remarkable  safety  profile' 6 

The  low  incidence  of  side  effects  with  Cardizem  allows  patients  to  feel  better. 

Protection  against  angina  attacks1579 

The  predictable  efficacy  of  Cardizem  in  stable  exertional * and  vasospastic 
angina  allows  patients  to  do  more. 

A decrease  in  myocardial  oxygen  demand 

Resulting  from  a lowered  heart  rate-blood  pressure  product. 5 

Compatible  faith  other  antianginals 6 1 

Safe  in  angina  faith  coexisting  hypertension, 
COPD,  asthma,  or  PVD1356 

*CARDIZEMi'  (diltiazem  HCI)  Is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary  artery  spasm  and  in  the 
management  of  chronic  stable  angina  (classic  effort-associated  angina)  in  patients  who  cannot  tolerate  therapy  with 
beta-blockers  and/or  nitrates  or  who  remain  symptomatic  despite  adequate  doses  of  these  agents 

fSee  Warnings  and  Precautions. 

Please  see  brief  summary  of  prescribing  information  on  the  next  page.  0778A8 


CARDIZEM  antianginal  protection 

dlltiazem  HCI/Marion  PLUS  SAFETY 


Usual  maintenance  dosage  range: 

BRIEF  SUMMARY 

Professional  Use  Information 

CARDIZEM ® 

(dlltiazem  HCI) 

30  mg , 60  mg , 90  mg,  and  120  mg  Tablets 

CONTRAINDICA  TIONS 

CARDIZEM  Is  contraindicated  In  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular 
pacemaker,  (2)  patients  with  second-  or  third-degree  A V block 
except  in  the  presence  of  a functioning  ventricular  pacemaker,  (3) 
patients  with  hypotension  (less  than  90  mm  Hg  systolic),  and  (4) 
patients  who  have  demonstrated  hypersensitivity  to  the  drug. 
WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging  sinus 
node  recovery  time,  except  in  patients  with  sick  sinus 
syndrome.  This  effect  may  rarely  result  in  abnormally  slow 
heart  rates  (particularly  in  patients  with  sick  sinus 
syndrome)  or  second-  or  third-degree  A V block  (six  of  1,243 
patients  for  0.48%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive  effects  on 
cardiac  conduction.  A patient  with  Prinzmetal's  angina 
developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a 
negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a reduction 
in  cardiac  index  nor  consistent  negative  effects  on 
contractility  (dp/dt).  Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution 
should  be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated 
with  CARDIZEM  therapy  may  occasionally  result  in 
symptomatic  hypotension. 

4.  Acute  Hepatic  injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phosphatase,  LDH, 
SGOT,  SGPT,  and  other  phenomena  consistent  with  acute 
hepatic  injury  have  been  noted.  These  reactions  have 
been  reversible  upon  discontinuation  of  drug  therapy.  The 
relationship  to  CARDIZEM  is  uncertain  in  most  cases,  but 
probable  in  some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively 
metabolized  by  the  liver  and  excreted  by  the  kidneys  and  in 
bile.  /Is  with  any  drug  given  over  prolonged  periods,  laboratory 
parameters  should  be  monitored  at  regular  intervals.  The  drug 
should  be  used  with  caution  in  patients  with  impaired  renal  or 
hepatic  function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem  were 
associated  with  hepatic  damage.  In  special  subacute  hepatic 
studies,  oral  doses  of  125  mg/kg  and  higher  in  rats  were 
associated  with  histological  changes  in  the  liver  which  were 
reversible  when  the  drug  was  discontinued  In  dogs,  doses  of 
20  mg/ kg  were  also  associated  with  hepatic  changes ; however, 
these  changes  were  reversible  with  continued  dosing. 

Dermatological  events  (see  ADVERSE  REACTIONS  section) 
may  be  transient  and  may  disappear  despite  continued  use  of 
CARDIZEM.  However,  skin  eruptions  progressing  to  erythema 
multiforme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported.  Should  a dermatologic  reaction  persist, 
the  drug  should  be  discontinued. 

Drug  Interaction.  Due  to  the  potential  for  additive  effects, 
caution  and  careful  titration  are  warranted  in  patients  receiving 
CARDIZEM  concomitantly  with  any  agents  known  to  affect 
cardiac  contractility  and/or  conduction.  (See  WARNINGS.) 

Pharmacologic  studies  indicate  that  there  may  be  additive 
effects  in  prolonging  A V conduction  when  using  beta-blockers  or 
digitalis  concomitantly  with  CARDIZEM.  (See  WARNINGS.) 

/Is  with  all  drugs,  care  should  be  exercised  when  treating 
patients  with  multiple  medications.  CARDIZEM  undergoes  bio- 
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transformation  by  cytochrome  P-450  mixed  function  oxidase. 
Coadministration  of  CARDIZEM  with  other  agents  which  follow 
the  same  route  of  biotransformation  may  result  in  the  competi- 
tive inhibition  of  metabolism.  Dosages  of  similarly  metabolized 
drugs,  particularly  those  of  low  therapeutic  ratio  or  in  patients 
with  renal  and/or  hepatic  impairment,  may  require  adjustment 
when  starting  or  stopping  concomitantly  administered  CARDIZEM 
to  maintain  optimum  therapeutic  blood  levels. 

Beta-blockers:  Controlled  and  uncontrolled  domestic  studies 
suggest  that  concomitant  use  of  CARDIZEM  and  beta-blockers 
or  digitalis  is  usually  well  tolerated.  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities. 

Administration  of  CARDIZEM  (diltiazem  hydrochloride) 
concomitantly  with  propranolol  in  five  normal  volunteers 
resulted  in  increased  propranolol  levels  in  all  subjects  and 
bioa  vail  ability  of  propranolol  was  increased  approximately  50%. 
If  combination  therapy  is  initiated  or  withdrawn  in  conjunction 
with  propranolol,  an  adjustment  in  the  propranolol  dose  may 
be  warranted.  (See  WARNINGS.) 

Clmetldlne:  A study  in  six  healthy  volunteers  has  shown  a 
significant  increase  in  peak  diltiazem  plasma  levels  (58%)  and 
area-under-the-curve  (53%)  after  a one-week  course  of  cimetidine 
at  1,200  mg  per  day  and  diltiazem  60  mg  per  day.  Ranitidine 
produced  smaller,  nonsignificant  increases.  The  effect  may  be 
mediated  by  cimetidine's  known  inhibition  of  hepatic  cytochrome 
P-450,  the  enzyme  system  probably  responsible  for  the  first-pass 
metabolism  of  diltiazem.  Patients  currently  receiving  diltiazem 
therapy  should  be  carefully  monitored  for  a change  in 
pharmacological  effect  when  initiating  and  discontinuing 
therapy  with  cimetidine.  An  adjustment  in  the  diltiazem  dose 
may  be  warranted. 

Digitalis:  Administration  of  CARDIZEM  with  digoxin  in  24 
healthy  male  subjects  increased  plasma  digoxin  concentrations 
approximately  20%.  Another  investigator  found  no  increase  in 
digoxin  levels  in  12  patients  with  coronary  artery  disease.  Since 
there  have  been  conflicting  results  regarding  the  effect  of  digoxin 
levels,  it  is  recommended  that  digoxin  levels  be  monitored  when 
initiating,  adjusting,  and  discontinuing  CARDIZEM  therapy  to 
avoid  possible  over-  or  under-digitalization.  (See  WARNINGS.) 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 
24-month  study  in  rats  and  a 21-month  study  in  mice  showed 
no  evidence  of  carcinogenicity  There  was  also  no  mutagenic 
response  in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility 
was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and 
fetal  lethality.  These  doses,  in  some  studies,  have  been  reported 
to  cause  skeletal  abnormalities.  In  the  perinatal/  postnatal 
studies,  there  was  some  reduction  in  early  individual  pup 
weights  and  survival  rates.  There  was  an  increased  incidence 
of  stillbirths  at  doses  of  20  times  the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women; 
therefore,  use  CARDIZEM  in  pregnant  women  only  if  the  potential 
benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human  milk.  One 
report  suggests  that  concentrations  in  breast  milk  may  approxi- 
mate serum  levels.  If  use  of  CARDIZEM  is  deemed  essential,  an 
alternative  method  of  infant  feeding  should  be  instituted. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried 
out  to  date,  but  it  should  be  recognized  that  patients  with 
impaired  ventricular  function  and  cardiac  conduction  abnormali- 
ties have  usually  been  excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater 


than  that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical 
studies  which  can  be  at  least  reasonably  associated  with  the 
pharmacology  of  calcium  influx  inhibition.  In  many  cases,  the 
relationship  to  CARDIZEM  has  not  been  established.  The  most 
common  occurrences  as  well  as  their  frequency  of  presentation 
are:  edema  (2.4%),  headache  (2.1%),  nausea  (1.9%),  dizziness 
(1.5%),  rash  (1.3%),  asthenia  (12%).  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1%): 
Cardiovascular:  Angina,  arrhythmia,  A V block  (first  degree), 

A V block  ( second  or  third  degree— see 
conduction  warning),  bradycardia, 
congestive  heart  failure,  flushing, 
hypotension,  palpitations,  syncope. 
Nervous  System:  Amnesia,  depression,  gait  abnormality, 

hallucinations,  insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor. 
Gastrointestinal:  Anorexia,  constipation,  diarrhea, 

dysgeusia,  dyspepsia,  mild  elevations  of 
alkaline  phosphatase,  SGOT,  SGPT.  and 
LDH  (see  hepatic  warnings),  vomiting, 
weight  increase. 

Dermatologic:  Petechiae,  pruritus,  photosensitivity, 

urticaria. 

Other:  Amblyopia,  CPK  elevation,  dyspnea, 

epistaxis,  eye  irritation,  hyperglycemia, 
nasal  congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difficulties. 

The  following  postmarketing  events  have  been  reported 
infrequently  in  patients  receiving  CARDIZEM:  alopecia  gingival 
hyperplasia,  erythema  multiforme,  and  leukopenia.  However,  a 
definitive  cause  and  effect  between  these  events  and  CARDIZEM 
therapy  is  yet  to  be  established.  Issued  6/87 

See  complete  Professional  Use  Information  before  prescribing. 

References:  1.  SchroederJS  Mod  Med  198250(Sept)94- 
116  2.  Cohn  PE,  Braunwald  E:  Chronic  ischemic  heart 
disease,  in  Braunwald  E (ed):  Heart  Disease:  A Textbook  of 
Cardiovascular  Medicine  ed  2.  Philadelphia  WB  Saunders 
Co.  1984  chap  39  3.  O'Rourke  RA  Am  J Cardiol 
1 985:56: 34H-40H.  4.  McCall  D,  Walsh  RA  Frohlich  ED 
eta  I Curr  Probl  Cardiol  1985  10(8)6-80.  5.  Frishman  WH. 
CharlapS,  GoldbergerJ.  etal.  Am  J Cardiol  1985:56  41 H- 
46H.  6.  Shapiro  W Consultant  1984  24(Dec):  150-159. 

7.  O'Hara  MJ,  Khurmi  NS  Bowles  MJ,  etal:  Am  J Cardiol 
1984:54  477-481.  8.  Strauss  WE  McIntyre  KM,  ParisiAF. 
etal : Am  J Cardiol  1982 , 49  560-566.  9.  Feldman  RL 
PepineCJ,  Whittle  J,  etal . Am  J Cardiol  1982:49. 554-559. 
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Joseph  P.  Bailey,  Jr. 


The  Practice  of  Medicine,  The 
Medical  Profession,  Patients, 
Patient  Care,  Professionalism, 
Education,  Research,  Medical 
Ethics. 

These  are  all  words  that  have 
specific  meaning  to  each  of  us, 
and  yet,  their  meaning  to  those 
outside  of  medicine  may  be 
different.  The  physician  is  a special 
person  in  our  society  who 
functions  to  serve,  to  be  the 
servant  of  the  patient.  His  or  her 
care  is  provided  with  intelligence, 
hard  work,  and  compassion.  That 
care  is  also  provided  with  an  all 
encompassing  concern  for  the 
patient  which  extends  far  beyond 
ihe  single  issue  of  a particular 
problem  or  illness.  This  care  is 
born  of  a tradition  based  on 
oerformance,  fact,  and  sacrifice  — 
not  on  one  of  veiled  hope.  As  has 
oeen  emphasized  this  past  year  by 
stressing  a healthy  lifestyle,  it  is 
important  for  the  public  to  know 
hat  our  concerns  extend  beyond 
he  issue  of  sickness. 


We  must  not  lose  sight  of  what 
we  have  accomplished.  Examine 
what  has  happened  to  such 
problems  as:  infections  such  as 
smallpox,  poliomyelitis, 
tuberculosis,  and  syphilis;  surgical 
intervention,  with  major  advances 
being  noted  in  the  arena  of 
cardiovascular  disease, 
transplantation,  plastic  repair,  joint 
replacement,  arthroscopic  surgery, 
and  cataract  surgery;  the 
management  of  gout;  the  treatment 
of  hypertension;  and  pediatric  care, 
to  name  just  a few.  Also, 
diagnostic  techniques  have  been  a 
major  contribution  to  our  advances 
as  noted  by  magnetic  resonance 
imaging,  computerized  axial 
tomography,  nuclear  medicine, 
endoscopy,  dye  contrast  studies, 
and  general  pathology. 

These  are  all  very  positive 
considerations  but,  obviously,  they 
are  associated  with  other  definitive 
and  yet  unresolved  problems  such 
as:  cancer,  diabetes  mellitus, 
vascular  diseases,  developmental 
abnormalities,  viral  infections, 
musculoskeletal  disease,  and 
immunologic  disorders. 

We  have  made  great  progress, 
and  there  is  much  yet  to  come.  Let 
us  join  together  to  bring  our 
profession  to  even  greater  levels  of 
satisfaction  for  us  and  our  patients. 
To  do  this,  we  need  to  come 


together  bound  by  continued  belief 
in  ourselves  and  our  professional 
abilities.  You  need  your  help!  This 
is  to  indicate  that  physicians  must 
join  in  the  mutual  pursuit  of  the 
betterment  of  the  profession  and  its 
provision  of  care.  We  must,  in 
trying  circumstances,  resort  to 
belief  in  the  fundamental  and 
altruistic  character  of  the  physician 
to  function  for  the  betterment  of 
the  patient.  This  girds  us  with 
armor  of  uncommon  protective 
ability  and  yet,  it  also  makes  us 
vulnerable  to  any  chinks  in  this 
armor  which  for  certain  will  be 
found  by  our  detractors.  But  to  be 
human  is  to  be  vulnerable.  We  will 
make  errors  in  judgement. 

However,  to  recognize  and  have 
compassion  for  all,  including 
ourselves,  is  mandatory,  striving  to 
effect  positive  change  for  everyone. 

To  accomplish  this  we  must 
bind  ourselves  together  through  the 
MAG  at  the  state  level  and  the  AMA 
at  the  national  level  to  have  an 
effective  voice  and  ability  to  govern 
the  fate  of  medicine.  Although  a 
great  task,  I intend  in  my  small  way 
to  work  to  this  end.  I implore  you 
to  join  in  the  effort  and  will 
unhesitatingly  remind  you  of  this 
need  at  every  opportunity.  The 
success  of  the  Medical  Association 
of  Georgia  and  its  Auxiliary  this 
year  will  not  be  mine,  but  ours.  ■ 
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NEW  MEMBERS 

Aicher,  John  A.,  Family  Practice  — 
Lumpkin  — 102  Self  Dr., 
Dahlonega  30533 

Austin,  David  B.,  Anesthesiology  — 
Cobb  — 114  Cherry  St.,  Ste.  D., 
Marietta  30060 

Ballard,  Wiley  P.  Ill,  Hematology- 
Oncology  — MAA  — 1938 
Peachtree  Rd.,  Atlanta  30309 

Blanco,  Antonio  F.,  Child  & Adult 
Psychiatry  — Cobb  — 1 790 
Mulkey  Rd.,  Ste.  6-B,  Austell 
30001 

Blevins,  James  W.,  Psychiatry  — 
Cobb  — 4015  South  Cobb  Dr., 
Smyrna  30080 

Brazeal,  Febe  I.,  Internal  Med./ 
Pediatrics  — Cobb  — 1882 
Winding  Creek  Ln.,  Marietta 
30064  ^ 

Bryant,  Vernon  T.,  Family  Practice 
— Georgia  Medical  — 815  West 
Eighth  St.,  Rome  30161 

Cox,  Jackie  J.,  Psychiatry/ 

Addictionology  — Cobb  — 4015 
South  Cobb  Dr.,  Ste.  100, 

Smyrna  30080 

Dampog,  Barbara  A.,  Pathology  — 
DeKalb  — Pathology  Dept., 
Decatur  Hospital,  450  North 
Candler  St.,  Decatur  30030 

Durrani,  Fauzia  K.,  Allergy  & 
Immunology  — South  Georgia 
— 107  Woodrow  Wilson  Dr., 
Valdosta  31602 

Early,  William  L.,  Internal  Med.  — 
Cherokee-Pickens  — 120 
Waleska  Rd.,  Ste.  1-A,  Canton 
30114 
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Edwards,  Albert  M.,  Family  Practice 
— Cobb  — 4039  Atlanta  St., 
Powder  Springs  30073 

Edwards,  Buford  O.,  Jr.,  Pediatrics 
— Crawford  W.  Long  — 1020 
Woodlands  Rd.,  Watkinsville 
30677-9669 

Enjeti,  Suresh,  Pulmonary  Diseases/ 
Critical  Care  Med.  — Walker- 
Catoosa-Dade  — 979  East  Third 
St.,  Chattanooga  37403 

Feldman,  Paul  D.,  Plastic  & 
Reconstructive  Surgery  — 
Clayton-Fayette  — 33  S.W.  Upper 
Riverdale  Rd.,  Ste.  118,  Riverdale 
30274 

Florek,  Gery  K.,  Neurology  — 
Thomas  Area  — 704  South 
Broad  St.,  Thomasville  31792 

Gaskin,  Daniel  R.,  Jr.,  Internal  Med. 
— Georgia  Medical  — 4 Cherry 
Oak  Plaza,  Rincon  31326 

Greene,  James  W.,  Family  Practice 
— Walker-Catoosa-Dade  — 2007 
Old  LaFayette  Rd.,  Fort 
Oglethorpe  30742 

Harvin,  Harry  T.,  Jr.,  Obstetrics/ 
Gynecology  — Cobb  — 72  Plaza 
Way,  Marietta  30060 

Heneisen,  Jack  D.,  Family  Practice 
— Georgia  Medical  — 4 Cherry 
Oak  Plaza,  P.O.  Box  1399, 

Rincon  31326 

Hester,  James  K.,  Internal  Medicine 
— Thomas  Area  — 930  Fourth 
St.,  Cairo  31728 

Hormes,  Joseph  T.,  Neurology  — 
Cobb  — 522  North  Avenue, 

N.W.,  Marietta  30060 

Houston,  George  C.,  Plastic  Surgery 
— Dougherty  — 1909  Aberdeen 
Rd.,  Albany  31701 


Humphreys,  John  L., 
Ophthalmology  — MAA  — 615 
Peachtree  St.,  N.E.,  Atlanta  3030£ 

Ireland,  Stanley  M.,  Family  Practice 
— Walker-Catoosa-Dade  — 2007 
Old  Lafayette  Rd.,  Fort 
Oglethorpe  30742 

Ireland,  Thomas  A.,  Pediatrics  — j 
DeKalb  — 5040  Snapfinger 
Woods  Dr.,  Ste.  108,  Decatur 
30035 

Jones,  Mitchell  T.,  (Student)  — 
MAA  — 1155  Lullwater  Rd., 
Atlanta  30307 

Keppler,  John  P.,  Physical  Med./ 
Rehabilitation  — Cobb  — 4015 
South  Cobb  Dr.,  Smyrna  30080 

Khan,  Ishtiaq  A.,  Orthopaedic 
Surgery  — Clayton-Fayette  — 
4939  Riverdale  Rd.,  Ste.  100, 
Atlanta  30337 

King,  Kerry  H.,  Gastroenterology/ 
Internal  Med.  — Gwinnett- 
Forsyth  — 2638  Kings  Way, 
Lawrenceville  30244 

Kini,  Ganesh  N.,  Internal  Med.  — 
Newton-Rockdale  — 2111  Flat 
Shoals  Rd.,  Conyers  30208 

Kruse,  Beth  D.,  Diagnostic 
Radiology  — MAA  — 49  Spring 
Oaks  Ct.,  Atlanta  30327 

Lane,  William  R.,  Jr., 
Anesthesiology  — Bibb  — 5269 
White  House  Plantation  Rd., 
Macon  31210 

Letarte,  Jean,  Nephrology/Internal 
Med.  — Bibb  — 744  First  St., 
Macon  31201 

Lowrey,  Rebekah,  Anesthesiology 
— Floyd-Polk-Chattooga  — 517 
Old  Summerville  Rd.,  Rome 
30161 
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Lucas,  Thomas  A.,  Urology  — 
Sumter  — 1 14-D  Country  Club 
Dr.,  Americus  31709 

Marchuk,  Jerome  M.,  Urology  — 
MAA  — 4423  Paces  Battle,  N.W., 
Atlanta  30327 

Marcus,  Sally  J.,  Pediatrics  — Cobb 
— 833  Campbell  Hill  St.,  Ste. 

112,  Marietta  30090 

McGinness,  Larry  P., 

Anesthesiology  — Hall  — 
Anesthesia  Assoc,  of  Gainesville, 
P.O.  Box  1865,  Gainesville  30503 

McKee,  Thomas  W.,  Pediatrics  — 
Georgia  Medical  — P.O.  Box 
23089,  Savannah  31403 

McLendon,  Harold  L.,  Obstetrics/ 
Gynecology  — Cobb  — 625 
Church  St.,  Marietta  30060 

McMichen,  David  B.,  Emergency 
Med.  — Muscogee  — 3929 
Armour,  Apt.  D-31,  Columbus 
31904-5107 

Meinhold,  Rolf  W.,  Family  Practice 
— Cobb  — 41  Hartley  Woods 
Dr.,  Kennesaw  30144 

Meteman,  Michael  S., 
Neuroradiology  — MAA  — 504 
North  Crossing  Way,  Decatur 
30033 

Miles,  Curtis  H.,  Internal  Med./ 
Oncology/Hematology — 120 
Waleska  Rd.,  Ste.  1-A,  Canton 
30114 

Morrison,  Martha  A.,  Psychiatry  — 
Cobb  — 4014  South  Cobb  Dr., 
#100,  Smyrna  30080 

Nallathambi,  Manohar  N.,  General 
Surgery  — Clayton-Fayette  — 217 
Arrowhead  Blvd.,  Ste.  C-l, 
Jonesboro  30236 


Nelson,  John  F.,  Diagnostic 
Radiology  — Walker-Catoosa- 
Dade  — 100  Gross  Crescent  Cir., 
Fort  Oglethorpe  30742 

Ottenweller,  Mark  R.,  Internal  Med. 
— MAA  — 993-C  Johnson  Ferry 
Rd.,  N.E.,  Ste.  240,  Atlanta  30342 

Patel,  Atul,  Internal  Med./Medical 
Oncology/Hematology  — 
Whitfield-Murray — 1221 
Memorial  Dr.,  Dalton  30720 

Potts,  John  M.,  Pediatrics  — 
Clayton-Fayette  — 115  Kathi 
Ave.,  Fayetteville  30214 

Powell,  James  W.,  Radiology  — 
Decatur-Seminole  — 1500  East 
Shotwell  St.,  Bainbridge  31717 

Reeve,  Thomas  E.,  Ill  General 
Surgery  — General  Surgery  — 

619  Dixie  St.,  Carrollton  30117 

Roper,  Embra  A.,  Internal  Med./ 
Pulmonary  Diseases  — 
Cherokee-Pickens  — 120 
Waleska  Rd.,  # 1 -A,  Canton 
30114 

Salami,  Sule  A.,  Obstetrics/ 
Gynecology  — Bibb  — 777 
Hemlock  St.,  Macon  31208 

Sanders,  Katharine  W.,  Emergency 
Med./Internal  Med.  — Newton- 
Rockdale  — 905  Flat  Shoals  Rd., 
Conyers  30207 

Santoro,  James  J.,  Therapeutic 
Radiology  — Floyd-Polk- 
Chattooga  — 20  Cumberland  Dr., 
Rome  30161 

Schwartzberg,  Daniel  G.,  Radiology/ 
Neuroradiology  — MAA  — 1365 
Clifton  Rd.,  N.E.,  Atlanta  30322 

Sharp,  John  T.,  Rheumatology  — 
Tift  712  East  18th  St.,  Tifton 
31794 
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Ulrich,  Richard  A.,  Ophthalmology 
— Peachbelt  — 216  Corder  Rd., 
Warner  Robins  31088 

Vanapalli,  Raju  M.,  Orthopaedic 
Surgery  — Clayton-Fayette  — 
4939  Riverdale  Rd.,  Ste.  100, 
Atlanta  30337 

Noy,  Imani  Van,  Internal  Med.  — 
Cobb  — 3531  Billingsly  Dr., 
Marietta  30062 

Whelan,  Edward  J.,  Ill, 
Orthopaedics  — Georgia  Medical 
— 800  East  70th  St.,  P.O.  Box 
22787,  Savannah  31403 

Whitmire,  Lelan  F.,  Radiology  — 
Gwinnett-Forsyth  — 5065  Green 
Oak  Dr.,  Lilburn  30247 

Wilmer,  Charles  I.,  Internal  Med./ 
Cardiology  — MAA  — 922  Dean 
Dr.,  Atlanta  30318 

Wilson,  Philip  O.,  Addictionology/ 
Internal  Med.  — Cobb  — 4015 
South  Cobb  Dr.,  Smryna  30080 

Zanghi,  Eric  J.,  Internal  Med.  — 
Peachbelt  — 1719  Russell 
Parkway,  Bldg.  200,  Ste.  203, 
Warner  Robins  30188 


291 


A S S O C I A T 


PERSONALS 

Dougherty  CMS 

Albany  surgeon  Van  Cise 

Knowles,  M.D.,  was  honored 
recently  at  the  Albany  Sertoma 
Club  as  Sertoman  of  the  Year,  the 
highest  honor  the  club  can  grant  a 
member.  Dr.  Knowles  was  selected 
because  of  his  leadership  ability, 
his  involvement  in  community 
activities,  and  his  extensive  work  in 
the  club. 

Hall  CMS 

W David  Weiss,  M.D.,  an 

• orthopedic  surgeon,  has 
joined  the  staff  of  Saint  Joseph’s 
Hospital-Dahlonega. 

A native  of  Atlanta,  Dr.  Weiss 
completed  his  pre-med  education 
at  Tulane  University  School  of 
Medicine.  He  interned  at  Baylor 
University  Affiliated  Hospitals  in 
Texas  and  completed  his  residency 
program  in  orthopedic  surgey  at 
Georgia  Baptist  Hospital  and 
Scottish  Rite  Hospital.  He  also 
completed  a fellowship  in  clinical 
spine  study  with  Dr.  Phillip  Benton 
in  Atlanta  and  a sports  medicine 
fellowship  at  Hughston  Hospital  in 
Columbus,  Georgia. 

Medical  Association  of  Atlanta 

Eva  Arkin,  M.D.,  recently 
became  a Fellow  of  the 
American  College  of  Obstetrics  and 
Gynecology. 

She  practices  in  the  Northside 
area  and  has  a satellite  office  in 
Norcross. 

Peachbelt  CMS 

Eric  Zanghi,  M.D.,  an  internal 
medicine  specialist,  has 
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opened  his  practice  in  Warner 
Robins. 

Zanghi,  32,  recently  was 
discharged  from  the  U.S.  Navy 
where  he  was  stationed  at  the  U.S. 
Naval  Hospital  in  Yokosuka,  Japan. 
He  served  there  as  staff  doctor  in 
internal  medicine. 

Stephen-Rabun  CMS 

Judith  Ahrano,  M.D.,  a 

pediatrician  at  Toccoa  Clinic, 
has  been  accepted  as  a Fellow  of 
the  American  Academy  of 
Pediatrics. 

Raj  Bhole,  M.D.,  was  elected  as 
a Fellow  of  the  Royal  College  of 
Surgeons  Canada,  in  orthopedic 
surgery.  Dr.  Bhole  is  a diplomat  of 
the  American  Board  of  Orthopedic 
Surgery  and  an  assistant  clinical 
professor  at  Emory  University 
School  of  Medicine.  His  office  is 
located  in  Toccoa  and  he  is  on  the 
staff  at  Hart  County  Hospital. 

OBITUARIES 

Berry  Bowman 

Albany  orthopedic  surgeon,  Berry 
Bowman,  M.D.,  age  78,  died  last 
March. 

A native  of  Hot  Springs,  Ark.,  Dr. 
Bowman  obtained  his  medical 
degree  at  Tulane  University.  He 
served  in  the  Army  Air  Corps  at 
Turner  Field  in  Albany  as  chief  of 
general  surgery  and  orthopedics. 

He  was  active  in  local  medical 
organizations,  serving  as  chief  of 
staff  and  chief  of  orthopedics  at 
Phoebe  Putney  Hospital  and  on  the 
hospital’s  credential  committee  for 
many  years. 


Dr.  Bowman  was  president  of 
Southwest  Georgia  Historical 
Society  for  5 years  and  president  of 
the  Albany  Civil  War  Roundtable.  A 
founder  and  charter  board  member 
of  Deerfield  Private  School,  Dr. 
Bowman  also  served  as  chairman 
of  the  board  of  trustees  of 
Southwest  Georgia  Private  Schools. 
He  was  a member  of  the  Georgia 
Historical  Society,  authored  several 
medical  papers,  and  reviewed  Civil 
War  books  for  the  Albany  library 
for  several  years.  Dr.  Bowman 
retired  from  his  office  practice  in 
1979. 

Survivors  include  his  wife,  three 
sons,  and  six  grandchildren. 


T.  Sterling  Claiborne,  Sr. 

T.  Sterling  Claiborne,  Sr.,  M.D., 
age  79,  of  Atlanta,  a retired 
cardiologist,  died  recently  of 
complications  of  Alzheimer’s 
disease.  Dr.  Claiborne  had 
practiced  internal  medicine  at  St. 
Joseph’s  and  Piedmont  hospitals  in 
Atlanta  from  1937  to  1981.  He 
helped  found  the  Georgia  Heart 
Association,  now  the  Georgia 
Division  of  the  American  Heart 
Association,  in  1949  and  a year 
later  served  as  its  second 
president.  He  also  helped  launch  a 
heart  clinic  system  in  the  state  for 
patients  unable  to  pay  for  adequate 
care.  Dr.  Claiborne  also  served  as  a 
clinical  professor  of  medicine  at 
Emory  University  School  of 
Medicine  from  1953  until  1975. 

Born  in  Lousiana,  Dr.  Claiborne 
graduated  from  the  University  of 
Virginia  and  received  his  medical 
degree  there  with  honors  in  1932. 
He  spent  his  internship  and 
residency  at  Boston’s 
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Massachusetts  General  Hospital 
and  Lahey  Clinic. 

During  World  War  II,  he  was  the 
cardiologist  of  the  “Emory  unit”  of 
the  Army’s  43rd  General  Hospital 
and  served  in  North  Africa  and 
France. 

He  was  a former  chairman  of  the 
board  of  trustees  of  the  Fulton 
County  Medical  Society;  a former 
governor  for  Georgia  of  the 
American  College  of  Physicians;  a 
former  president  of  the 
Southeastern  Clinical  Club;  a 
former  member  of  the  state  Board 
of  Health. 

Surviving  are  his  wife,  a son,  two 
daughters  and  seven  grandchildren. 

A.  O.  Goldsmith 

A.  0.  Goldsmith,  M.D.,  died  last 
March  at  the  age  of  67. 

A native  and  lifelong  resident  of 
Albany,  Dr.  Goldsmith  attended 
Emory  University  in  Atlanta  and 
was  a 1950  graduate  of  the  Medical 
College  of  Georgia.  He  completed 
his  internship  and  residency  at 
Charity  Hospital  of  Louisiana  at 
New  Orleans.  He  had  practiced 
obstetrics  and  gynecology  in 
Albany  since  1954  and  was  former 
chief  of  obstetrics  at  Phoebe 
Putney  Memorial  Hospital.  A 
captain  in  the  Air  Force  during 
World  War  II,  he  was  a member  of 
Temple  B’Nai  Israel,  served  as  a 
member  of  the  board  of  trustees 
and  was  president  from  1966  until 
1969. 

Dr.  Goldsmith  was  a former  vice 
president  of  Dougherty  County 
Medical  Society  and  was  a Fellow 
of  the  American  College  of 
Obstetrics  and  Gynecology. 

Survivors  include  his  wife,  two 
sons,  a brother,  and  a sister. 


W.  Roy  Mason , Jr. 

W.  Roy  Mason,  Jr.,  M.D.,  of 
Atlanta,  a retired  director  of  student 
health  at  Emory  University,  died  of 
cancer  recently.  He  was  74. 

Born  in  Virginia,  Dr.  Mason 
taught  anatomy  at  the  University  of 
Virginia  Medical  School  from  1936 
until  becoming  director  of  student 
health  at  Emory  in  1950.  He  retired 
in  1983  and  worked  for  the  Social 
Security  Disability  Bureau. 

Surviving  are  his  wife,  two  sons, 
a daughter,  a brother,  seven 
grandchildren,  and  a great 
grandchild. 

Robert  Lee  Oliver,  M.D. 

A prominent  Savannah  physician, 
Robert  Lee  Oliver,  M.D.,  died  last 
January  after  a short  illness. 

Dr.  Oliver  graduated  from 
Vanderbilt  University,  magna  cum 
laude,  and  received  his  medical 
degree  from  Johns  Hopkins 
University.  He  was  a member  of 
Southeast  Surgical  Congress  and 
served  as  president  of  the  MAG 
from  1957-1958. 

Dr.  Oliver  served  on  the  staffs  of 
the  Central  of  Georgia  Railway 
Hospital,  St.  Joseph’s  Hospital, 
Candler  General  Hospital,  Georgia 
Infirmary,  and  Memorial  Medical 
Center.  He  served  as  medical 
director  for  Savannah  Foods  and 
Industries  for  40  years,  from  1935 
to  1976. 

Surviving  are  his  wife,  a 
daughter,  two  sons,  and  five 
grandchildren. 

George  Dillingham  Schuessler 

George  Dillingham  Schuessler, 
M.D.,  a founder  of  Blue  Cross  and 
Blue  Shield  of  Georgia  and  a 
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physician  who  practiced  medicine 
in  Columbus  for  over  30  years, 
died  last  February.  He  was  80  years 
old. 

Dr.  Schuessler  was  born  in 
Columbus.  He  earned  a bachelor’s 
degree  at  University  of  the  South  of 
Sewanee,  Tenn.,  and  held  a 
doctorate  at  Vanderbilt  University, 
Nashville,  Tenn.  From  1940  to  1945 
he  served  in  the  U.S.  Army,  retiring 
from  the  Army  Reserves  in  1968  as 
a lieutenant  colonel. 

Dr.  Schussler  was  an  original 
incorporator  of  Physicians  Service, 
Inc.,  now  Blue  Cross  and  Blue 
Shield  of  Georgia,  serving  as  a 
board  member,  officer  and  medical 
director  between  1950  and  1974. 

He  served  on  the  staffs  at  The 
Medical  Center,  Doctors  Hospital, 
and  St.  Francis  Hospital  before 
retiring  from  medical  practice  in 
1983.  He  was  a member  of  the 
Country  Club  of  Columbus,  the 
Columbus  Museum  of  Arts  and 
Crafts,  the  Retired  Officers 
Association,  Historic  Columbus 
Foundation,  and  was  a former 
member  of  the  Muscogee  Lions 
Club.  He  belonged  to  St.  Luke 
United  Methodist  Church. 

Survivors  include  his  wife,  a 
daughter,  two  sons,  and  three 
grandchildren. 

Robert  A.  Sears 

Robert  A.  Sears,  M.D.,  of  Macon, 
a retired  chief  of  neurosurgery  at 
Emory  University  Hospital,  died  of 
cancer  last  January. 

Born  in  Michigan,  Dr.  Sears  was 
a 1939  graduate  of  Harvard 
University.  He  later  received  his 
medical  degree  from  Yale 
University  School  of  Medicine  in 
1943  and  was  certified  by  the 
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American  Board  of  Neurosurgery  in 
1955.  He  served  as  a lieutenant 
colonel  in  the  U.S.  Navy  Medical 
Corps  during  World  War  II. 

Dr.  Sears  was  chief  of 
neurosurgery  at  Emory  University 
Hospital  from  1966  until  1970  and 
taught  at  Emory  University  School 
of  Medicine  from  1963  to  1973. 

He  had  been  the  neurosurgeon 
research  fellow  at  Boston 
Children’s  Hospital  in  1947  and 
1948,  a staff  physician  at  Montreal 
Neurological  Institute  from  1948 
until  1950,  chief  resident  of 
neurosurgery  at  both  Boston 
Children’s  Hospital  and  Peter  Bent 
Brigham  Hospital  from  1950  until 
1953.  From  1953  until  1963,  he  was 
in  private  practice  in  Atlanta.  Dr. 
Sears  was  one  of  the  first 
neurosurgeons  at  the  Neurological 
Institute  of  Central  Georgia, 
founded  in  1973.  He  retired  in 
1983. 

He  was  a member  of  the  Georgia 
Neurosurgery  Society,  the  Harvard 
Cushing  Society  of  the  Congress  of 
Neurosurgeons,  Southern 
Neurosurgery  Society,  and  the 
American  College  of  Surgeons. 

Surviving  are  his  wife,  two  sons, 
a daughter,  two  brothers,  and  five 
grandchildren. 
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Regionalization  of  Trauma  Care:  Its 
Effect  on  Qualify  of  Care  and 
Community  Economic  Resources 

Virginia  C.  G.  Mork,  M.D.,  F.A.C.E.P. 


Introduction 

Trauma,  the  number  one  cause 
of  death  for  persons  between 
the  ages  of  1 and  44,  is  also  the 
number  one  cause  of  years  of  po- 
tential life  lost  (YPLL)  in  this  coun- 
try. Regionalization  of  trauma  care, 
including  the  designation  of  trauma 
centers,  has  a significant  impact  on 
reducing  mortality  and  morbidity  of 
seriously  traumatized  patients  and 
reducing  this  drain  on  our  human 
resources.  Decisions  on  implemen- 
tation of  health  care  systems  such 
as  trauma  systems  must  include  a 
clear  understanding  of  the  impact 
on  quality  of  care  as  well  as  of  the 
factors  which  may  affect  the  com- 
munity economic  resources.  The 
value  of  trauma  care  systems  in  im- 
proving outcome  statistics  for  the 
multisystem  trauma  patient  is  well 
documented.  The  data  concerning 
the  economic  factors  are  not  as  well 
defined  for  all  communities,  but 
several  studies  have  provided  val- 
uable clues.  A summary  of  both  is- 
sues is  appropriate  in  order  to  as- 
sist local  medical  community  efforts 
to  improve  the  care  of  trauma  pa- 
tients. Medical  and  fiscal  respon- 


A number  of  studies 
have  been  conducted 
demonstrating  the 
ability  of  organized 
trauma  systems  and 
trauma  centers  to 
reduce  morbidity  and 
mortality  due  to 
trauma. 


sibility  may  both  be  served  in  this 
effort. 

Historical  Perspective 

After  the  Korean  and  Vietnam  War 
experiences,  ex-military  physicians 
sought  to  duplicate  the  efficient  care 
which  had  proved  so  successful  in 
salvaging  the  injured.  Weil-trained 
paramedical  personnel  in  the  field, 
effective  communication,  rapid 
transportation  (helicopters),  and 
well-equipped  physicians  ready  to 
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Douglas  Health  Unit;  District  III  Emergency  Medi- 
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Marietta,  GA  30060.  Send  reprint  requests  to  her. 


deliver  immediate  definitive  care 
became  the  standard  in  the  man- 
agement of  the  traumatized  patient. 
After  their  return  to  civilian  medical 
practice,  they  demanded  the  same 
chance  to  salvage  the  severely  trau- 
matized. 

The  modern  era  of  emergency 
services  and  the  beginning  of  the 
civilian  system’s  approach  to  im- 
prove trauma  care  began  in  1966, 
when  the  National  Academy  of  Sci- 
ence/National Research  Council 
Committees  on  Shock  and  Trauma 
published  the  white  paper,  Acci- 
dental Death  and  Disability:  The 
Neglected  Disease  of  Modern  So- 
ciety. This  document1  outlined  the 
building  blocks  for  an  improved 
trauma  care  program,  much  of 
which  has  been  incorporated  into 
the  programs  which  now  exist.  The 
first  civilian  trauma  unit  was  estab- 
lished at  Cook  County  Hospital  in 
Chicago  in  1966.2  In  that  same  year, 
the  Maryland  Shock-Trauma  Unit 
expanded  its  research  in  shock  into 
that  of  the  severely  traumatized.3 
The  regionalization  of  trauma  care 
was  initially  developed  by  Boyd  in 
Illinois.  Illinois  and  Maryland,  with 
help  from  their  state  governments, 
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led  the  way  in  categorization  of  the 
existing  facilities  as  well  as  region- 
alization of  specialty  facilities  (i.e. , 
burn  centers  and  spinal  cord  injury 
centers). 

With  the  apparent  success  of 
these  pioneer  centers,  Congress  was 
spurred  to  enact  the  Emergency 
Medical  Services  Systems  (EMSS) 
Acts  of  1973,  the  purpose  of  which 
was  to: 

Amend  the  public  health  service 
act  to  provide  assistance  and  en- 
couragement for  the  develop- 
ment of  comprehensive  area- 
wide Emergency  Medical  Services 
Systems  A 

Among  other  things,  this  act  pro- 
vided states  with  grants  to  aid  them 
in  establishing  programs  to  coor- 
dinate their  emergency  medical 
services.  Once  the  local  and  re- 
gional EMS  organizations  began  to 
develop  functioning  systems,  it  be- 
came apparent  that  hospitals  were 
not  providing  a standard  level  of 
care  for  every  category  of  patient. 
Hence,  the  old  policy  that  the  pa- 
tients should  be  transported  to  the 
nearest  hospital  raised  some  ethi- 
cal question  for  the  EMS  personnel. 
The  policy  evolved  that  each  pa- 
tient should  be  taken  to  the  nearest 
appropriate  facility.  The  difficulty 
that  arose  with  this  distinction  was 
in  deciding  which  hospitals  were 
appropriate.  In  the  case  of  the 
trauma  patient,  the  American  Col- 
lege of  Surgeons  Committee  on 
Trauma  stepped  in  with  a set  of 
guidelines5  for  categorization  of  fa- 
cilities and  provided  a mechanism 
for  the  review  of  applying  hospitals 
and  their  designation.  These  stand- 
ards are  updated  regularly.6 


The  systems  approach  to  trauma 
includes  vertical  categorization  of 
hospital  resources  and  the  selec- 
tion of  a limited  but  appropriate 
number  and  level  of  trauma  centers 
(Table  l).7  It  is  this  systems  ap- 
proach which  provides  an  im- 
proved quality  of  care  as  well  as 
more  efficiently  utilizing  commu- 
nity resources. 

Quality  of  Care 

A number  of  studies  have  been 
conducted  demonstrating  the  abil- 
ity of  organized  trauma  systems  and 
trauma  centers  to  reduce  morbidity 
and  mortality  due  to  trauma.  In  1979, 
West,  et  al8  compared  the  survival 
of  motor  vehicle  accident  victims 
in  two  counties.  San  Francisco 
County  with  its  system  of  organized 
trauma  care  had  one  central  trauma 
center.  In  Orange  County,  trauma 
patients  were  taken  to  the  nearest 
receiving  hospital.  Approximately 
% of  the  non-central  nervous  sys- 
tem-related deaths  and  V3  of  the 
central  nervous  system-related 
deaths  in  Orange  County  were 
judged  to  have  been  preventable. 
Only  one  death  in  San  Francisco 
County  was  judged  to  be  prevent- 
able. They  concluded  that  an  or- 
ganized trauma  system  with  access 
to  a trauma  center  can  improve  sur- 
vival rates  for  victims  of  trauma. 

In  1983,  West,  et  al9  reported  on 
the  status  of  trauma  patients  in  Or- 
ange County  after  the  implemen- 
tation of  a trauma  system  in  1980. 
Their  results  indicated  a significant 
reduction  in  the  number  of  deaths 
judged  to  be  preventable  as  well  as 
an  increased  percentage  in  the  pa- 
tients who  received  appropriate 
surgical  intervention.  Cales  in  198410 


also  reported  on  the  effect  of  im- 
plementation of  a regional  trauma 
system  in  Orange  County.  He  found 
that  prior  to  implementation,  the 
percentage  of  potentially  salvage- 
able deaths  was  34%.  After  imple- 
mentation of  a regional  trauma  sys- 
tem, this  dropped  to  15%.  Most  of 
the  deaths  due  to  trauma  (%)  which 
occurred  after  implementation  oc- 
curred when  patients  were  taken  to 
a non-trauma  center.  Hence,  he 
concluded  that  the  implementation 
of  a regional  trauma  system  engen- 
ders significant  improvements  in 
trauma  care  and  a reduction  in  the 
death  rate  from  vehicular  trauma. 

In  1986,  Shackford  et  al11  re- 
ported on  the  impact  of  regionali- 
zation on  trauma  mortality  in  San 
Diego  County.  The  care  of  major 
trauma  victims  was  considered 
suboptimal  in  32%  of  patients  be- 
fore regionalization,  compared  to 
4.2%  after  regionalization.  Prevent- 
able deaths  occurred  in  13.6%  of 
fatalities  occurring  before  imple- 
mentation of  a trauma  system,  com- 
pared to  2.7%  after  implementa- 
tion. They  report  that  regionalization 
of  trauma  significantly  reduced  de- 
lays, inadequate  care,  and  prevent- 
able deaths  due  to  trauma. 

These  and  other  studies  dem- 
onstrate that  the  implementation  of 
a regional  organized  system  of 
trauma  care  results  in  a signifi- 
cantly higher  quality  of  care,  as 
measured  in  lives  saved. 

Economic  Issues 

The  health  care  industry  is  in 
economic  evolution.  With  the  past 
emphasis  on  retrospective  reim- 
bursement and  high  technology 
care,  recent  forces  have  refocused 
the  attention  of  health  care  man- 
agers. Prospective  payment  sys- 
tems developed  both  in  the  private 
and  public  sector  have  shifted  the 
economics  of  medical  care  into  the 
marketplace.  Hospitals  have  had  to 
deal  with  certificates  of  need  (CON), 
Diagnosis  Related  Groups  (DRGs), 
and  other  shotgun  approaches  to 
the  containment  of  skyrocketing 
health  care  costs.  The  approach  of 
regionalization  of  trauma  care, 


TABLE  1 — American  College  of  Surgeons  Nomenclature  and 
Capabilities  of  Trauma  Centers 


LEVEL  I (Regional  Trauma  Center):  Resuscitation,  initial  care,  standard  oper- 
ative, intensive  care  management,  and  specialized  care.  Education  and 
investigation  for  all  trauma  professionals  and  problems  within  the  region, 
within  its  capabilities. 

LEVEL  II  (Areawide  trauma  service  center):  Resuscitation,  initial  care,  and 
standard  operative,  intensive  care  management,  within  its  capabilities. 

LEVEL  III  (Local  trauma  center):  Resuscitation  and  initial  care  within  its  ca- 
pabilities. 
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which  has  recently  become  preva- 
lent, combines  the  goals  of  quality 
care  as  well  as  increasing  com- 
munity economic  efficiency  in 
dealing  with  this  “Number  One” 
cause  of  premature  death. 


Comparing 
reimbursement  of 
trauma  patients  to 
reimbursement  of  all 
inpatients  revealed  that 
trauma  patients  were 
reimbursed  less  than  all 
patients  combined 
(77%  verses  93%, 
respectively). 


What  is  the  economic  impact  of 
trauma  system  implementation  on 
the  individual  designated  hospitals 
as  well  as  on  the  community? 
Cooper,  et  al12  conducted  a finan- 
cial analysis  of  an  inner  city  trauma 
center  in  Louisville,  Kentucky.  The 
premise  of  the  study  was  that  with 
changes  in  the  economy  and  in  tax 
rules  that  the  trauma  service  might 
be  a financial  drain  on  the  hospital 
even  though  the  emergency  de- 
partment might  be  a cost-effective 
portal  of  entry  for  patients.  Espe- 
cially in  an  inner  city  with  a larger 
proportion  of  medically  indigent,  a 
trauma  service  might  not  be  cost- 
effective  for  an  individual  institu- 
tion. For  the  trauma  service  in  this 
institution,  total  collections  were 
77%  of  charges.  There  was  no  dif- 
ference in  collections  for  patients 
who  had  blunt  versus  penetrating 
injury,  violent  versus  nonviolent  in- 
jury, or  in  the  method  of  initial  re- 
ferral to  the  trauma  center  (direct 
prehospital  entry  or  referral  from 
another  institution).  This  study  was 
done  under  the  retrospective  reim- 
bursement system. 

Another  study  which  was  con- 
ducted under  the  retrospective 


reimbursement  system  was  by 
Oakes,  et  al13  in  1985  when  they 
examined  the  financial  impact  of 
the  management  of  motor  vehicle 
accident  (MVA)  victims  on  their  in- 
stitution. Between  July  J , 1982,  and 
June  30, 1983,  a total  of  290  patients 
were  discharged  from  the  Santa 
Clara  Valley  Medical  Center  after 
treatment  for  injuries  sustained  in 
motor  vehicle  accidents.  These  pa- 
tients represented  2.1%  of  all  dis- 
charges but  6.6%  of  all  patient-days 
and  6.4%  of  total  hospital  charges. 
Ninety-three  percent  of  the  MVA  pa- 
tients had  some  form  of  third  party 
coverage  (Medicare,  Medi-Cal,  or 
some  other  form  of  insurance). 
Seven  percent  of  these  patients  did 
not  have  any  medical  sponsorship. 
Hospital  charges  were  related  to 
patient  days  directly.  Overall  reim- 
bursement for  MVA  patients  was 
80.3%  of  charges.  The  authors  felt 
that  caring  for  MVA  patients  was  a 
breakeven  proposition  for  this  in- 
stitution and  that  the  burden  of 
nonreimbursement  was  due  to  the 
uninsured  motorists. 

Jacobs  in  1985, 14  examined  the 
effect  of  prospective  reim- 
bursement on  trauma  patients.  Us- 
ing prospective  methodology,  1 ,018 
patients  from  the  hospital  trauma 
registry  were  studied.  Trauma  Score 
and  Injury  Severity  Scores  were  used 
as  objective  measures  to  test  the 
hypothesis  that  hospitals  are  reim- 
bursed less  than  their  costs  to  man- 
age severely  injured  patients.  The 
data  revealed  that  the  more  severely 
injured  patients  (based  on  Trauma 
Score  and  Injury  Severity  Score) 
consumed  more  resources  than 
were  reimbursed  in  the  Diagnosis- 
Related  Group  (DRG)  system.  Ja- 
cobs predicted  that  if  prospective 
payment  systems  became  more 
prevalent,  hospitals  might  find  other 
kinds  of  patients  which  might  be 
more  cost-effective.  Hence,  if  in- 
adequate payment  beame  a disin- 
centive to  managing  trauma  pa- 
tients, hospitals  might  choose  not 
to  do  so. 

In  1986,  Jacobs  and  Schwartz15 
reported  on  the  extent  of  the  finan- 


cial impact  of  prospective  payment 
on  trauma  centers.  They  studied 
1,526  trauma  registry  patients  by 
demographic,  physiologic,  ana- 
tomic, investigational,  and  clinical 
data.  They  found  that  severely  in- 
jured patients  consumed  more  re- 
sources, had  longer  hospital  stays, 
and  were  prospectively  reimbursed 
less  than  the  cost  of  their  hospital- 
ization. Comparing  reimbursement 
of  trauma  patients  to  reimburse- 
ment of  all  inpatients  revealed  that 
trauma  patients  were  reimbursed 
less  than  all  patients  combined 
(77%  versus  93%,  respectively). 
When  updated  reimbursement 
weighting  codes  were  utilized,  the 
loss  to  the  hospital  increased,  with 
the  hospital  being  reimbursed  56% 
of  the  total  bill  for  trauma  patients. 
The  authors  recommend  that  there 
be  an  alternative  reimbursement 
system  for  trauma  patients,  based 
on  voluntary  national  norms,  ob- 
jective national  outcome  criteria, 
and  appropriate  trauma  manage- 
ment. 


The  economic 
evaluation  of  trauma 
systems  cannot  be 
complete  without 
considering  the  gain  by 
society  when  a 
preventable  death  is 
actually  prevented.  The 
fact  is,  however,  that 
this  gain  by  society  is 
very  difficult  to 
quantify. 


In  an  effort  to  provide  more  cost- 
effective  care  to  very  critically  in- 
jured patients,  Fischer,  et  al16  re- 
viewed the  direct  costs  of  care  for 
77  consecutive  patients  with 
Trauma  Score  of  four  or  less,  a 
group  with  a very  low  probability  of 
survival.  Seventy-four  of  these  pa- 
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tients  died,  with  only  four  of  the 
nonsurvivors  living  more  than  24 
hours.  Only  one  of  the  three  sur- 
vivors achieved  a productive  recov- 
ery. The  total  direct  costs  for  all  of 
these  patients  was  $544,477.66. 
Based  on  the  analysis  of  the  data, 
the  authors  propose  cost-effective 
clinical  guidelines  on  who  to  re- 
suscitate in  this  category  of  pa- 
tients: 

1 . They  state  that  it  is  futile  to  con- 
tinue resuscitation  efforts  if  a 
valid  Trauma  Score  of  1 or  2 is 
confirmed  shortly  after  the  ini- 
tiation of  appropriate  resuscita- 
tive  measures. 

2.  If  a patient  with  an  admission 
trauma  score  of  4 or  less  does 
not  achieve  cardiovascular  sta- 
bility in  response  to  appropriate 
resuscitative  measures  within  1 
hour  of  admission,  continued 
therapy  is  futile. 

The  authors  feel  that  these  guide- 
lines provide  an  objective  means  of 
limiting  the  allocation  of  resources 
on  patients  who  have  no  change  of 
survival. 

Tennant  in  198317  discussed  the 
financial  impact  of  improved  trauma 
care  on  communities,  summarizing 
a presentation  by  D.  D.  Trunkey, 
then  Chief  of  Surgery  at  San  Fran- 
cisco General  Hospital.  He  esti- 
mates that  the  total  direct  and  in- 
direct costs  of  trauma  are  $87.4 
billion  annually.  Since  trauma  is  the 
number  one  cause  of  death  from 
age  1 to  44,  a death  due  to  trauma 
is  in  most  cases  the  loss  of  a person 
in  the  prime  of  his/her  productive 
years.  The  economic  evaluation  of 
trauma  systems  cannot  be  com- 
plete without  considering  the  gain 
by  society  when  a preventable  death 
is  actually  prevented.  The  fact  is, 


however,  that  this  gain  by  society 
is  very  difficult  to  quantity.  Another 
gain  by  the  community  lies  in  the 
more  efficient  use  of  resources 
when  only  certain  hospitals  treat 
certain  classes  of  patients.  Dupli- 
cation of  services  within  the  com- 
munity has  been  and  will  continue 
to  be  a drain  on  the  resources  of 
that  community  and  one  of  the  main 
reasons  for  the  skyrocketing  cost  of 
medical  care.  If,  however,  only  cer- 
tain hospitals  are  allowed  to  gear 
up  for  the  care  of  these  patients, 
costly  duplication  may  be  avoided. 

Summary 

It  has  been  clearly  shown  that  re- 
gionalization of  trauma  care  has  a 
significant  impact  on  reducing  the 
mortality  and  morbidity  of  seriously 
injured  trauma  patients.  The  quality 
of  care  which  can  be  offered  to  these 
patients  at  trauma  centers  has 
changed  patterns  of  survival  which 
have  been  longstanding  in  the  face 
of  technology  which  has  not 
changed  significantly  in  the  inter- 
vals studied.  It  is  also  clear  that  the 
institutions  which  decide  to  offer 
these  services  cannot  expect  to  gain 
significant  financial  advantage, 
either  under  retrospective  or  pro- 
spective reimbursement  systems.  It 
is  clear  that  for  some  hospitals  to 
remain  in  the  “Trauma  Center  Busi- 
ness,” alternative  reimbursement 
strategies  may  need  to  be  offered. 
However,  there  will  always  be  some 
institutions  that  will  continue  to  of- 
fer these  services,  either  as  a public 
service  or  as  a loss  leader.  It  is  these 
committed  institutions  which  will 
allow  the  community  to  reap  the 
full  economic  benefit  of  trauma  sys- 
tem development — when  fully  pro- 
ductive individuals  are  returned  to 
the  community  rather  than  buried. 


References 

1.  National  Academy  of  Sciences/National  Re- 
search Council;  Accidental  Death  and  Disability: 
The  Neglected  Disease  of  Modern  Society,  Wash- 
ington, D.C.;  1966. 

2.  Lowe  RJ,  RJ  Baker.  Organization  and  function 
of  trauma  care  units.  J Trauma  1 973;  1 3:285. 

3.  Cowley  RA.  A study  of  shock  and  trauma  in 
man  utilizing  the  resources  of  a clinical  shock 
trauma  unit;  MD  State  Med  J 1 967 ; 1 6:63. 

4.  Law  of  the  93rd  Congress;  Emergency  Medical 
Services  Systems  Act  of  1973,  Public  Law  93-154; 
Washington,  D.C.;  November  16,  1973. 

5.  Committee  on  Trauma  of  the  American  Col- 
lege of  Surgeons.  Optimal  hospital  resources  for 
care  of  the  seriously  injured.  Bull  Am  Coll  Surg 
September,  1976. 

6.  Committee  on  Trauma  of  the  American  Col- 
lege of  Surgeons.  Hospital  and  prehospital  re- 
sources for  optimal  care  of  the  injured  patient.  ACS 
Bulletin  1986;71  (10)4-23. 

7.  Boyd  DR,  RA  Cowley.  Comprehensive  Re- 
gional Trauma/Emergency  Medical  Services  (EMS) 
Delivery  Systems:  The  United  States  Experience. 
World  J Surg  1983;7:149-157. 

8.  West  JG,  DD  Trunkey,  RC  Lim.  Systems  of 
trauma  care:  a study  of  two  counties.  Arch  Surg 
1979;114:455-460. 

9.  West  JG,  RH  Cales,  AB  Gazzaniga.  Impact  of 
regionalization:  the  Orange  County  experience.  Arch 
Surg  1983;118:740-744. 

10.  Cales  RH.  Trauma  mortality  in  Orange  County; 
the  effect  of  implementation  of  a regional  trauma 
system.  Ann  Emerg  Med  1 984;  13(1) : 1 5-24. 

11.  Shackford  SR,  P Hollinworth-Fridlund,  GF 
Cooper,  AB  Eastman.  The  effect  of  regionalization 
upon  the  quality  of  trauma  care  as  assessed  by 
concurrent  audit  before  and  after  institution  of  a 
trauma  system:  a preliminary  report.  J Trauma 
1 986;26(9)  :8 12-820. 

12.  Cooper  MA,  C Borst,  L Flint,  D Thomas.  Fi- 
nancial analysis  of  an  inner  city  trauma  center: 
charges  vs  collections.  Ann  Emerg  Med 
1 985;  14(4)  :33 1 -333. 

13.  Oakes  DD,  SF  Holcomb,  JP  Sherck.  Patterns 
of  trauma  care  costs  and  reimbursements:  the  bur- 
den of  uninsured  motorists.  J Trauma  1985; 
25(8):740-745. 

14.  Jacobs  LM.  The  effect  of  prospective  reim- 
bursement on  trauma  patients.  ACS  Bulletin 
1 985;70(2) : 1 7-22. 

15.  Jacobs  LM,  RJ  Schwartz.  The  impact  of  pro- 
spective reimbursement  on  trauma  centers.  Arch 
Surg  1 986;  1 2 1 (4)  :479-483 . 

16.  Fischer  RP,  TC  Flynn,  PW  Miller,  BJ  Row- 
lands. The  economics  of  fatal  injury:  dollars  and 
sense.  J Trauma  1985;25(8):746-750. 

17.  Tennant  HL.  Prevention,  trauma  centers,  re- 
search could  cut  down  high  cost  of  trauma.  Emerg 
Dept  News  August,  1983;  pp.  8,  11.  ■ 


298 


Journal  of  MAG 


Subclavian  to  Carotid  Artery 
Bypass  for  Occlusion  of  the 
Common  Carotid  Artery 

A Report  of  Two  Cases  and  Review 
Mark  J.  Costantino,  M.D., Thomas  A.  Montgomery,  M.D. 


Abstract 

THIS  PAPER  DESCRIBES  TWO  PATIENTS  who  underwent 
subclavian  to  internal  or  external  carotid  artery  bypass 
for  total  or  near  total  occlusion  of  the  common  carotid  artery. 
The  clinical  presentations,  indications  for  surgery,  and  sur- 
gical techniques  are  discussed  in  detail.  Special  emphasis  is 
placed  on  the  diagnosis,  including  the  use  of  late  phase  an- 
giography and  noninvasive  Doppler  Scanning  to  identify  these 
rather  unusual  lesions.  Gratifying  results  can  be  expected 
with  this  procedure  in  selected  symptomatic  patients  with 
appropriate  lesions. 


OCCLUSIVE  DIS- 
EASE of  the  ca- 
rotid arteries  is  a 
common  and  well 
known  cause  of 
stroke.  Carotid  en- 
darterectomy is  a 
time  proven  treat- 
ment for  selected 
patients  with  this 
disease.  In  general, 
patients  with  ste- 
notic or  ulcerative 
lesions  of  the  carotid  artery  and  ap- 
propriate symptoms,  that  is,  tran- 
sient ischemic  attacks  or  stable 
strokes,  are  considered  candidates 
for  this  surgery.  In  appropriate  can- 
didates, results  can  be  expected  to 
be  excellent.  Surgery  is  usually  con- 
traindicated in  patients  with  total 
occlusion  of  the  common  or  inter- 
nal carotid  artery.  Occasionally, 
however,  a patient  with  totally  oc- 
cluded common  carotid  artery  will 
maintain  a patent  internal  or  exter- 
nal carotid  artery.  If  these  patients 
are  symptomatic,  revascularization 
of  these  arteries  can  be  rewarding 
and  effectively  relieve  their  symp- 
toms. This  paper  describes  two  pa- 


tients with  unusual  manifestations 
of  carotid  occlusive  disease  and 
their  treatment. 

Case  Reports 

CASE  1.  The  patient  was  a 71- 
year-old  white  man  who  was  first 
seen  in  1983  with  asymptomatic  ca- 
rotid bruits  and  stable  claudication. 
He  had  a history  of  hypertension 
and  diabetes  but  no  clinical  heart 
disease  at  that  time.  He  was  seen 
periodically  and  eventually  devel- 
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oped  bilateral  am- 
aurosis fugax.  Non- 
invasive vascular 
laboratory  studies 
suggested  signifi- 
cant bilateral  ca- 
rotid artery  disease. 
A subsequent  arte- 
riogram revealed  a 
75%  stenosis  of  the 
right  internal  ca- 
rotid artery  as  well 
total  occlusion  of 
the  left  internal  carotid  artery.  The 
left  external  carotid  artery  was  pat- 
ent and  filled  the  left  middle  cere- 
bral artery  via  the  ophthalmic  ar- 
tery. In  addition,  there  was  a tight 
stenosis  of  the  left  proximal  com- 
mon carotid  artery. 

On  1/25/84,  the  patient  under- 
went a right  carotid  endarterectomy 
without  incident.  Postoperatively, 
the  patient  had  no  more  right  eye 
symptoms  but  continued  to  have 
transient  blind  spells  involving  his 
left  eye.  On  4/11/84,  he  underwent 
a left  subclavian  to  external  carotid 
artery  bypass  and  external  carotid 
endarterectomy.  The  bypass  was 
carried  out  using  a 6mm  Dacron 
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graft.  He  has  remained  asympto- 
matic for  2 years. 

CASE  2.  The  patient  is  a 64-year- 
old  white  woman  who  presented 
with  a history  of  multiple  left  hem- 
ispheric TIAs.  Her  history  included 
smoking  and  hypertension.  Physi- 
cal examination  revealed  an  absent 
left  carotid  pulse.  An  arteriogram 
revealed  a totally  occluded  left 
common  carotid  artery.  The  left  in- 
ternal carotid  artery  remained  pat- 
ent and  filled  via  retrograde  flow 


from  the  left  external  carotid  artery 
(Figures  1,  2). 

On  11/1/85,  the  patient  under- 
went a left  subclavian  artery  to  left 
internal  carotid  bypass  with  endar- 
terectomy utilizing  a 6mm  knitted 
Dacron  graft.  Postoperatively,  the 
patient  has  remained  completely 
asymptomatic  for  6 months. 

Discussion 

Surgery  on  the  carotid  artery  bi- 
furcation for  occlusive  disease  ac- 


counts for  more  than  90%  of  carotid 
artery  surgery.  Carotid  artery  revas- 
cularization was  first  described  by 
Eastcott,  Pickering,  and  Rob  in 
1954.1  Since  that  time,  carotid  en- 
darterectomy has  become  the  most 
commonly  performed  peripheral 
vascular  operation.  Operations  on 
the  arch  vessels  for  occlusive  dis- 
ease are  much  less  common  and 
account  for  less  than  10%  of  op- 
erations performed.  Total  occlu- 
sion of  the  common  carotid  artery 


Figure  1.  Aortic  arch  arteriogram  of  patient  #2.  Note  the  total 
occlusion  of  the  left  common  carotid  artery. 


Figure  2.  Late  phase  arteriogram  of  patient  #2.  Note  the  filling 
of  the  internal  carotid  artery  via  the  external  carotid  artery. 
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can  result  from  the  retrograde 
thrombosis  of  the  artery  following 
total  occlusion  at  the  carotid  bifur- 
cation or  from  antigrade  thrombo- 
sis following  total  occlusion  of  a 
proximal  arch  lesion.2  Occasion- 
ally, either  the  internal  or  external 
carotid  artery  or  both  arteries  may 
remain  patent  following  total  oc- 
clusion of  the  common  carotid  ar- 
tery. These  patients  can  remain 
symptomatic  with  hemispheric  is- 
chemic episodes  or  symptoms  of 
retinal  ischemia.  If  they  are  identi- 
fied, appropriate  revascularization 
can  be  done,  often  with  gratifying 
results. 


Diagnosis  of  the 
patient  internal  or 
external  carotid  artery 
in  the  presence  of  the 
totally  occluded 
common  carotid  artery 
depends  upon  accurate 
angiography  and 
particularly  late 
injection  views. 

Diagnosis  of  the  patent  internal 
or  external  carotid  artery  in  the 
presence  of  the  totally  occluded 
common  carotid  artery  depends 
upon  accurate  angiography  and 
particularly  late  injection  views. 
Since  these  vessels  frequently  fill 
via  retrograde  flow  from  collateral 
vessels  of  the  external  carotid  sys- 
tem, they  are  visualized  only  in  the 
late  arterial  phase  of  the  arterio- 
gram. Occasionally,  the  vascular 
laboratory  will  suggest  that  the  in- 
ternal or  external  carotid  artery  is 
still  patent  in  the  patient  with  the 
obvious  occlusion  of  the  common 
carotid  artery.  Duplex  scanning  will 
visualize  the  vessels,  and  the  de- 
tection of  blood  flow  by  Doppler 
and  spectrum  analysis  confirms  the 
patency  of  the  branch  vessels.  Some 
have  suggested  that  Doppler  and 


spectrum  analysis  may  be  more 
sensitive  than  angiography  in  de- 
tecting very  critical  stenoses  of  the 
carotid  artery  and  have  operated  on 
patients  based  on  this  test  alone.3 
Obviously,  the  timing  of  the  angio- 
gram is  critical  in  making  this  di- 
agnosis and  identifying  these  ves- 
sels. 

Treatment  of  common  carotid 
and  aortic  arch  lesions  generally  fall 
into  three  categories:  endarterec- 
tomy, intrathoracic  bypass,  and  ex- 
traanatomic  bypass.46  Initial  de- 
scriptions of  the  management  of 
these  lesions  discussed  either  in- 
trathoracic bypass  or  endarterec- 
tomy as  the  procedure  of  choice. 
However,  these  procedures  are  not 
without  morbidity  and  mortality.5 
Extraanatomic  bypass  has  the  ad- 
vantage of  avoiding  a thorocotomy 
and  has  proven  satisfactory  for  many 
of  these  unusual  lesions.7  8 The 
common  carotid  to  subclavian  ar- 
tery bypass  is  a common  method 
of  managing  subclavian  artery  ste- 
nosis with  or  without  steal  syn- 
drome. Reversing  this  bypass,  that 
is,  a subclavian  to  carotid  bypass, 
has  been  an  effective  method  of  re- 
vascularizing the  totally  occluded 
common  carotid  artery.  In  both  of 
the  patients  described,  knitted  6mm 
Dacron  grafts  were  utilized  for  the 
bypass.  Two  incisions  were  used, 
a short  transverse  supraclavicular 
incision  for  exposure  of  the  sub- 
clavian artery  and  an  oblique  inci- 
sion anterior  to  the  sternocleido- 
mastoid muscle  for  exposure  of  the 
carotid  bifurcation.  A tunnel  was 
developed  posterior  to  the  sterno- 
cleidomastoid muscle  (Figure  3). 
Shunts  were  not  used.  The  post- 
operative period  was  similar  to  a 
standard  carotid  endarterectomy. 

Revascularization  of  the  internal 
carotid  artery  is  well  accepted 
for  appropriate  patients  with  symp- 
tomatic lesions.  The  still  patent  in- 
ternal carotid  artery  in  the  patient 
with  a totally  occluded  common  ar- 
tery offers  a rare  opportunity  to  sal- 
vage this  vessel  prior  to  its  certain 
total  occlusion.  The  patient  with  a 


Reversing  this 
bypass,  that  is,  a 
subclavian  to  carotid 
bypass,  has  been  an 
effective  method  of 
revascularizing  the 
totally  occluded 
common  carotid  artery. 

still  patent  external  carotid  artery 
under  these  circumstances  is 
somewhat  more  unusual.  The  ex- 
ternal carotid  artery  is  certainly  an 
important  source  of  collateral  cir- 
culation in  the  patient  with  occlu- 
sion of  the  internal  carotid  artery. 
The  retinal  circulation  as  well  as 
the  hemispheric  circulation  can  be 
supplied  by  collateral  flow  from  this 
major  branch.  There  have  been 
many  reports  describing  revascu- 


Figure  3.  Diagram  of  subclavian  to 
internal  carotid  artery  bypass. 


MAY  1988,  Vol.  77 


301 


CMvtfis 

ot  Facts? 


• Even  moderate  social  drinkers 
may  risk  liver  damage. 

• Women  are  more  likely  to  suffer 
liver  damage  from  alcohol 
than  men. 

• Most  victims  of  liver  disease  are 
not  alcoholics. 

All  three  statements  are  true. 

How  many  did  you  get  right? 


Many  people  are  confused  about 
the  effects  of  alcohol  on  the  liver — 

and  what  you  don ’t  know  con  hurt 
you. 

A pamphlet  on  myths  and  facts 
tells  what  you  can  do  to  protect 
yourself  and  your  loved  ones.  For 
your  free  copy,  send  a stamped 
self-addressed  business 
envelope  to: 


larization  of  the  external  carotid  ar- 
tery.911 Results  have  generally  been 
good  though  this  procedure  is  not 
without  risk.  Bypass  to  this  vessel 
is  unusual  but  occasionally  is  in- 
dicated.12 Our  first  patient  had  re- 
current amaurosis  fugax  which  was 
relieved  completely  following  ex- 
ternal carotid  bypass. 

Conclusion 

There  are  patients  with  totally  oc- 
cluded or  nearly  occluded  com- 
mon carotid  arteries  that  still  main- 
tain patency  of  one  or  more  of  the 
branch  vessels.  These  patients  may 
remain  symptomatic  and  are  at  risk 
for  a neurologic  event.  Diagnosis 
depends  on  accurate  arteriography, 
though  it  may  be  suggested  by  the 
noninvasive  vascular  laboratory. 
Revascularization  by  subclavian  to 
carotid  bypass  has  been  effective  in 
relieving  these  patients  of  their 
symptoms.  The  procedure  is  rela- 
tively simple  with  acceptable  mor- 
bidity and  mortality. 
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The  Atypical  Mycobacteria: 
Five  "fear  Hospital  Experience 

and  Review 


David  L.  Anders,  M.D. 


Abstract 

OVER  A 5- YEAR  PERIOD,  106  patients  were  discharged  from 
Georgia  Baptist  Medical  Center  with  the  diagnosis  of 
disease  due  to  Mycobacteria.  Of  those  patients  with  iden- 
tifiable mycobacterial  organisms  by  culture,  26%  grew  atyp- 
ical mycobacteria. 

The  atypical  mycobacteria  are  ubiquitous  organisms  that 
infrequently  cause  disease  in  man.  When  disease  does  occur, 
it  usually  appears  clinically  to  be  very  similar  to  the  pul- 
monary disease  of  M.  tuberculosis.  It  is  more  likely  to  occur 
in  the  elderly,  whites,  and  persons  with  pre-existent  lung 
disease.  The  most  frequent  atypical  mycobacterium  causing 
disease  in  the  Southeast  United  States  is  M.  avium  complex, 
with  M.  Fortuitum  complex  also  being  a common  pathogen. 

Current  guidelines  for  therapy  are  not  well  established 
and  observation  may  be  indicated.  When  drug  therapy  is 
instituted,  more  drugs  are  given  for  a longer  period  of  time 
than  compared  to  pulmonary  tuberculosis,  and  antibiotics 
such  as  amikacin  and  cefoxitin  may  be  of  use.  Surgery  is 
the  treatment  of  choice  in  appropriate  cases  of  localized  M. 
avium  disease. 


Introduction 

The  atypical  my- 
cobacteria are 
classically  those 
which  remain  of  the 
genus  Mycobacte- 
rium after  the  tuber- 
culosis complex  (M. 
tuberculosis,  M.  bo- 
vis,  M.  africanum, 
and  M.  microti)  is 
removed.  It  may 
be  more  practical, 
however,  to  include 
all  but  M.  tubercu- 
losis under  the  clas- 
sification of  atypi- 
cal. The  label 
“atypical”  is  some- 
what misleading, 
however,  since  all 
of  the  organisms  so 
listed  display  prop- 
erties characteristic  of  the  genus 
Mycobacterium.  The  atypical  group 
has  also  been  called  the  “anony- 
mous mycobacteria,”  “opportunis- 
tic mycobacteria”  and  “mycobac- 
teria other  than  M.  tuberculosis .” 
Wolinsky1  has  proposed  that  the 


group  be  called  “non-tuberculous 
mycobacteria.”  However,  tradition 
and  familiarity  have  maintained  the 
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popular  use  of 
“atypical”  to  de- 
scribe these  myco- 
bacteria which  are 
associated  with  his- 
tological and  clini- 
cal events  typically 
caused  by  M.  tuber- 
culosis. 

In  general,  the  atyp- 
ical mycobacteria  are 
less  contagious,  less 
frequently  of  clinical 
significance,  and  more 
resistant  to  traditional 
anti-tuberculous  ther- 
apy than  is  M.  tuber- 
culosis. In  the  labora- 
tory, the  two  groups 
may  be  distinguished 
by  the  almost  unique 
(some  exceptions  do 
exist)  ability  of  M.  tu- 
berculosis to  accu- 
mulate niacin.2  Other  differences, 
similarities,  and  characteristics  will 
be  discussed  in  this  paper  by  a re- 
view of  the  cases  of  atypical  my- 
cobacteria at  Georgia  Baptist  Med- 
ical Center  and  a review  of  the 
medical  literature. 
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Methods 

Selection  of  Patients 

The  International  Classification 
of  Diseases  (ICD-9-CM)3  coding  sys- 
tem was  employed  to  review  the 
permanent  medical  records  at 
Georgia  Baptist  Medical  Center 
(GBMC)  which  had  been  classified 
under  the  diagnosis  of  “Tubercu- 
losis (010-018)”  and  “Diseases  due 
to  other  mycobacteria  (031)”  for  the 
5-year  period  beginning  January  1, 
1981,  and  extending  through  De- 
cember 31,  1985.  There  were 
119,971  GBMC  discharges  during 
this  5-year  period. 

Of  the  106  patients  listed  with 
these  diagnoses,  84  records  were 
available  for  review.  Three  broad 
categories  of  patients  were  estab- 
lished: (1)  those  patients  with  cul- 
ture-proven M.  tuberculosis;  (2) 
those  patients  with  culture-proven 
mycobacteria  of  the  atypical  group; 
and  (3)  those  patients  who,  be- 
cause of  historical  and/or  clinical 
findings,  were  felt  to  have  myco- 
bacterial disease  at  the  time  of  dis- 
charge from  the  hospital  (at  which 
time  diagnoses  are  coded  by  the 
ICD-9-CM  system)  but  were  even- 
tually culture-negative  for  myco- 
bacterial organisms.  Medical  rec- 
ords for  Group  2 were  then 
evaluated  for  the  presence  of  pre- 
existent pulmonary  disease;  im- 
munocompromised states;  clinical 
manifestations  of  cough,  sputum 
production,  fevers,  weight  loss, 
hemoptysis;  chest  roentgenogram 
changes;  secretions  cultured;  pur- 
ified protein  derivative  (PPD)  test- 
ing; results  of  acid-fast  staining;  and 
cigarette  smoking  history. 

Results 

Of  84  patients  reviewed,  29 
(34.5%)  had  culture-proven  M.  tu- 
berculosis, 10  (11.9%)  had  atypical 
mycobacteria,  44  (52.4%)  had  no 
acid-fast  bacilli  (AFB)  by  culture, 
and  one  (1.2%)  had  a few  AFB 
which  were  not  identified.  Of  those 
patients  with  identifiable  mycobac- 
terial organisms  by  culture,  25.6% 
(10  of  39)  grew  atypical  mycobac- 
terial For  the  5-year  period,  the  in- 


cidence of  all  mycobacteria  was  at 
least  32.5  cases  per  100,000  dis- 
charges (39/1 19,971)  and  of  atypi- 
cal mycobacteria  at  least  8.3  cases 
per  100,000  discharges  (10/ 
119,971).  If  the  22  patients  whose 
records  were  unavailable  are  as- 
sumed to  have  the  same  distribu- 
tion of  groups  1,2,  and  3 as  noted 
above,  the  incidence  of  all  myco- 
bacteria may  be  as  high  as  41  per 
100,000  discharges  (49.2/119,971) 
and  of  atypical  mycobacteria  10.5 
per  100,000  discharges  (12.6/ 
119,971). 

The  average  age  of  the  group  of 
patients  with  M.  tuberculosis  was 
52.5  ± 18.7  years,  while  that  of  the 
patients  with  atypical  mycobacteria 
was  69.8  ± 18.4  years  (Table  1). 

Of  the  patients  with  M.  tubercu- 
losis, 58.6%  were  black  and  37.9% 
were  white,  while  70%  of  patients 
with  atypical  mycobacteria  were 
white  and  30%  were  black. 

Of  the  patients  with  M.  tubercu- 
losis, 44.8%  were  female  and  55.2% 
were  male,  while  50%  of  males  and 
50%  of  females  were  found  in  the 
atypical  group. 

Of  the  patients  with  atypical  my- 
cobacteria, M.  avium  accounted  for 
70%  of  all  organisms.  At  least  7 of 
the  10  patients  had  pre-existent  pul- 
monary disease.  All  patients  had 
some  clinical  manifestations 
suggestive  of  disease,  although  not 
all  had  AFB  positive  smears.  Six  of 
the  10  patients  had  a history  of  cig- 
arette smoking.  Reports  of  PPD  skin 
testing  were  available  for  four  pa- 


tients and  were  interpreted  as  pos- 
itive in  two.  One  patient  had  re- 
ceived steroids,  and  a second 
patient  had  undergone  splenec- 
tomy several  years  earlier.  Other- 
wise, other  than  age  and  conditions 
noted  above,  there  were  no  other 
significant  causes  for  immuno- 
compromise noted.  Specifically, 
there  were  no  cases  of  acquired  im- 
munodeficiency syndrome  (AIDS). 

Discussion 

Historical  Perspective 

The  discovery  of  M.  tuberculosis 
by  Koch  in  1882  was  soon  followed 
by  the  discovery  by  others  of  ad- 
ditional species  of  mycobacteria. 
The  search  for  hosts  (other  than 
man  and  cattle)  of  M.  tuberculosis 
in  the  environment  resulted  in  the 
eventual  finding  of  mycobacteria  in 
soil,  water,  raw  milk,  fish,  fowl,  and 
reptiles.  For  over  half  a century, 
atypical  mycobacteria  went  un- 
proven as  pathogens  in  man,  de- 
spite efforts  to  do  so.  One  cause  for 
the  diffuclty  in  establishing  the 
pathogenicity  of  these  organisms 
was  the  criteria  used  — namely  that 
of  causing  disease  in  guinea  pigs 
which  many  of  these  microbes  do 
not  do.  Additionally,  many  atypical 
mycobacteria  are  indeed  non-path- 
ogenic  by  today’s  criteria,  and  as  a 
whole  it  has  been  said  the  atypical 
mycobacteria  “lie  at  the  edge  of 
pathogenicity.”4  Finally,  many 
healthy  people  may  expectorate 
non-tuberculous  bacilli  without 
evidence  of  disease. 


TABLE  1 — Comparison  of  Patients  With  Atypical  Mycobacteria 
Versus  M.  Tuberculosis  Seen  at  GBMC  From  January  1,  1981  to 
December  31,  1985. 


M.  Tuberculosis 
n = 29 

Age  (years)  52.5  ± 18.7 

Atypical  Mycobacteria 
n = 10 

Age  (Years)  69.8  ± 18.4 

P 

<0.02 

Race 

Black 

58.6% 

Black 

30.0% 

N.S. 

White 

37.9% 

White 

70.0% 

Other 

3.5% 

Other 

0.0% 

Sex 

Male 

55.2% 

Male 

50.0% 

N.S. 

Female 

44.8% 

Female 

50.0% 
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In  the  1948  Bergey’s  Manual,  10 
species  of  mycobacteria  were  listed, 
and  all  had  been  known  for  at  least 
10  years.  With  the  discovery  of  new 
antibiotics  in  the  post  World  War  II 
era,  however,  more  attention  was 
focused  on  the  mycobacteria  as  in- 
tensive culture  and  sensitivity  re- 
search was  done.  In  1954,  Timpe 
and  Runyon,  working  from  the  Vet- 
erans Administration  Hospital  in 
Atlanta,  Georgia,  published  q land- 
mark article5  proposing  a new  sys- 
tem of  classification  for  the  atypical 
mycobacteria.  The  Runyon  Groups, 
as  they  are  now  known,  are  based 
on  the  growth  rate  and  pigment 
characteristics  of  colonies  grown 
on  culture  media  and  are  com- 
posed of  four  groups:  photochro- 
mogens, scotochromogens,  non- 
chromogens (all  of  which  are 
“slow”  growers),  and  rapid  growers 
(Table  2).6  In  general,  Groups  I and 
III  account  for  most  pathogenic  or- 
ganisms. 

Group  I,  the  photochromogens, 
grow  colonies  which  are 
white  to  buff  in  color,  but  6 to  12 
hours  after  exposure  to  light  for  at 
least  an  hour  will  develop  pigments 
ranging  from  brick  red  to  intense 
yellow.  Pathogenic  photochromo- 
gens include  M.  kansasii  and  M. 
marinium.  Other  characteristics  of 
Group  I are  that  colonies  are  usu- 


While  infection  or 
colonization  with 
atypical  mycobacteria 
is  apparently  common, 
disease  due  to  these 
organisms  is  not. 


ally  smooth  (although  they  may  be 
rough  likeM  tuberculosis ) and  grow 
slightly  more  rapidly  than  M.  tuber- 
culosis at  37°C.  Photochromogens 
are  somewhat  pathogenic  for  guinea 
pigs  and  mice. 

Scotochromogens,  Group  II,  form 
a bright  yellow  or  orange  pigment 
when  grown  in  the  dark  and  be- 
come more  red  if  exposed  to  light. 
These  colonies  are  almost  always 
smooth  and  grow  faster  than  M.  tu- 
berculosis at  37°C  but  slower  at  20- 
25°C.  Scotochromogens,  such  as  M 
scrofulaceum,  are  not  pathogenic 
for  lab  animals. 

Group  III,  the  non-chromogens, 
are  essentially  without  pigment  re- 
gardless of  exposure  to  light,  vary- 
ing in  color  from  off-white  to  faint 
yellow.  Colonies  are  smooth,  and 
pathogenicity  for  lab  animals  is  not 
uniform.  The  best  known  member 
of  this  group  is  M.  avium. 


The  rapid  growers,  Group  IV,  may 
appear  to  be  slow  growers  when 
initially  cultured,  requiring  3 to  6 
weeks  to  isolate  the  primary  cul- 
ture. Subcultures,  or  cultures  grown 
at  28°C,  will  be  well-developed  in  7 
to  14  days.  Some  rapid  growers  form 
smooth  colonies,  other  are  rough. 
Some  rapid  growers,  including  M. 
fortuitum  and  M.  cbeloneii,  are  not 
pigmented,  especially  when  young. 

The  new  method  of  classifica- 
tion proposed  by  Runyon  was 
associated  with  an  increase  in  the 
recognition  of  new  species.  More 
than  50  mycobacterial  species  are 
currently  recognized,  some  of  which 
do  not  fit  exactly  into  any  one  of 
the  four  original  groups.  Thus,  while 
Runyon’s  groups  offer  a useful  sys- 
tem for  generalized  classification, 
it  is  better  to  refer  to  each  specific 
organism  by  name  than  by  group 
alone.  Additionally,  organisms 
within  a group  may  vary  in  drug  re- 
sistance or  pathological  poten- 
tial.2- 6- 7 

General  Characteristics  of  the  Atyp- 
ical Mycobacteria 
While  infection  or  colonization 
with  atypical  mycobacteria  is  ap- 
parently common,  disease  due  to 
these  organisms  is  not.  As  many  as 
80%  of  residents  of  the  Southeast- 
ern United  States  may  react  to  skin 


TABLE  2 — Runyon’s  Classification  of  Nontuberculous  Mycobacteria6 


Common 

Colony 

Species 

Pigmentation 

GROUP  I 
Photochromogens 

M.  kansasii 

None  if  grown  in  dark;  bright  yellow  vs 
orange  or  brick  red  if  grown  in  light 

GROUP  11 
Scotochromogens 

M.  scrofulaceum 

Yellow-orange  in  dark 
More  reddish  if  grown  in  light 

GROUP  III 
Nonphotochromogens 

M.  intracellulare 

Weak  to  none 

(Battey  bacillus) 

M.  avium 

GROUP  IV 
Rapid  growers 

M.  fortuitum 
M.  abscessus 

Usually  none 

From:  Tellis,  1980. 


MAY  1988,  Vol.  77 


305 


testing  with  PPD-B  (prepared  from 
M.  intracellulare)  A but  only  2000- 
3000  cases  of  atypical  mycobac- 
teria are  reported  annually.  Among 
the  possible  causes  for  the  rarity  of 
disease  caused  by  such  common 
organisms  are:  (1)  size  of  the  initial 
inoculum  dose  (no  evidence  is 
available  to  support  this);  (2)  long- 
standing colonization  evolving  into 
disease  (observed  in  some  pa- 
tients); and  (3)  immunosuppres- 
sion of  the  host  (most  likely).4 
Impaired  bronchopulmonary  clear- 
ance also  plays  a key  role.  At  least 
seven  of  the  10  patients  reviewed 
at  GBMC  had  pre-existent  pulmo- 
nary disease.  The  transmission  of 
atypical  mycobacteria  is  probably 
via  an  environmental  agent  with  the 
lungs  serving  as  a portal  of  entry. 
There  is  no  evidence  of  person-to- 
person  spread. 

As  with  M.  tuberculosis,  the  most 
frequently  involved  organ  system  is 
the  lungs.  All  of  the  isolates  ob- 
tained from  GBMC  patients  re- 
ported above  were  from  the  lungs. 
Other  potential  sites  for  involve- 
ment include  lymph  nodes,  skin, 
bone,  genitourinary  tract,  and  joint 
spaces.  Diagnosis  of  pulmonary 
disease  requires  not  only  culturing 
of  the  organism  but  also  repeated 
positive  cultures  or  isolates  ob- 
tained from  a sterile  biopsy.  Clas- 
sical evidence  of  disease,  such  as 


The  Runyon  Groups 
are  based  on  the 
growth  rate  and 
pigment  characteristics 
of  colonies  grown  on 
culture  media  and  are 
composed  of  four 
groups. 


fever,  weight  loss,  sputum  produc- 
tion, hemoptysis,  and  chest  roent- 
genogram changes,  should  be  ob- 
served.9 Skin  testing,  useful  with  M 
tuberculosis,  is  usually  not  helpful 
in  the  diagnosis  of  atypical  myco- 
bacteria. Antigen  is  available  for 
testing  only  a few  strains.  A nega- 
tive reaction  does  not  rule  out  in- 
fection, and  a positive  reaction  may 
be  caused  by  previous  exposure  or 
overlapping  antigenic  properties  of 
different  mycobacteria.  For  an  in- 
dividual case,  the  chest  roentgen- 
ogram does  not  distinguish  M.  tu- 
berculosis from  the  atypical 
mycobacteria.10 

Atypical  mycobacteria  account 
for  10-33%  of  all  pathogenic  my- 
cobacteria.28 In  this  series,  25.6% 
of  mycobacteria  cultured  were 


atypical.  Previous  reports  have  in- 
dicated atypical  mycobacterial  dis- 
ease is  more  likely  than  M.  tuber- 
culosis to  occur  in  whites  and  older 
patients.8  In  this  series,  70%  were 
white,  while  only  37.9%  of  the  pa- 
tients with  M.  tuberculosis  were 
white.  The  average  age  for  the  two 
groups  was  69.8  and  52.5  years,  re- 
spectively. Gender  has  been  shown 
previously  to  have  no  bearing  be- 
tween the  two  groups.  Of  the  pa- 
tients with  atypical  mycobacteria, 
50%  were  males,  while  55.2%  of  the 
M.  tuberculosis  group  were  males. 

Specific  Atypical  Mycobacteria 
M.  avium  complex  is  composed 
of  M.  intracellulare  and  M.  avium. 
These  two  organisms  are  very  sim- 
ilar but  separate  species,  with  no 
significant  clinical  differences. 
Therefore,  they  are  usually  consid- 
ered as  a complex.  They  account 
for  approximately  60%  of  all  path- 
ogenic nontuberculous  mycobac- 
teria,11 with  70%  noted  in  this  study. 
Pulmonary  involvement  is  most 
common.  Patients  are  more  likely 
to  be  from  rural  areas,  male,  >50 
years  old,  with  co-existent  lung  dis- 
ease which  may  lend  itself  to  a 
poorer  prognosis  than  that  due  to 
the  mycobacterial  disease.12  Pul- 
monary involvement  probably  pro- 
gresses if  not  treated,  but  chemo- 
therapy is  empiric,  as  no  controlled 


TABLE  3 — 

Species  of  Mycobacteria  Likely  to  be  Encountered  in 
Veterinary  Diagnostic  Laboratory2 

a Human  or 

Slow  Growers 

Rapid  Growers 

PATHOGENS 

M.  africanum 
M.  asiaticum 
M.  avium 
M.  bovis 
M.  farcinogenes 
M.  haemophilum 
M.  intracellulare 
M.  kansasii 
M.  leprae 
M.  malmoense 

M.  marinum 
M.  paratuberculosis 
M.  scrofulaceum 
M.  shimoidei 
M.  simiae 
M.  szulgai 
M.  tuberculosis 
M.  ulcerans 
M.  xenopi 

M.  chelonae 
M.  fortuitum 
M.  senegalense 
M.  porcinum 

NONPATHOGENS 

M.  gastri 
M.  gordonae 
M.  nonchromogenicum 

M.  terrae 
M.  triviale 

About  25  other  species 

From:  Wayne,  1985 
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trials  have  been  held  to  determine 
the  value  of  therapeutics  in  this  dis- 
ease. Of  recent  importance  has  been 
the  increase  in  incidence  of  M. 
avium  associated  with  AIDS.13 

M.  kansasii  may  account  for  as 
much  as  20%  of  mycobacteria  in 
some  areas,  found  most  frequently 
in  Kansas,  Chicago,  Texas,  Eng- 
land, Wales,  and  urban  areas.  There 
is  a predilection  for  males  and  per- 
sons 40  to  50  years  old.  It  is  anti- 
genically  similar  to  M.  tuberculosis, 
conferring  about  as  much  protec- 
tion as  does  BCG,  but  it  is  more 
difficult  to  treat.  Therapy  involves 
two  or  three  drugs,  which  is  often 
successful  despite  in  vitro  tests 
showing  poor  sensitivity.  Pulmo- 
nary disease  is  most  common,  and 
one  report14  indicates  40%  of  pa- 
tients may  be  without  symptoms. 
Since  the  organism  is  not  usually 
found  in  the  environment,  a posi- 
tive culture  suggests  disease,  even 
when  colony  numbers  are  small. 
Curiously,  as  many  as  37%  of  pa- 
tients with  M.  kansasii  have  a his- 
tory of  previous  spontaneous  pneu- 
mothorax.6 

M.  scrofulaceum  is  ubiquitous  in 
nature,  but  rarely  causes  disease. 
When  pathogenic,  however,  it  typ- 
ically causes  unilateral  lymphad- 
enitis at  the  angle  of  the  jaw  in  chil- 
dren 15-36  months  of  age. 
Otherwise,  these  children  are 
healthy  with  no  disease  found  else- 
where in  the  body.  No  evidence  of 
disease  is  seen  in  family  members 
either.2  Very  few  cases  have  been 
reported,  but  chemotherapy  has 
been  successful  despite  in  vitro  re- 
sistance. 

M.  marinium  is  present  through- 
out nature  and  is  found  in  warm 
water,  swimming  pools,  and  tropi- 
cal fish  tanks.  It  causes  most  of  the 
dermatologic  pathology  due  to  my- 
cobacteria — typically  localized 
self-limited  skin  lesions  at  the  site 
of  abrasions  exposed  to  contami- 
nated sources.  Slow  lymphatic 
spread  may  occur,  but  deep  or  dis- 
seminated disease  is  rare,  probably 
because  the  organism  grows  best 
at  27°C. 


M.  ulcerans  also  causes  skin  le- 
sions, but  unlike  M.  marinium,  may 
proceed  to  systemic  disease.  Le- 
sions usually  begin  on  an  extremity 
and  advance  to  the  trunk.  Patients 
are  often  from  Africa  or  the  Pacific 
Islands.2 

M.  fortuitum  complex  is  com- 
prised of  M.  fortuitum  and  M.  che- 
lonae,  the  only  significant  patho- 
gens out  of  approximately  30  rapid 
growers.  Both  are  often  nosocomial 
pathogens,  having  been  reportedly 
associated  with  dialysis,  median 
sternotomy,  augmentation  mam- 
moplasty,  cooling  water  in  cardi- 
oplegia, and  continuous  ambula- 
tory peritoneal  dialysis.7  This 
complex  accounted  for  19%  of  non- 
tuberculous  pathogenic  mycobac- 
teria in  198011  and  30%  in  this  GBMC 
report.  M.  chelonae  was  first  iso- 
lated in  turtles  and  is  more  often 
associated  with  pulmonary  dis- 
ease. It  is  usually  resistant  to  all 
standard  anti-tuberculous  therapy. 
M.  fortuitum  occurs  freely  in  nature 
and  was  first  isolated  in  frogs.  It  is 
more  frequently  associated  with 
post-traumatic  and  post-surgical 
skin  and  soft  tissue  infection.  In 
general,  the  mortality  for  this  com- 
plex is  low,  although  the  morbidity 
may  be  quite  significant. 

Other  mycobacteria  are  listed  in 
Table  3.2 

Treatment 

Due  to  the  low  pathogenicity  of 
the  atypical  mycobacteria  and  the 
lack  of  evidence  of  transmission 
from  person  to  person,  respiratory 
isolation  is  unnecessary.  If  the  pa- 
tient is  on  anti-tuberculous  therapy 
and  only  an  atypical  organism 
grows,  the  physician  may  consider 
stopping  therapy  and  following  the 
patient  for  changes  in  clinical 
symptoms  or  chest  roentgeno- 
grams, especially  if  there  is  no  pro- 
gression of  symptoms  or  cavitary 
disease.  Many  patients  will  then 
rapidly  clear  their  sputum  of  my- 
cobacteria and  most  likely  did  not 
have  invasive  disease.  If,  however, 
there  is  a progression  of  disease, 
therapy  may  then  be  instituted.  Drug 


regimens  are  variable  and  often  em- 
piric, since  extensive  controlled 
studies  are  not  available  for  most 
atypical  mycobacteria.  Treatment 
usually  involves  multiple  anti-tu- 
berculous  drugs.  Recent  studies 
have  suggested  antibiotics  not  tra- 
ditionally classified  as  anti-tuber- 
culous may  also  be  effective.  Ami- 
kacin has  demonstrated  in  vitro 
activity  against  M.  tuberculosis,  M. 
intracellulare,  M.  kansasii,  and  M. 
fortuitum ,15  Cefoxitin  is  inactive 
against  M.  kansasii,  but  has  shown 
variable  in  vitro  activity  against  M. 
avium  and  M.  fortuitum ,16  It  is  an 
attractive  agent  due  to  its  low  tox- 
icity and  side  effect  profile. 


Treatment  usually 
involves  multiple  anti 
tuberculous  drugs. 
Recent  studies  have 
suggested  antibiotics 
not  traditionally 
classified  as  anti- 
tuberculous may  also 
be  effective. 


A high  proportion  of  the  M.  avium 
complex  is  resistant  in  vitro  to  iso- 
niazid  (INH),  para-aminosalicylic 
acid  (PAS),  rifampin  (RIF),  etham- 
butol  (EMB),  and  streptomycin 
(SM),  and  other  agents.  But  this  re- 
sistance is  often  incomplete  and 
may  lead  to  growth  abnormalities 
which  could  theoretically  result  in 
increased  susceptibility.4  Many  dif- 
ferent recommendations  for  treat- 
ment of  M.  avium  have  been  sug- 
gested.1718 In  moderately  severe 
cases  of  pulmonary  disease,  the 
1985  National  Consensus  Confer- 
ence on  Tuberculosis13  recommen- 
dations include  INH,  RIF,  and  EMB 
for  18-24  months,  with  SM  during 
the  initial  2 to  3 months.  For  patients 
with  localized  M.  avium  pulmonary 
disease,  especially  if  unresponsive 
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to  medical  therapy,  surgery  is  the 
treatment  of  choice.1319 

In  vitro  studies  of  the  M.  fortui- 
tum  complex  in  general  show  M. 
fortuitum  more  sensitive  than  M. 
chelonei  to  most  antimicrobials  ex- 
cept erythromycin.  Drugs  used  have 
included  amikacin,  tobramycin,  ce- 
foxitin, doxycycline,  and  sulfon- 
amides. Response  to  therapy  is  as 
noted  above  — difficult  to  assess 
due  to  the  variable  natural  history 
of  the  disease  and  limited  number 
of  cases  available  for  study.  Anti- 
biotic choice  is  most  reasonably 
based  on  sensitivity  reports.  Treat- 
ment failures  have  occurred  de- 
spite in  vitro  sensitivity,  however, 
and  cures  have  been  reported  in  the 
presence  of  in  vitro  resistance. 
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• • • 

EDITORIAL  COMMENT:  This  study 
may  have  erroneously  excluded 
cases  of  M.  avium  complex  asso- 
ciated with  AIDS  due  to  method  of 
patient  selection.  One  wonders  how 
many  AIDS  cases  are  coded  under 
the  secondary  opportunistic  infec- 
tions rather  than  under  the  broad 
category  of  AIDS.  If  the  author  had 
examined  the  ICD-9-CM  cases  of 
AIDS  (or  those  listed  under  other 
immunodeficiency  states j,  he  might 
have  discovered  more  atypical  my- 
cobacterial infections.  ■ 
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Hyperparathyroidism  and 

Pregnancy 

Case  Report  and  Therapy  Update 

J.  A.  Mansberger,  M.D.,  A.  R.  Mansberger,  Jr.,  M.D. 


Abstract 

THE  EXACT  INCIDENCE  of  primary  hyperparathyroidism 
during  pregnancy  is  unknown.  Isolated  case  reporting 
of  this  entity  has  been  increasing  over  the  past  3 decades 
and  is  likely  a result  of  increased  awareness,  routine  use  of 
calcium  determinations  during  pregnancy,  and  the  increased 
availability  of  radioimmunoassay  for  parathormone  meas- 
urement. Historically,  neonatal  morbidity  and  mortality  was 
extremely  high  in  patients  who  were  untreated  or  in  those 
who  were  treated  medically. 

We  report  a successful  surgical  outcome  on  the  first  re- 
ported case  of  maternal  hyperparathyroidism  with  twins.  In 
addition,  the  cases  reported  since  Delmonico’s  review  in 
1976  are  examined  and  compared  to  past  reviews.  A review 
of  the  literature  reveals  that  there  has  been  an  improvement 
in  neonatal  morbidity  and  mortality  for  those  medically 
treated,  although  they  continue  to  remain  higher  than  for 
those  who  have  had  surgical  removal  of  parathyroid  pa- 
thology during  pregnancy. 

Improved  medical  management  and  earlier  diagnosis  are 
probably  factors  in  the  improved  morbidity.  Surgery  remains 
the  treatment  of  choice  for  most  of  the  patients  who  are 
found  to  have  hyperparathyroidism  during  pregnancy,  es- 
pecially those  in  whom  the  diagnosis  is  established  during 
the  first  and  second  trimesters. 


Hyperpara- 
thyroidism 
and  pregnancy  is 
an  uncommon 
combination.  His- 
torically, neonatal 
morbidity  and 
mortality  were  ex- 
tremely high  in  pa- 
tients who  were 
either  untreated  or 
in  those  who  were 
treated  medically. 

Surgical  therapy  in 
the  few  cases  re- 
ported has  been 
generally  success- 
ful. We  report  a 
successful  sur- 
gical outcome  on 
the  first  reported 
case  associated 
with  the  delivery  of 
twins.  In  addition, 
the  cases  reported 
since  Delmoni- 
co’s review  in  1976 
are  analyzed. 

Case  Report 

A 32-year-old  white  woman,  grav- 
ida 1,  para  1,  was  admitted  else- 


Drs. Mansbergers  are  with  the  Department  of  Sur- 
gery, Medical  College  of  Georgia,  Augusta,  GA 
30912.  Send  reprint  requests  to  Dr.  A.  R.  Mans- 
berger, Jr. 


where  for  low  back 
pain  and  hematu- 
ria. The  patient 
was  18  weeks 
pregnant  at  the 
time  and  passed  a 
renal  calculus 
during  that  hospi- 
tal stay.  Serum 
calcium  levels  ob- 
tained on  that  ad- 
mission were  ele- 
vated (12  and  12.5 
mgm  per  dec- 
iliter). Her  serum 
PTH  level  was  141 
picograms  (high 
normal  of  90).  She 
was  subsequently 
referred  to  our  in- 
stitution for  fur- 
ther evaluation. 

Physical  exam 
and  history  were 
unremarkable  with 
the  exception  of 
her  obvious  preg- 
nancy, a history  of 
thymic  irradiation  during  child- 
hood, a history  of  multiple  renal 
calculi,  and  the  presence  of  a sol- 
itary thyroid  nodule.  Ultrasound  ex- 
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amination  was  consistent  with  28 
weeks  gestation  and  revealed  the 
presence  of  twins.  Initial  laboratory 
evaluation  revealed  a calcium  of 
1 1 .4  mgm/dl,  with  an  albumin  of  3.2 
gms  percent.  Initial  phosphorous 
was  2.5  mgm/dl  and  chloride  106 
mgm/dl,  for  a chloride/phospho- 
rous ratio  of  41.  T3  and  T4  levels 
were  within  normal  limits.  Radio- 
nuclide scanning  and  uptake  were 
avoided  because  of  the  pregnancy. 

The  patient  underwent  neck  ex- 
ploration during  her  second  trimes- 
ter and  a left  inferior  parathyroid 
adenoma  was  found  and  confirmed 
by  biopsy  (Figure  1).  Three  other 
parathyroid  glands  were  biopsied 
and  had  normal  morphology.  The 
thyroid  nodule  was  benign.  Post- 
operatively,  the  patient  had  no 
complications.  The  serum  calcium 
fell  to  a low  of  7.9  mgm/dl  on  the 
third  post-op  day  and  had  stabilized 
at  8.1  mgm/dl  at  the  time  of  dis- 
charge. She  had  no  symptoms  of 
hypocalcemia  and  required  no  sup- 
plemental therapy. 

The  patient  subsequently  carried 
her  twins  to  full  term.  Two  healthy 
male  infants  were  born  normocal- 
cemic  and  free  from  any  endocrine 
abnormality. 

Discussion 

Effect  of  Pregnancy  on  Calcium  and 
Parathyroid  Hormone 

Total  maternal  calcium  de- 
creases in  the  third  trimester  as  a 
result  of  hypoalbuminemia,  in- 
creased fetal  utilization,  and  ma- 
ternal volume  expansion. 13  The 
ionized  calcium  decreases  to  a 
lesser  extent  or  remains  normal.2 
PTH  increases  after  the  20th  week 
of  gestation  and  is  relatively  unre- 
liable as  a diagnostic  tool  during 
pregnancy.  Calcium  is  actively 
transported  across  the  placenta 
even  against  a diffusion  gradient.1 
Because  of  the  high  molecular 
weight,  PTH  does  not  cross  the  pla- 
cental barrier. 

Effect  of  Hyperparathyroidism  on 
the  Neonate 

Since  calcium  is  actively  trans- 
ported across  the  placenta,  ma- 


Figure  1 — Parathyroid  adenoma 
gestation. 

ternal  hypercalcemia  results  in 
increased  fetal  calcium  and  sup- 
pressed parathyroid  development 
in  the  fetus.13  In  neonates  born  to 
hyperparathyroid  mothers,  the 
suppression  of  their  parathyroid 
glands  results  in  decreased  ability 
to  respond  to  hypocalcemia  via 
normal  negative  feedback  mech- 
anisms and  causes  neonatal  tetany 
with  the  potential  for  respiratory  ar- 
rest. This  effect  may  last  for  3 to  5 
months.  Permanent  chronic  hypo- 
parathyroidism has  been  reported. 
Maternal  hypercalcemia  may  thus 
cause  neonatal  hypoparathyroid- 
ism which  can  result  in  significant 
perinatal  morbidity  and  mortality  as 
evidenced  by  historical  reports. 

Review  of  Therapy 

Ludwig,  in  a review  of  hyperpar- 
athyroidism and  pregnancy  from 
1930  to  1962,  reported  findings  in 
21  women  with  a total  of  40  preg- 
nancies.5 The  overall  neonatal 
complication  rate  for  these  patients 
was  50  percent,  with  abortions  and 
neonatal  death  occurring  in  31  per- 
cent and  neonatal  tetany  reported 
in  19  percent.  The  only  patient 
treated  surgically  had  a successful 
outcome  with  no  complications. 

Delmonico,  et  al  reported  in  1979 
an  additional  21  patients  with  23 
pregnancies  treated  from  1962  to 
1973.3  Thirteen  of  these  patients  (15 


removal  during  the  second  trimester  of 

pregnancies)  were  treated  medi- 
cally. Eight  patients  had  their  hy- 
perparathyroidism surgically  cor- 
rected between  the  2nd  and  6th 
month  of  gestation.  In  the  non-sur- 
gical  group,  the  complication  rate 
was  80  percent,  with  a combined 
stillborn  and  neonatal  death  rate  of 
27  percent  and  a neonatal  tetany 
rate  of  53  percent.  In  the  surgical 
group,  eight  patients  underwent 
successful  neck  exploration.  No 
neonatal  deaths  or  complications 
were  reported,  except  for  one  infant 
who  had  transient  mild  hypocal- 
cemia without  any  associated  tet- 
any, a complication  rate  of  1 1 per- 
cent. 

Since  Delmonico’s  review  in 
1976,  an  additional  23  patients  with 
a total  of  26  pregnancies  have  been 
reported.  This  number  includes  the 
present  case  report.  Thirteen  of 
these  cases  were  treated  surgically 
and  thirteen  by  medical  manage- 
ment. Two  of  the  patients  in  the 
surgical  group  had  unsuccessful 
neck  explorations,  a surgical  fail- 
ure rate  of  15  percent.1  They  were 
successfully  treated  medically  for 
the  duration  of  their  pregnancies. 

In  the  15  patients  treated  medi- 
cally, there  were  no  perinatal 
deaths.  Six  (40  percent)  of  the  neo- 
nates had  complications,  primarily 
those  associated  with  hypocal- 
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cemia  and  tetany.  In  the  surgical 
group,  there  were  a total  of  1 1 suc- 
cessful parathyroidectomies.  Four 
patients  in  this  group  had  previ- 
ously failed  to  respond  to  conserv- 
ative medical  management.  There 
was  one  neonatal  death,  a mortality 
rate  of  8 percent.  No  other  neonatal 
complications  are  reported.  The  one 
neonatal  death  occurred  in  the  fe- 
tus of  a mother  who  underwent 
emergency  neck  exploration  for  hy- 
percalcemic  crisis  (calcium  of  19 
mgm  percent)  and  severe  pancrea- 
titis which  was  refractory  to  medi- 
cal therapy.  A stillborn  fetus  was 
delivered  in  the  immediate  post- 
operative period.  The  mother  had  a 
successful  postoperative  recovery.6 

In  addition  to  the  above  cited  case 
report,  there  have  been  two  ad- 
ditional reports  of  pregnancy,  hy- 
perparathyroidism, and  pancreati- 
tis. One  patient  was  reported  by 
Thomason  with  a calcium  of  12 
mgm  percent  discovered  in  the  third 
trimester  of  pregnancy.7  This  pa- 
tient was  treated  medically  with  oral 
phosphates  and  with  satisfactory 
maternal  and  neonatal  results.  Le- 
vine reported  a patient  with  severe 
pancreatitis  and  calcium  in  the  15 
mgm  percent  range.8  After  48  hours 
of  medical  therapy  for  control  of 
hypercalcemia,  the  patient  under- 
went successful  parathyroidectomy 
with  good  maternal  and  fetal  out- 
come. 

In  addition  to  the  above  patient 
treated  with  oral  phosphates,  Mon- 
otoro,  et  al  reported  two  cases  in 
which  oral  phosphates  were  used 
for  patients  whose  hyperparathy- 
roidism was  first  diagnosed  in  the 
third  trimester  of  pregnancy.9  One 
had  undergone  an  unsuccessful 
neck  exploration  prior  to  preg- 
nancy. The  other  presented  on  her 
31st  week  of  gestation.  Both  re- 
sponded well  to  oral  phosphate 
therapy  and  delivered  healthy  new- 
borns, though  one  mother  had  pre- 
eclampsia and  required  cesarean 
section. 

Thus,  this  analysis  of  patient  re- 
ports since  Delmonico’s  review  in 
1976  indicates  that  of  the  additional 


26  pregnancies  reviewed,10 14  13 
were  managed  medically  with  no 
neonatal  deaths,  a marked  im- 
provement over  the  31  percent  re- 
ported by  Ludwig  and  the  20  per- 
cent reported  by  Delmonico.  The 
neonatal  complication  rate  (40  per- 


cent) does,  however,  remain  high 
in  medically  managed  patients  and 
is  only  a slight  improvement  over 
the  previously  reported  50  and  80 
percent  reported  by  Ludwig  and 
Delmonico,  respectively  (Tables  1 
and  3). 


TABLE  1 — 

Neonatal  Outcome  of  Medical  Therapy  Since  1975 

No  Complications 

Complications 

Total 

Monotoro,  et  al9 

2 

1 

3 

Salem,  Taylor10 

— 

2 

2 

Thomason,  et  al7 

— 

2 

2 

Lowe,  et  al11 

4 

— 

4 

Leug,  et  al2 

1 

1 

2 

Shanghold1 

2 

1 

3 

TOTAL 

9 (60%) 

6 (40%) 

15 

TABLE  2 — 

Neonatal  Outcome  of  Surgical  Therapy  Since  1975 

No  Complications 

Deaths  Complications  Total 

Clark,  et  al6 



1 



1 

Deutsh 

1 

— 

— 

1 

Dorey12 

1 

— 

— 

1 

Gaeke13 

1 

— 

— 

1 

Levine8 

1 

— 

— 

1 

Molinatti 

1 

— 

— 

1 

Salem,  Taylor10 

1 

— 

— 

1 

Lowe 

2 

— 

— 

2 

Wilson14 

1 

— 

— 

1 

Present  Case 

2 

— 

— 

1 

TOTAL 

11  (92%) 

1 

o 

# 

co 

12 

TABLE  3 — 

Comparison  of  Present  and  Past  Reviews  of  Neonatal  Outcomes, 

Medical  Therapy 

No  Complications 

Deaths 

Complications 

Tota 

1930-1962 

19  (50%) 

12  (31%) 

7 (19%) 

38 

Ludwig 

1962-1975 

Delmonico 

3 (20%) 

4 (27%) 

8 (53%) 

15 

1975-Present 

9 (60%) 

0 (0) 

6 (40%) 

15 

TOTAL 

31  (45%) 

16  (24%) 

21  (31%) 

68 

Successful  Parathyroidectomy 

No  Complication 

Deaths 

Complications 

Tota 

1930-1962 

Ludwig 

1 (100) 

— 

— 

1 

1962-1975 

7 (87.5) 

— 

1 (12.5) 

8 

Delmonico 

1975-Present 

11  (92%) 

1 (8%) 

0 

12 

TOTAL 

19  (90%) 

1 (5%) 

1 (5%) 

21 
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Surgery  remains  the 
treatment  of  choice  for 
most  of  the  patients 
who  are  found  to  have 
hyperparathyroidism 
during  pregnancy, 
especially  during  the 
first  and  second 
trimesters. 


In  the  surgical  group,  the  only 
neonatal  death  occurred  in  the  most 
critically  ill  patient  of  the  entire 
group  reported.  No  other  neonatal 
complications  were  associated  with 
surgical  ablation.  For  those  man- 
aged by  adequate  surgical  resec- 
tion since  Delmonico’s  review  in 
1976,  there  was  a total  neonatal 
mortality/complication  rate  of  8 
percent  (Tables  2 and  3). 


Summary 

Surgery  thus  remains  the  treat- 
ment of  choice  in  the  vast  majority 
of  patients  presenting  with  hyper- 
parathyroidism and  pregnancy  and 
reduces  the  risk  of  both  neonatal 
and  maternal  morbidity  and  mor- 
tality. 

Medical  management  with  oral 
phosphates  has,  however,  been 
shown  to  be  effective  in  numerous 
reported  cases  and  should  likely  be 
considered  the  therapy  of  choice  in 
patients  who  have  a contraindica- 
tion to  surgery  and  in  those  pre- 
senting or  diagnosed  late  in  the  third 
trimester  of  gestation. 
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Neonatal  Pneumococcal 
Pneumonia 

Case  Report  and  Literature  Review 

Marcia  B.  Guzzardo,  M.D.,  Marye  E.  Hacker,  B.M.Sc.,  Gary  Walker,  M.D. 


Abstract 

A FULMINANT,  FATAL  CASE  of  early  onset  neonatal  pneumo- 
coccal pneumonia  is  presented.  An  extensive  literature  re- 
view of  18  cases  of  early  onset  pneumococcal  pneumonia  is  also 
discussed.  The  incidence  of  early  onset  streptococcus  pneumoniae 
infections  seems  to  occur  sporadically  and  carries  a high  mortality 
rate  (overall  of  72%  in  our  review).  Prolonged  rupture  of  mem- 
branes was  present  in  only  40%  of  cases.  Mortality  rate  was  high- 
est in  those  infants  of  mothers  whose  membranes  were  intact.  All 
presented  with  respiratory  distress.  The  diagnosis  of  pneumo- 
coccal pneumonia  should  be  entertained  in  any  neonate  presenting 
with  respiratory  distress. 


Streptococ- 
cus PNEU- 
MONIAE as  an  eti- 
ologic  agent  in 
neonatal  sepsis 
is  not  new. 

While  sepsis  and 
pneumonia  with 
Group  B strepto- 
coccus is  much 
more  common 
and  therefore 
most  often  sus- 
pected, pneu- 
mococcal sepsis  accounts  for  up  to 
5%  of  all  neonatal  bacteremia.1  The 
case  described  below  is  illustrative 
of  the  fulminant  course  that  S. 
pneumoniae  can  take  in  the  neo- 
nate. This  case  and  our  extensive 
literature  review,  which  revealed 
only  18  cases  of  early  onset  pneu- 
mococcal pneumonia,  point  out 
that  the  diagnosis  of  pneumococ- 
cal sepsis  and  congenital  pneu- 
monia should  be  considered  in  any 
infant  (term  or  pre-term,  with  or 
without  prolonged  rupture  of  mem- 
branes) who  presents  with  respi- 
ratory distress  in  the  first  few  hours 
of  life. 


Case  Report 

B.C.,  a 3835  gm  black  female, 
was  the  product  of  a term  preg- 
nancy and  vaginal  delivery  to  a 27- 
year-old  gravida3,  para2,  Ab0,  black 
woman. 

Three  days  prior  to  delivery,  the 
mother  had  low  grade  fever  (T 
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38.4°C),  chills,  my- 
algias, and  sore 
throat,  but  she  did 
not  complain  of 
any  dysuria  or 
leakage  of  am- 
niotic  fluid.  On 
admission  to  the 
delivery  room,  the 
mother  was  in  ac- 
tive labor  and  was 
febrile  with  a tem- 
perature of  38.4°C. 
orally. 

Physical  examination  revealed  a 
non-tender  gravid  uterus  at  term,  no 
evidence  of  amniotic  fluid  in  the 
vagina,  and  intact  membranes.  Du- 
ration of  labor  was  approximately 
8 hours.  Fetal  tachycardia  (fetal 
heart  tones  170-190/minute)  asso- 
ciated with  maternal  fever  compli- 
cated the  final  2 hours  of  the  first 
stage  of  labor.  Very  little  amniotic 
fluid  was  present  when  the  mem- 
branes were  artificially  ruptured. 

Immediately  upon  delivery,  the 
infant  experienced  respiratory 
distress.  Apgar  score  was  6/6.  The 
infant  was  mechanically  ventilated 
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but  at  50  minutes  of  age  began  to 
have  recurrent  cardio-respiratory 
arrests.  Despite  aggressive  cardio- 
pulmonary resusitation  and  drug 
therapy,  the  infant  failed  to  respond 
and  died  less  than  90  minutes  after 
birth.  Physical  examination  of  the 
infant  revealed  no  obvious  congen- 
ital abnormalities.  Remarkable 
physical  findings  were  the  infant’s 
shocky  appearance  and  respiratory 
distress.  Antibiotics  were  not  given 
during  the  resuscitation  efforts.  Pre- 
mortem  blood  cultures  could  not 
feasibly  be  drawn  during  the  resus- 
itative  efforts. 


In  light  of  the  high 
proportion  of  mothers 
without  premature  rup- 
ture of  membranes  and 
the  high  proportion  of 
infants  of  normal  birth 
weight,  the  question  of 
an  underlying  immuno- 
logic defect  in  the  am- 
niotic  defense  mechan- 
ism must  be  considered. 


Arterial  blood  gas  performed 
shortly  after  delivery,  with  the  infant 
intubated  and  being  ventilated  with 
100%  oxygen,  showed  a pH  of  6.694, 
a PC02  of  136.9  mmHg,  a P02  of 
27.2  mmHg,  a bicarbonate  of  16.7 
mmols/1,  and  a base  excess  of 
-23.9  mmols/1.  The  hemoglobin 
was  13.1  g/dl.  Chest  x-ray  revealed 
the  lungs  to  be  very  poorly  ex- 
panded, with  only  minimal  lung  tis- 
sue visible  on  the  left.  Laboratory 
studies  performed  on  cord  blood 
showed  a hemoglobin  of  14.2  g/dl, 
a hematocrit  of  43.9%,  and  a cor- 
rected white  blood  count  of  3917/ 
mm3,  with  1%  neutrophils,  89% 
lymphocytes,  8%  monocytes,  and 
2%  eosinophils.  Hemoglobin  elec- 


trophoretic pattern  on  cord  blood 
was  FA  and  on  the  mother’s  blood 
was  AA.  Postmortem  blood  culture 
on  the  baby  was  negative,  as  was 
the  serum  antigen  screen.  Blood 
culture  on  the  mother,  which  was 
drawn  after  she  had  received  a 
postpartum  intravenous  dose  of 
ampicillin,  was  negative,  as  was  the 
antigen  screen.  Cervical  culture 
grew  S.  pneumoniae.  Pneumococ- 
cal serotypes  were  not  performed. 

Pathologic  Findings 

At  autopsy,  no  congenital  anom- 
alies were  identified.  Significant 
pathologic  findings  were  limited  to 
the  infant’s  lungs  and  placenta.  The 
lungs  were  heavy;  total  weight  was 
100  grams.  The  visceral  pleura  was 
glistening  and  free  of  petechial 
hemorrhages.  Slightly  frothy,  milky 
secretions  were  present  within  the 
major  bronchi.  All  lobes  of  the  lung 
had  uniformly  congested,  slightly 
indurated,  cut  surfaces  and  were 
free  of  focal  lesions.  Microscopi- 
cally, the  alveoli  were  expanded  and 
contained  mild  to  moderate  num- 
bers of  squamous  epithelial  cells, 
consistent  with  increased  in-utero 
respiratory  activity.  The  alveolar 
septal  capillaries  and  larger  vessels 
were  congested,  but  alveolar  hem- 
orrhages were  not  present.  Diffuse 
pneumonia  involved  all  pulmonary 
lobes.  The  acute  inflammatory  in- 
filtrate was  variable  in  intensity,  with 
some  alveoli  completely  filled  by 
neutrophils.  Necrosis  and  micro 
abscesses  were  absent.  Numerous 
gram  positive  cocci,  many  of  which 
were  diplococci,  were  present 
throughout  the  inflammed  alveolar 
spaces.  S.  pneumoniae  was  iso- 
lated in  pure  culture  from  the  right 
upper  lobe. 

The  placenta  was  anatomically 
normal  and  weighed  850  grams.  Fo- 
cal greenish  discoloration  of  the 
amnionic  membrane  was  noted. 
Microscopic  examination  revealed 
severe,  diffuse  chorioamnionitis, 
with  foci  of  necrosis  in  the  chorion- 
ic plate.  The  chorionic  villi  ap- 
peared mature  and  were  free  of  in- 


flammation. All  three  vessels  of  the 
umbilical  cord  were  acutely  in- 
flamed (acute  vasculitis).  Gram 
stains  were  not  done,  but  cultures 
of  both  fetal  and  maternal  surfaces 
of  the  placenta  yielded  S.  pneu-  \ 
moniae. 

Discussion 

This  infant  had  congenital  S. 
pneumoniae  pneumonia.  Although 
postmortem  blood  culture  and 
serum  antigen  were  negative,  the 
shocky  clinical  appearance,  neu- 
tropenia, and  fulminant  course  were 
all  consistent  with  the  diagnosis  of 
overwhelming  sepsis.  The  interest- 
ing but  unsettled  question  is 
whether  the  infant  acquired  the  in- 
fection by  hematogenous  spread 
from  a concurrent  bacteremia  in  the 
mother  or  by  ascending  spread  from 
the  mother’s  genital  tract.  There  are 
only  four  case  reports  in  the  liter- 
ature where  both  mother  and  infant 
had  simultaneous  pneumococcal 
infections.2-5 

In  an  extensive  review  of  the  lit- 
erature, 37  cases  of  neonatal 
pneumococcal  sepsis  were  identi- 
fied. Fulminant  onset  of  pneumo- 
coccal pneumonia  within  72  hours 
of  birth  was  described  in  18  of  the 
37  cases  reviewed.  These  18  cases 
(in  addition  to  ours)  are  reviewed 
in  Table  1.  Of  these,  nearly  half 
(47%)  had  onset  of  symptoms 
within  2 hours  of  delivery. 

Review  of  these  cases,  as  well  as 
our  own  case,  showed  that  only  40%  ! 
of  the  mothers  had  rupture  of  mem- 
branes for  more  than  24  hours  prior 
to  delivery.  Of  those  with  prolonged 
rupture,  the  mortality  rate  of  their 
infants  (34%)  was  actually  lower 
than  the  mortality  rate  for  those 
whose  membranes  ruptured  less 
than  24  hours  prior  to  delivery 
(88%).  Though  small,  this  review  is 
consistent  with  Naeye’s6  premise 
that  in  most  cases  of  congenital 
pneumonia,  the  membranes  have 
appeared  to  be  intact.  Eleven  of  the 
13  mothers  tested  had  cervical  or 
vaginal  cultures  positive  for  S. 
pneumoniae , an  organism  not  in- 
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TABLE  1 — Review  of  Published  Reports  of  Pneumococcal  Pneumonia  in  the  Newborn 


Source 

Year 

Race 

Hrs.  Membranes 
Ruptured 

Gestational 

Age 

Weight 

(gnts) 

Age  at 
Onset 

Outcome 

Cervical 

Culture 

Respiratory 

Distress 

1 Freedman9 

’28- ’35 

1360 

1 day 

death 

+ 

2 Rhodes3 

’69-75 

C 

40  wks 

3 days 

death 

+ 

3 

C 

37  wks 

1 day 

death 

+ 

+ 

4 

C 

32  wks 

1 day 

death 

+ 

+ 

5 Bortolussi2 

70 

48 

32  wks 

1600 

6 hr 

recovered 

+ 

6 

76 

37 

28  wks 

1300 

10  min 

death 

+ 

+ 

7 

76 

72 

31  wks 

1500 

2 hr 

death 

- 

+ 

8 

76 

18 

36  wks 

2680 

10  min 

death 

+ 

+ 

9 

76 

16 

38  wks 

2780 

2 hr 

recovered 

+ 

+ 

10  Scanlon10 

74 

C 

4 

2444 

2 hr 

death 

+ 

+ 

11  Tempest5 

74 

5 

40  wks 

3100 

3 days 

death 

+ 

12  Moriarty1 

76 

24 

38  wks 

2680 

48  hr 

recovered 

+ 

13 

76 

48 

2975 

4 hr 

recovered 

+ 

14  Hayes11 

78 

12 

38  wks 

2480 

72  hr 

death 

+ 

+ 

15 

78 

15 

40  wks 

3300 

1 hr 

+ 

+ 

16  Tarpay4 

’80 

C 

10 

32  wks 

1588 

1 hr 

death 

+ 

+ 

17  Peter12 

’80 

13 

41  wks 

3095 

18  hr 

death 

+ 

+ 

18  Shanks13 

’81 

48 

35  wks 

2140 

1 hr 

recovered 

- 

+ 

19  Guzzardo 

’85 

B 

8 

40  wks 

3835 

5 min 

death 

+ 

+ 

eluded  among  normal  vaginal  flora.7 
This  differs  from  Group  B hemolytic 
streptococcus  which  is  commonly 
found  as  normal  vaginal  flora  in 
mothers  of  non-affected  infants.  In 
light  of  the  high  proportion  of  moth- 
ers without  premature  rupture  of 
membranes  and  the  high  propor- 
tion of  infants  of  normal  birth  weight 
(50%  weighed  more  than  2500 
grams),  the  question  of  an  under- 
lying immunologic  defect  in  the 
amniotic  defense  mechanism  must 
be  considered.8 

One  hundred  percent  of  the  new- 
borns in  our  review  presented  with 
respiratory  distress.  Their  diagnosis 
was  often  confused  with  hyaline 
membrane  disease  and  Group  B 
streptococcal  sepsis.  Although  rare, 
pneumococcal  pneumonia  in  the 
neonate  has  a high  fatality  rate.  In 
our  review,  72%  died. 


Summary 

This  small  review  demonstrates 
the  fulminant  course  and  high  mor- 
tality rate  of  pneumococcal  pneu- 
monia in  the  neonate.  Mortality  rate 
is  highest  in  infants  of  mothers  with 
intact  membranes,  suggesting  this 
to  be  a congenital  disease.  From 
our  review,  we  suggest  that  the  di- 
agnosis of  pneumococcal  pneu- 
monia be  entertained  in  any  neo- 
nate presenting  with  respiratory 
distress  in  the  first  few  hours  and 
days  of  life  so  that  appropriate  ther- 
apy can  be  instituted  rapidly. 
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Hospital  Level  and  Neonatal 
Mortality  in  a High-Risk  Population 

Charlotte  M.  Drushel,  M.D.,  Patricia  E.  White,  M.H.Ed.,  Louise  Floyd,  R.N.,  M.S.N. 


Abstract 

PRENATAL  CARE  and  regionalization  of  services  have  been  cited 
as  factors  which  improve  pregnancy  outcome,  especially  for 
High  Risk  Programs.  Twenty-five  percent  of  women  in  a high 
risk  pregnancy  program  in  Georgia  delivered  at  Level  I hospitals. 
Neonatal  mortality  rates  were  1.5  times  higher  in  women  who 
delivered  at  a Level  I compared  to  those  who  delivered  at  Level 
II  or  III.  The  results  suggest  delivery  in  higher  level  centers  should 
be  incorporated  into  the  program. 


Introduction 

Neo  natal 

MORTALITY 

rates  in  Georgia 
exceed  those  in 
the  United  States. 

Meeting  the  1990 
National  Objec- 
tives for  infant 
mortality  is  a 
priority  for  the 
Georgia  Department  of  Human  Re- 
sources (DHR).  The  provision  of 
prenatal  care  and  regionalization  of 
perinatal  services  have  been  cited 
as  factors  which  may  improve  preg- 
nancy outcome,  especially  for  high 
risk  patients.1'6  To  increase  the  uti- 
lization of  care,  the  Georgia  DHR 
funds  the  Maternal  High  Risk  Preg- 
nancy Program  (MHRPP),  which 
provides  medically  indigent  preg- 
nant women  not  eligible  for  Med- 
icaid and  having  significant  medi- 
cal risk  factors,  financial  assistance 
for  prenatal  care,  hospital  delivery, 
and  newborn  care.  The  MHRPP  uses 
both  the  public  and  private  sector 
to  provide  this  care.  The  level  of 
hospital  of  delivery  is  left  to  the  dis- 
cretion of  the  physician  providing 


prenatal  care.  While  the  majority  of 
women  deliver  at  Level  11  and  III, 
nearly  one  quarter  of  MHRPP 
women  are  delivered  at  Level  I hos- 
pitals. Several  studies  have  re- 
ported better  outcomes  for  high-risk 
infants  delivered  at  Level  II  and  III 
hospitals.7 10  In  this  paper,  we  ex- 
amine the  relationship  between 
level  of  hospital  of  birth  and  neo- 
natal mortality  in  live  born  infants 
of  women  enrolled  in  the  MHRPP. 


From  the  Georgia  Department  of  Human  Re- 
sources, Division  of  Public  Health,  Women’s  Health 
Program,  878  Peachtree  St.,  Atlanta,  GA  30309.  Send 
reprint  requests  to  Dr.  Drushel,  School  of  Public 
Health,  University  of  Alabama  at  Birmingham,  Bir- 
mingham, AL  35294. 


Methods 

A computer- 
ized list  of  wo- 
men enrolled  in 
the  MHRPP  for 
years  1979-1981 
who  delivered 
live  infants  was 
linked  to  the 
Georgia  birth- 
death  files  using 
a combination  of  child’s  last  name, 
mother’s  maiden  name,  child’s  date 
of  birth,  and  the  mother’s  date  of 
birth.  Matching  was  performed  first 
by  computer,  which  matched  over 
80%  of  the  MHRPP  women;  the  re- 
maining were  matched  manually.  A 
birth  certificate  was  found  for  more 
than  99%  of  the  MHRPP  enrollees. 
To  verify  the  quality  of  the  match, 
a 5%  random  sample  was  selected, 
and  both  the  birth  certificates  and 
the  MHRPP  application  forms  were 
examined.  (These  forms  contained 
additional  information  including 
maternal  addresses,  Social  Security 
Number,  and  hospital  of  delivery.) 
We  found  a 3%  error  in  the  initial 
match,  mainly  due  to  transcription 
errors;  these  were  subsequently 
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corrected.  On  the  basis  of  this  sam- 
pling, we  believe  over  95%  of  the 
live  births  to  MHRPP  participants 
were  correctly  linked  to  the  birth- 
death  file. 

Hospital  level  was  based  on 
hospital  of  delivery.  Hospi- 
tals participating  in  the  MHRPP  at 
other  than  Level  I status  must  be 
inspected  before  a higher  level  is 
assigned.  Hospital  level  is  assigned 
on  the  basis  of  current  perinatal  care 
capabilities.  State  guidelines  for  as- 
signing hospital  level  are  based  on 
the  joint  recommendations  of  the 
American  College  of  Obstetricians 
and  Gynecologists  and  the  Ameri- 
can Academy  of  Pediatricians.11 
Level  I hospitals  must  be  capable 
of  providing  care  for  uncompli- 
cated pregnancies  and  emergency 
care  for  unanticipated  complica- 
tions. Level  II  and  III  hospitals  pro- 
vide care  for  patients  with  existing 
or  anticipated  complications. 


Hospital  level  is 
assigned  on  the  basis 
of  current  perinatal 
care  capabilities.  Level 
1 hospitals  must  be 
capable  of  providing 
care  for  uncomplicated 
pregnancies  and 
emergency  care  for 
unanticipated 
complications.  Level  II 
and  III  hospitals 
provide  care  for 
patients  with  existing 
or  anticipated 
complications. 


Neonatal  mortality  was  calcu- 
lated based  on  the  state  linked  birth- 
death  files  and  defined  as  deaths 


TABLE  1 - 

— Maternal  High  Risk  Pregnancy  Program  (MHRPP) 
Participants,*  1979-1981 

Number 

Neonatal 

(Percent) 

Deaths 

Mortality  Rate 

White 

4,375 

(61.6) 

48 

11.0 

Black 

2,724 

(38.4) 

46 

16.9 

TOTAL 

7,099 

(100.0) 

94 

13.2 

*Those  having  live  births  and  linked  to  the  birth-death  file  (see 

text). 

TABLE  2 — Level  of  Hospital  of  Delivery,  Neonatal  Mortality 
Rate  (NMR),*  and  Relative  Risk  (RR)  MHRPP,  1979-1981 

Level l 
Number 
(Percent) 

Level  mill 
Number 
(Percent) 

Total 

Number 

(Percent) 

White 

1,111 

3,261 

4,372 

(25.4) 

(74.6) 

(100) 

Black 

706 

1,991 

2,697 

(25.2) 

(73.8) 

(100) 

Total 

1,817 

5,252 

7,069 

(25.7) 

(74.3) 

(100) 

Deaths 

32 

62 

94 

NMR 

17.6 

11.8 

13.3 

RR 

1.50 

(0.98-2.31  )t 

1.0 

*Deaths  per  1,000  live  births 
t95%  confidence  interval 


<28  days  old  per  1,000  live  births. 
Because  there  were  few  births 
(<1%)  and  no  neonatal  deaths  to 
women  of  “other”  racial  groups,  the 
analysis  by  level  of  care  was  limited 
to  black  and  white  women.  Confi- 
dence intervals  were  calculated  us- 
ing Taylor  Series.11 

Results 

Between  1979  and  1981,  a total 
of  7,099  women  were  enrolled  in 
the  MHRPP  and  had  live  births  for 
which  a birth  certificate  could  be 
located.  Sixty-two  percent  were 
white  women,  and  38%  were  black 
(Table  1).  The  neonatal  mortality 
rate  was  13.2  overall  for  program 
participants,  11.0  for  white  enroll- 
ees,  16.9  for  black  enrollees.  The 
hospital  of  birth  was  missing  in  30 


women,  the  remaining  analyses 
were  performed  on  the  7,069  re- 
maining births. 

About  25%  of  women  in  the 
MHRPP  delivered  at  Level  I hospi- 
tals (Table  2).  There  was  no  differ- 
ence in  the  distribution  of  births  by 
race;  25.4%  of  white  women,  and 
25.2%  of  black  women  delivered  at 
Level  I hospitals.  The  neonatal  mor- 
tality rate  for  women  delivering  at 
Level  I hospitals  was  1 7.6;  for  those 
delivering  at  a Level  II  or  III  hos- 
pitals, the  rate  was  11.8.  Thus,  the 
risk  of  a neonatal  death  was  1.5 
times  higher  if  a woman  delivered 
at  a Level  I hospital. 

Discussion 

Women  delivering  at  Level  I hos- 
pitals experienced  higher  rates  of 
neonatal  mortality  than  those  deliv- 
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ering  at  Level  II  or  III  hospitals.  Race 
has  been  found  to  influence  neo- 
natal mortality,  but  in  this  study, 
because  the  percent  of  white  and 
black  women  delivering  at  Level  I 
hospitals  was  very  similar,  we  feel 
race  does  not  contribute  to  the  dif- 
ference in  neonatal  mortality. 
Women  delivering  at  Level  I hos- 
pitals might  be  at  lower  risk  than 
those  delivering  at  Level  II/III  hos- 
pitals. Consequently,  even  equiva- 
lent neonatal  mortality  rates  could 
indicate  mortality  at  Level  I hospi- 
tals in  excess  of  expected.  In  Iowa, 
Hein  found  higher  than  expected 
neonatal  mortality  rates  and  pre- 
ventable deaths  at  smaller  hospi- 
tals.12 


In  this  study,  women 
delivering  at  Level  1 
hospitals  experienced 
higher  rate  of  neonatal 
mortality  than  those 
delivering  at  Level  II 
or  III  hospitals.  . . . 
Evaluation  of  the  risk 
status  of  patients  cared 
for  at  Level  I hospitals 
is  [therefore]  critical. 

The  purpose  of  regionalization  is 
to  provide  pregnant  women  and 
their  infants  with  timely  access  to 
appropriate  obstetric  and  newborn 
care.  Regionalization  of  perinatal 
services  has  been  credited  with 
contributing  to  the  reduction  in 
neonatal  mortality  in  past  years,3 
and  both  low  birthweight  and  nor- 


mal birthweight  infants  can  benefit 
from  improved  perinatal  care.7  813 
Level  I hospitals  should  provide 
services  primarily  for  uncompli- 
cated maternity  and  newborn  pa- 
tients.14 Evaluation  of  the  risk  status 
of  patients  cared  for  at  Level  I hos- 
pitals is  critical.  “High  risk”  pa- 
tients must  be  detected  early  and 
appropriate  referrals  made  as  soon 
as  possible. 

Patients  in  the  MHRPP  have  al- 
ready been  identified  as  having  a 
current  or  potential  problem  which 
is  thought  to  place  them  at  high 
risk.  The  present  program  guide- 
lines allow  delivery  of  these  women 
at  any  level  hospital.  Because  this 
study  found  that  the  neonatal  mor- 
tality rate  is  lower  with  delivery  at 
a Level  II  or  III  hospital,  it  would 
seem  prudent  that  MHRPP  women 
who  are  selected  on  the  partial  ba- 
sis of  potential  or  actual  medical 
risk  should  be  delivered  at  a Level 
II  or  III  hospital  whenever  possible. 
The  southeastern  states  have  a 
higher  proportion  of  rural  residents 
than  the  rest  of  the  nation;  a Level 

I hospital  may  be  the  only  hospital 
available.  The  antepartum  risk  as- 
sessment becomes  of  utmost  im- 
portance for  proper  triaging  and  the 
availability  and  accessibility  of  Level 

II  or  III  hospital  care  and  emergency 
transport  must  be  assured. 
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* * * 

EDITORIAL  COMMENT:  It  is  doubt- 
ful that  race  is  not  a factor  in  neo- 
natal mortality,  since  it  influences 
complications,  care,  and  the  prev- 
alence of  low  birthweight.  As  there 
is  no  description  of  deaths  by  weight 
or  cause,  no  information  is  avail- 
able on  which  to  base  comment.  If 
it  is  required  that  all  patients  for 
whom  payment  is  available  must 
be  referred  to  a secondary  or  ter- 
tiary hospital  for  delivery,  local 
physicians  without  access  to  these 
hospitals  probably  won’t  provide 
prenatal  care.  This  is  especially  im- 
portant in  rural  counties.  ■ 
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If  your  practice  is 
giving  you  a 
headache, 
don’t  just  take 
two  aspirin. 

Call  us  in  the 
morning. 

If  the  headaches  of  the 
business  and  marketing  side  of 
your  practice  are  getting  you 
down,  call  us  for  fast  relief.  You 
will  be  amazed  at  how  our 
specialized  expertise  in 
business  development 
marketing,  staff  training, 
accountability,  patient 
relations  and  bottom-line 
good  sense  management  for 
women's  medical  services  will 
improve  your  efficiency  and 
increase  your  patient  load. 

You  need  to  focus  on  the 
medical  aspects  of  your 
practice,  and  let  us  focus  on 
the  business  side.  A small 
investment  in  our  services  could 
reap  big  rewards  and  leave 
you  more  time  for  a healthy 
private  life.  Call  today  for  an 
informational  brochure.  And 
don't  just  take  aspirin  for  your 
little  ills.  Take  action. 

Hill,  Rose  & Farmer 
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Women's  Health  Consultants 
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(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment  with  sucralfate 
can  result  in  complete  healing  of  the  ulcer,  a successful  course  of  treatment  with 
sucralfate  should  not  be  expected  to  alter  the  post-healing  frequency  or  seventy  of 
duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  administration 
of  CARAFATE  (sucralfate)  with  tetracycline,  phenytom,  digoxin,  or  cimetidine  will  result 
in  a statistically  significant  reduction  in  the  bioavailability  of  these  agents.  The  bioavailability 
of  these  agents  may  be  restored  simply  by  separating  the  administration  of  these 
agents  from  that  of  CARAFATE  by  two  hours.  This  interaction  appears  to  be  nonsys- 
temic  in  origin,  presumably  resulting  from  these  agents  being  bound  by  CARAFATE  in 
the  gastrointestinal  tract.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined.  However,  because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of 
some  drugs  from  the  gastrointestinal  tract,  the  separate  administration  of  CAFtAFATE 
from  that  of  other  agents  should  be  considered  when  alterations  in  bioavailability  are  felt 
to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral  toxicity 
studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at  doses  up  to  1 gm/kg 
(12  times  the  human  dose).  There  was  no  evidence  of  drug-related  tumongenicity.  A 
reproduction  study  in  rats  at  doses  up  to  38  times  the  human  dose  did  not  reveal  any 
indication  of  fertility  impairment.  Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Teratogenicity  studies 
have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There  are, 
however;  no  adequate  and  well-controlled  studies  in  pregnant  women.  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk. 
Because  many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when 
sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led  to 
discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated  with  sucralfate, 
adverse  effects  were  reported  in  121  (4  7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects,  reported 
in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort, 
indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies  in 
animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  find  a lethal  dose. 
Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a day  on 
an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be  taken 
within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  during  the  first  week  or  two,  treatment 
should  be  continued  for  4 to  8 weeks  unless  healing  has  been  demonstrated  by  x-ray  or 
endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC  0088-1712-47! 
and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1712-49).  Light  pink  scored 
oblong  tablets  are  embossed  with  CARAFATE  on  one  side  and  1712  bracketed  by  C's  on 
the  other.  Issued  1/87 
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Ulcer  therapy 
that  won’t  yield, 
even  to  smoking 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine1  and  ranitidine2 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.34  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine5: 


All  patients 
Smokers 


All  patients 


Ulcer  healing  rates: 

(at  four  weeks  of  therapy)5 

Sucralfate: 


Cimetidine: 


Carafate  has  a unigue,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 


Nothing  works  like 


79.4% 

81.6%* 

76.3%  ! 


Smokers  62.5% 

‘Significantly  greater  than  cimetidine  smoker  group  (P<. 05). 


ARAFATE 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 
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Soldier  being  examined  for  effects  of  high-altitude  cerebral  edema. 


ALLAN  J.  HAMILTON,  M.D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College,  B.A.  (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 

RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 

CONTINUING  EDUCATION  Neurology  and  Neuro- 
surgery Research  Fellowship  Training,  National  Institutes 
of  Health. 

OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial 

Fellowship,  National  Masonic  Medical  Research  Foundation; 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recently  published  article,  “Who  Shall  Live 
and  Who  Shall  Die”  in  Newsweek  Magazine. 


Ilf The  work  I m doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high -altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example,  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type  of  a non-invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high -altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact,  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General.  II 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


Freedom  From  Smoking® 
For  You  and  Your  Baby 


freedom  From  Smoking® for  You  and  Your  Baby  is  a 
lew  10-day  self-help  program  from  two  health  care 
experts:  the  American  Lung  Association  and  Harvard 
Community  Health  Plan.  Adapted  from  the  American 
oing  Association's  acclaimed  20-day  Freedom  From 
>moking®program,  this  plan  is  designed  especially  for 
he  pregnant  smoker.  It's  simple.  It's  inexpensive.  And 
t's  written  with  an  understanding  of  both  the  smoking 
iddiction  and  the  pressures  and  stresses  of  pregnancy. 
Quitting  isn't  easy  — but  it's  not  impossible. 


AMERICAN 


tLUNG  ASSOCIATION 

The  Christmas  Seal  People 


i 1 

| YES!  I want  to  learn  more  about  FREEDOM 

| FROM  SMOKING®  FOR  YOU  AND  YOUR 
| BABY  as  a Smoking  Cessation  Option  for  my 
| patients. 

| Name 

n Address 

■ City  State Zip 

■ Contact: 

AMERICAN  LUNG  ASSOCIATION  of  Georgia 
2452  Spring  Road  • Smyrna,  Georgia  30080 
(404)434-5864 
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Georgia’s  New  Informed  Consent  Statute 

Robert  N.  Berg 


eorgia  physicians 
must  now  obtain 
adequate  consent  as  a 
matter  of  law  or  risk 
exposure  to  liability 
arising  out  of  the  failure 
to  do  so.  J 


In  virtually  all  States,  under  the 
“Informed  Consent”  Doctrine,  a 
patient  is  entitled  to  bring  a lawsuit 
against  a physician  who  is 
negligent  in  disclosing  or  failing  to 
disclose  to  the  patient  the  nature  of 
the  treatment  to  be  rendered,  the 
risks  associated  with  that 
treatment,  and  the  available 
alternatives.  In  Georgia,  however, 
until  recently,  the  Informed 
Consent  Doctrine  was  generally 
viewed  to  be  nonexistent.1  Rather, 
under  the  Georgia  Medical  Consent 
Law,2  a written  consent  signed  by 
the  patient  or  other  authorized 
person  evidencing  a “consent  to 
surgical  or  medical  treatment 
which  discloses  in  general  terms 
the  treatment  or  course  of 
treatment  in  connection  with  which 
it  is  given”  created  a conclusive 
presumption  of  valid  consent,  in 
the  absence  of  fraudulent 
misrepresentations  of  material  fact, 
thereby  defeating  any  claim  of 
negligence  based  upon  lack  of 
adequate  disclosure  or  consent.3 

Thus,  in  Georgia,  physicians 
were  not  legally  obligated  to 
disclose  in  specific  terms  and 
obtain  the  patient’s  consent  to  a 
medical  or  surgical  procedure  in 
order  to  avoid  liability.  Nor  were 
Georgia  physicians  required  to 
explain  the  likely  risks  inherent  in 
a particular  procedure,  or  the 


This  article  was  prepared  at  the  request  of  the 
Journal.  Mr.  Berg  is  a partner  in  the  law  firm  of 
Vincent,  Chorey,  Taylor  & Feil,  Suite  1700,  The 
Lenox  Building,  3399  Peachtree  Road,  NE,  Atlanta, 
Georgia  30326. 


possible  alternatives  to  that 
treatment,  to  escape  a finding  of 
negligence.4  Most  Georgia 
physicians  did  make  such 
disclosures  as  a matter  of  course, 
but  there  was  no  statutory  or 
judicial  requirement  that  they 
obtain  the  “informed  consent”  of 
their  patients. 

Georgia’s  New  Informed 
Consent  Statute 

Effective  January  1,  1989, 
however,  the  Informed  Consent 
Doctrine  will  be  alive  and  well  in 
Georgia,  and  in  all  likelihood  will 
create  additional  exposure  to 
liability  for  Georgia  physicians. 
During  its  1988  session,  the 
Georgia  General  Assembly  enacted 
into  law  Senate  Bill  367,  which 
created  a new  Section  of  the 
Official  Code  of  Georgia5  codifying 
a form  of  Informed  Consent 
Doctrine.  The  following  briefly 
highlights  this  new  Code  section: 

Types  of  Procedures:  The  new 
type  of  Informed  Consent  must  be 
obtained  in  connection  with  “any 
surgical  procedure  under  general 
anesthesia,  spinal  anesthesia,  or 
major  regional  anesthesia  [or]  an 
aminocentesis  diagnostic 
procedure  or  a diagnostic 
procedure  which  involves  the 
intravenous  injection  of  a contrast 
material.  . . . ”6  Presumably,  in 
cases  involving  all  other  types  of 
medical  or  surgical  procedures,  th< 
existing  rules  governing  consent 
(i.e.,  O.C.G.A.  §31-9-6,  discussed 
above)  will  still  apply. 
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Nature  of  Informed  Consent: 

For  all  procedures  of  the  type 
described  above,  the  consent  of 
the  patient  or  authorized  person 
must  be  obtained  only  after  the 
patient  has  been  informed  in 
general  terms  of  certain  specific 
matters  identified  in  the  new  law: 
(i)  the  diagnosis  of  the  patient’s 
condition  requiring  the  proposed 


^Effective  January  1, 
1989,  the  Informed 
Consent  Doctrine  will 
be  alive  and  well  in 
Georgia,  and  in  all 
likelihood  will  create 
additional  exposure  to 
liability  for  Georgia 
physicians.  This  article 
highlights  this  new 
law.  y 


treatment;  (ii)  the  nature  and 
purpose  of  the  treatment;  (iii)  the 
“material  risks  generally  recognized 
and  accepted  by  reasonably 
prudent  physicians  of  infection, 
allergic  reaction,  severe  loss  of 
blood,  loss,  or  loss  of  function,  of 
any  limb  or  organ,  paralysis  or 
partial  paralysis,  paraplegia  or 
quadriplegia,  disfiguring  scar,  brain 
damage,  cardiac  arrest  or  death 
involved  in  such  proposed  surgical 
or  diagnostic  procedure  which,  if 
disclosed  to  a reasonably  prudent 


person  in  the  patient’s  position, 
could  reasonably  be  expected  to 
cause  such  prudent  person  to 
decline  such  proposed  surgical  or 
diagnostic  procedure  on  the  basis 
of  the  material  risk  of  injury  which 
could  result  from  such  proposed 
surgical  or  diagnostic  procedure”; 
(iv)  the  likelihood  of  success  of  the 
treatment;  (v)  the  practical 
alternatives  generally  recognized 
and  accepted  by  reasonably 
prudent  physicians;  and  (vi)  the 
prognosis  of  the  patient’s  condition 
if  the  proposed  treatment  is 
rejected. 

Legal  Effect  of  Obtaining  or 
Failing  to  Obtain  Informed 
Consent:  Under  the  new  law,  the 
existence  of  a written  consent, 
evidencing  compliance  with  the 
requirements  described  above, 
creates  a rebuttable  presumption  of 
valid  consent.  The  law  does  not 
indicate  the  types  of  evidence 
which  may  go  to  rebut  this 
presumption.  Alternatively,  the 
failure  to  obtain  such  a written 
consent  does  not  mean  that  the 
physician  will  be  held  liable  for 
negligence  in  failing  to  disclose  the 
required  information  or  obtain  the 
required  consent;  it  simply  means 
that  a physician  will  not  obtain  the 
benefit  of  any  presumption  of  a 
valid  consent.7 

Method  of  Disclosure:  The  new 

law  expressly  indicates  that  the 
physician  who  performs  the 
procedure  or  under  whose  direct 
orders  the  procedure  is  performed 
by  a nonphysician  (referred  to  in 


the  new  law  as  the  “responsible 
physician”)  is  responsible  for 
ensuring  that  the  required 
information  is  disclosed  and  that 
the  required  consent  is  obtained. 
The  new  law  goes  on,  however,  to 
indicate  that  the  disclosure  may  be 
made  “through  the  use  of  video 
tapes,  audio  tapes,  pamphlets, 
booklets,  or  other  means  of 
communication  or  through 
conversations  with  nurses, 
physician’s  assistants,  trained 
counselors,  patient  educators  or 
other  similar  persons  known  by  the 
responsible  physician  to  be 
knowledgeable  and  capable  of 
communicating  such  information.” 
The  new  law  further  states  that,  in 
the  hospital  setting,  any  employee 
of  a hospital  or  ambulatory  surgical 
treatment  center  who  participates 
in  any  such  conversations  at  the 
request  of  the  responsible 
physician  will  be  considered,  for 
purposes  relating  to  disclosure  and 
consent,  to  be  solely  the  agent  of 
the  responsible  physician.8 

Exceptions:  The  new  law  lists 
several  exceptions,  where 
compliance  is  not  required  with 
the  disclosure/consent  provisions 
of  the  new  law.  Among  these 
exceptions  are  the  existence  of  an 
emergency;  any  situation  generally 
recognized  by  reasonably  prudent 
physicians  to  involve  a procedure 
not  involving  a material  risk  to  the 
patient;  any  situation  where  the 
patient  requests  in  writing  that  the 
required  information  not  be 
disclosed;  any  procedure 
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undertaken  on  the  basis  of  a prior 
consent,  obtained  within  10  days  of 
the  date  of  the  procedure  (or,  in 
the  case  of  in-patient  hospital 
admissions,  for  a period  of  30  days 
from  the  date  of  admission  or  for 
the  period  of  time  during  which  the 
person  is  confined  in  the  hospital, 
whichever  is  greater);  or  where  the 
surgical  or  diagnostic  procedure 
was  unforeseen  or  was  not  known 
to  be  needed  at  the  time  the 
consent  was  obtained.9 

Action  for  Failure  to  Obtain 
Informed  Contract:  The  new  law 
also  describes  the  type  of  action 
that  must  be  brought  against  the 
responsible  physician  alleging  lack 
of  Informed  Consent.  Generally,  the 
law  requires  that  the  action  be 
brought  as  an  action  for  medical 
malpractice,  as  opposed  to  a 
separate  action  for  breach  of 
Informed  Consent,  as  was  done  in 
the  past.  In  particular,  as  required 
in  Georgia  for  all  medical 
malpractice  actions,  the  patient 
must  have  an  affidavit  from  an 
expert,  setting  forth  that  the  patient 
suffered  an  injury  which  was 
proximately  caused  by  the  surgical 
or  diagnostic  procedure  and  that 
the  injury  was  a material  risk 
required  to  be  disclosed  under  the 
new  law.  The  plaintiff,  to  succeed, 
must  also  show  that  required 
information  was  not  disclosed  and 
that  “a  reasonably  prudent  patient 
would  have  refused  the  . . . 
procedure  or  would  have  chosen  a 


practical  alternative  to  the  . . . 
procedure  if  such  information  had 
been  disclosed.”10 

Conclusion 

As  is  the  case  with  most  new 
statutes,  it  will  take  some  time  — 
and,  in  all  likelihood,  several 
lawsuits  — before  the  full  scope 
and  effect  of  Georgia’s  new 
Informed  Consent  Doctrine 
becomes  known.  It  is  safe  to  say  at 
this  point,  however,  that  Georgia 
physicians  will  need  to  be  much 
more  aware  of  the  specific 
requirements  involved  in  obtaining 
a patient’s  consent  to  certain  types 

e failure  to  obtain  a 
written  consent  . . . 
means  that  a physician 
will  not  obtain  the 
benefit  of  any 
presumption  of  a valid 
consent,  f 

of  surgical  or  medical  treatment. 
While  most  Georgia  physicians 
routinely  obtained  adequate 
consent  in  the  past,  as  a matter  of 
course,  they  now  must  do  so  as  a 
matter  of  law,  or  risk  exposure  to 
liability  arising  out  of  the  failure  to 
do  so. 


Notes 

1 . See,  e.g.,  Georgia  Hospital  Law  Manual, 
Second  Edition  (1984),  “Consents”  at  p.  4 (“(T)h 
informed  consent  doctrine  is  dead  in  Georgia.”). 

2.  O.C.G.A.  §§31-9-1  etseq. 

3.  O.C.G.A.  §31-9-6(d). 

4.  See,  eg.,  Young  u.  Yam,  136  Ga.  App.  737, 
222  S.E.2d  113  (1975);  Holbrook  v.  Schatten,  165 
Ga.  App.  217,  299  S.E.2d  128  (1983);  but  c.f., 
Spikes  v.  Heath,  175  Ga.  App.  187,  332  S.E.2d  88 
(1985)  (Physician  required  to  respond  truthfully  I 
specific  question  raised  by  patient  concerning 
risks  of  proposed  treatment.). 

5.  O.C.G.A.  §31-9-6.1. 

6.  O.C.G.A.  §31-9-6.1  (a). 

7.  O.C.G.A.  §31-9-6.1  (b). 

8.  O.C.G.A.  §31-9-6. 1(c). 

9.  O.C.G.A.  §3 1-9-6. 1(e). 

10.  O.C.G.A.  §31-9-6. 1(d). 
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An  outline  of  Georgia’s  newest 
physical  rehabilitation  center 


I.  Palmyra  Regional  Rehabilitation  Center 

A.  Comprehensive  rehabilitation 

1.  Major  physical  and/or  cognitive  disabilities 

2.  Inpatient  and  outpatient  services 

B.  Acute  care  hospital  setting 

1.  Modern  48-bed  facility 

2.  Located  adjacent  to  HCA  Palmyra  Medical  Centers 

C.  Southwest  Georgia’s  only  inpatient  rehabilitation  facility 

II.  Diagnoses  treated 

A.  Stroke  and  neurological  diseases 

B.  Spinal  cord  injury 

C.  Head  injury 

D.  Arthritis 

E.  Pediatric  neuromuscular  diseases 

F.  Amputee 

G.  Burns 

III.  Services  available 

A.  Rehabilitative  nursing 

B.  Rehabilitiative  therapy 

1 . Physical  therapy 

2.  Occupational  therapy 

3.  Speech  and  language  pathology 

4.  Therapeutic  recreation 

C.  Psychology 

D.  Social  work 

E.  Vocational  counseling 

F.  Prosthetics  and  orthotics 

IV.  Special  procedures 

A.  Nerve  conduction  studies 

B.  Electromyography 

C.  Evoked  potentials 

V.  Medical  Director 

A.  Board  certified  physiatrist 

B.  Oversees  medical  and  physical  rehabilitation  of  all  patients 

C.  On  campus  office 

VI.  Multidisciplinary  team  approach 

A.  Individualized  treatment  plans 

B.  Weekly  team  conferences 

C.  Outside  consults  as  needed 


Pursuing 


Learning 


J Palmyra^ Regional 
Rehabilitation  Center 

2000  Palmyra  Road 
Albany,  GA  31703-1908 

For  information,  call  toll  free  in  Georgia: 

1-800-422-1189 

In  the  Albany  area  or  outside  Georgia  call: 

(912)  434-8660 

Achieving 
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Consider  the 
causative  organisms. . . 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae  and  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 


Note,  Ceclor  is  contraindicated  in  patients  with  known  allergy  Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
to  the  cephalosporins  and  should  be  given  cautiously  to  prevention  of  streptococcal  infections,  including  the  prophy- 
pemcillin-allergic  patients.  laxis  of  rheumatic  fever.  See  prescribing  information. 


Ceclor”  (cefaclor) 

Summary.  Consult  the  package  literature  for 
prescribing  information. 

Indication:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  Streptococcus 
pneumoniae.  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A /3-hemolytic 
streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY  POSSI- 
BLE REACTIONS  INCLUOE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum  anti 
biotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion. Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates  mother's 
milk.  Exercise  caution  in  prescribing  for  these 
patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment. 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Ste- 
vens-Johnson  syndrome)  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and.  frequently,  fever):  1 .5%;  usually 
subside  within  a few  days  after  cessation  of 
therapy.  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor.  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome. 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy. 

•As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nerv- 


ousness, insomnia,  confusion,  hypertonia, 
dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%:  genital  pruritus  or 
vaginitis,  less  than  1%:  and.  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain 
etiology 

• Slight  elevations  in  hepatic  enzymes. 
•Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children). 

• Abnormal  urinalysis:  elevations  in  BUN  or 
serum  creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with 

Benedict's  or  Fehling's  solution  and  Clinitest-' 
tablets  but  not  with  Tes-Tape-‘  (glucose 
enzymatic  test  strip,  Lilly).  (061787L) 

PA  0709  AMP 

©1987,  ELI  LILLY  AND  COMPANY  CR-5005-B-849318 

Additional  information  a va i table  to  the 
prolession  on  request  trom  EliLilly  and 
Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 

The  Army  has  more  soh 
diers  with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Faim 
ily  Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing  not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre' 
miums,  or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profes- 
sionals,  you  can  receive 
assignments  almost  anywhere 

in  the  United  States;  the  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive,  ^fou’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edm 
cation  and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart' 
ment  Counselor  for  more  information. 

BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3359  COLLECT 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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New  this  year 


One  more  reason  to  join 
the  AM  A 


Special  benefit  packages  available  with 
1988  membership 

A diverse  membership  has  diverse  needs,  and  the  AMA  is  com- 
mitted to  addressing  those  needs.  This  year  we’re  introducing 
something  new  when  you  join  the  AMA  or  renew  your  member- 
ship. In  your  AMA  Membership  Kit  you’ll  have  the  opportunity 
to  sign  up  for  one  of  three  benefit  packages  of  publications,  confer- 
ences, participatory  panels,  focused  issue  updates,  etc.,  on  topics 
related  to  the  area  you  designate.  Each  package  is  tailored  to 
address  your  particular  interests: 

■ Medical  and  scientific  infor- 
mation and  education 
designed  to  enhance  your 
practice,  profession,  and  the 
public  health. 

■ Representation  concentrated 
specifically  on  economic  con- 
cerns, such  as  professional 
liability  and  third  party 
reimbursement. 

■ Representation  on  a broad 
range  of  issues,  including  not 
only  economic  concerns,  but 
also  quality  of  care,  ethical 
issues,  public  health,  and  scientific  issues. 

To  receive  your  full  range  of  benefits,  select  one  and  only  one  of 
these  free  packages  by  filling  out  the  business  reply  card  in  your 
AMA  Membership  Kit. 

Please  look  for  the  card  in  your  AMA  Membership  Kit  and  return 
it  promptly.  Your  new  benefit  package  is  one  more  way  the  AMA 
supports  you  as  a physician. 


If  your  Preferred  Professional  Mailing  Address  should  change,  please  make  the  change  to  the 
right  of  the  address  shown  Be  sure  to  retain  your  membership  card. 

Use  this  portion  of  the  card  for  changes  only. 


Nw  Aiklrev* 


SUK-  /JP 

■fc-kpU-*- 


IMPORTANT:  In  order  to  receive  your  full  range  of  membership  benefits,  you  MUST 
return  this  card. 

In  addition  to  my  usual  benefits,  I prefer  a specially  designed  package  of  publications,  topical 
conferences,  participatory  panels,  focused  issue  updates  which  focus  on  the  following: 

(Check  only  one) 

T Medical  and  Scientific  Information  and  Education  which  will  enhance  my  practice. 
1X11  profession,  and  the  health  of  the  public 

D Representation  Concentrated  Specifically’  on  Economic  Concerns  facing  my 
uo’  practice  and  profession,  such  as  professional  liability  and  third-party  reimbursement 

Representation  on  a Broad  Range  of  Issues  facing  my  practice  and  profession. 

I,K  including  not  only  professional  liability  and  third-party  reimbursement  but  also  qualits 
of  care,  ethical  issues,  public  health,  scientific  issues,  etc 


Look  for  this  card  in  your  AMA  Membership  Kit 


James  H.  Sammons,  MD 
Executive  Vice  President 


American  Medical  Association 

535  North  Dearborn  Street 
Chicago,  Illinois  60610 


CLASSIFIEDS 


‘HYSICIAN  WANTED 

Holaryngologist  — Successful 
olo  practitioner  seeks  BE/BC 
ssociate  for  growing  practice  in 
ipidly  expanding  community  of 
letro  Atlanta.  Supported  by 
eautiful,  full  service  100-bed 
ospital  known  for  high  standards 
f healthcare  delivery.  Excellent 
ousing,  schools,  shopping, 
utdoor  amenities,  and  quality  of 
fe.  lstyr.  compensation  and 
enefit  package.  Contact  Amy 
vitts,  Tyler  & Co.,  9040  Roswell 
:d„  Atlanta  30350;  404-641-6411. 

'hysicians  wanted  in  Texas  & 
)klahoma:  Cardiology, 
Cardiovascular  Surgery, 
lermatology,  ENT,  Family  Practice, 
ulmonology,  Urology.  Excellent 
uality  of  life,  first  year  guarantee, 
tc.  Other  opportunities  available 
Iso.  Reply  with  C/V  or  call, 
imando  L.  Frezza,  Medical 
upport  Services,  8806  Balcones 
Club  Dr.,  Austin,  TX  78750;  512- 
31-4164. 

Emergency  Physicians  — 

hysician  owned  and  operated 
roup  has  outstanding 
pportunities  available  in  a modern 
17-bed  regional  Level  I trauma 
enter  with  EMS  base  station, 
oison  control  center,  and 
elicopter  port.  Annual  patient 
olume  of  36,000.  Bd.  prepared  or 
id.  certified  in  EM  or  a major 
pecialty.  Charming  city  of 
Columbus,  GA,  population  200,000, 
seated  on  the  Chattahoochee 
'iver,  90  miles  from  Atlanta. 
Competitive  compensation, 
uperior  malpractice  insurance, 
end  CV  to  Barby  DeBenedetti, 


EMSA,  Emergency  Medical  Services 
Associates,  Inc.,  100  N.W.  70th 
Ave.,  Plantation,  FL  33317,  or  call 
1-800-443-3672. 

Staff  Physician  — Student  Health 
Service  needs  full-time  Family 
Practitioner  to  join  13  full-time 
M.D.s  in  modern  health  care 
facility  serving  25,000  students. 
Board  certification  or  Board 
eligibility  preferred.  Experience  in 
adolescent  medicine  desired. 
Excellent  support  staff.  Competitive 
salary  with  good  benefit  package. 
Position  available  mid  September, 
1988.  Curriculum  vitae  to  be 
received  by  May  23,  1988.  Forward 
to:  Dr.  Jacquelyn  Kinder,  Director, 
University  Health  Service, 

University  of  Georgia,  Athens,  GA 
30602. 

The  University  of  Georgia  is  an 
Equal  Opportunity/Affirmative 
Action  institution. 

General  Pediatricians, 

N eonatologists : Part-time  Assistant 
Professor  level  positions  (2) 
responsible  for  operation  of 
Regional  Perinatal  Center  nurseries 
& developmental  continuity  clinic; 
direct  patient  care  professional 
staff  & consultation  services.  Sub- 
Board  eligible  in  Neonatal-Perinatal 
Medicine  and  ABP  certified/eligible. 
Inquiry  and  CV  to  Alfred  W.  Brann, 
M.D.,  P.O.  Box  26015,  Grady 
Memorial  Hospital,  80  Butler  St., 
Atlanta,  30335.  Deadline  July  1, 
1988.  Emory  University  EOE/AA. 

Radiologist  — Locum  tenens 
radiologist  wanted  to  cover  solo 
hospital  based  radiology  practice 
southeast  Georgia.  Schedule  very 
flexible.  Reply  912-427-7364. 


FOR  SALE 

Successful  Family  Practice  For 

Sale  — Turnkey  medical  center 
with  superb  staff  in  Metro  Atlanta. 
Last  current  annual  gross  $500,000. 
Can  arrange  long-term  lease  in 
current  facilities.  Serious  inquiries 
and  principals  only,  please. 

Contact  Harold  Kwart,  305/751  - 
0580,  9999  N.E.  2nd  Avenue,  Suite 
111,  Miami  Shores,  FL  33138. 

FOR  RENT 

New  Storefront  Professional 
Office  Space,  beautiful  setting  on 
Chattahoochee  River  in  Vinings 
across  from  Lovett  School.  Very 
competitive  rates.  Call  Ben  F. 
Kushner  Co.,  404-688-0733. 

OTHER  BUSINESS 
OPPORTUNITIES 

Major  bank  credit  card 
information.  Send  self-addressed, 
stamped  envelope:  Financial 
Services,  804-08  Old  Thorsby  Road, 
Clanton,  AL  35045-2459. 

Borrow  $100-$  100,000.  Instant 
reply.  Send  stamped  addressed 
envelope:  Global,  Box  112-Q7, 
Verbena,  AL  36092-0112. 

UNSECURED  SIGNATURE 
LOANS:  $10,000-$60,000.  For 
Physicians  and  Residents.  For  any 
need  including  taxes,  debt, 
investments,  relocation,  etc.  No 
points  or  fees.  Best  rates.  Level 
payments  up  to  6 years.  No 
prepayment  penalty.  Call 
MediVersa  1 -800-33 1 -4952 , Dept. 
114. 
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MANUSCRIPT  INFORMATION 


American  Medical  Association 328 

American  Cancer  Society 302 

American  Liver  Foundation  302 
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Atlanta  Magnetic  Imaging  278 

Campbell  Laboratories  280 

Cardiology  Board  Review 312 
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Council  of  Biology  Editors 294 

Citizens  and  Southern  Trust  Company  277 

DeKalb  General  Hospital  272 

Elcomp  Systems  274 

Family  Practice  Recertification 308 
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MAG  Mutual  Insurance  Company  270 

Marion  Laboratories 288A-B,  320,  320A 

Palisades  Pharmaceuticals,  Inc 275 
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Professional  Medical  Resources,  Inc 279 
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Roche  Laboratories  330B,  331-332 
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U.S.  Army  Reserve  288,  320B 

Woodridge  Hospital 280 

Wyeth-Ayerst  Laboratories  280A-D 

Zovak,  Inc 316 


MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  this 
Journal.  Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original  and  one  copy  should  be  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  Used  manuscripts  will  be  returned  only  if 
requested. 

STYLE  — Ordinarily  articles  should  not  exceed  3,000  words. 
Only  under  exceptional  circumstances  will  articles  of  over 
4,000  words  be  published.  Footnotes,  bibliographies,  and 
legends  should  be  typed  on  separate  sheets,  double-spaced. 
Bibliographies  should  conform  to  the  following  style:  name 
of  author  (with  initials),  title  of  article,  name  of  periodical, 
date,  volume  (number,  if  available),  and  pages. 

Sorter  NA,  Wasserman  SI,  Austen  KF.  Cold 
urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  fac- 
tor of  anaphylaxis  during  cold  challenge. 

N Engl  J Med  1976;294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies, 
Association  members,  and  readers  are  invited  to  send  in 
any  news  items  of  general  concern  to  members  of  the  Med- 
ical Association  of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  di- 
rectly to  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  Street, 
Fulton,  Missouri  65251.  Reprints  must  be  ordered  within  30 
days  after  publication,  since  all  type  will  be  destroyed  after 
that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  in 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author’s 
name  and  figure  number.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publication 
in  excess  of  three  average  illustrations  and/or  tables  will  be 
borne  by  the  author,  and  the  Journal  will  bill  the  author  for 
this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  de- 
mands on  its  space  permit.  The  right  to  reduce,  revise,  or 
reject  any  material  submitted  for  publication  is  always  re- 
served. The  Journal  is  not  responsible  for  statements  made 
by  any  contributor.  All  communications  regarding  editorial, 
advertising,  subscription,  and  miscellaneous  matters  should 
be  sent  to  The  Editor,  938  Peachtree  Street,  N.E.,  Atlanta, 
GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau, 
Inc.,  to  be  acceptable  for  publication.  Other  advertising 
copy  may  be  accepted  subject  to  the  approval  of  the  Editor. 
All  copy  or  negatives  must  reach  the  Journal  office  by  the 
10th  of  the  month  preceding  publication.  General  and  clas- 
sified advertising  rates  will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  of 
the  Journal  Editorial  Board,  material  submitted  for  publi- 
cation could  be  improved  by  a Medical  Editing  Service,  the 
Editor  will  contact  the  author  for  his  approval.  Association 
members  needing  assistance  in  preparation  of  material  for 
publications  may  also  use  this  service.  A reasonable  charge 
is  made  for  this  service  and  the  cost  of  this  will  be  borne 
by  the  author. 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet 

Precautions:  White  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals,  Tagamet  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

in  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet . 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet  HCt  (brand  of  cimetidine  hy- 
drochloride! Injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  ill  patients. 
Tagamet  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants:  therefore,  dose  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet  is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  ( Theo-Dur ®,  Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  All 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy.) 

Lack  of  experience  to  date  precludes  recommending 
Tagamet  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks:  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e  g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  ill  patients 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet , particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet  -treated  patients  /approximately  I per 
100,000  patients),  including  agranulocytosis  / ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  ( approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  Tagamet  has 
been  reported 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  100:  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  100  /intended  for  institutional  use 
only):  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only),  and  800  mg  Til  tab*  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (intended  for  insti- 
tutional use  only). 

Liquid:  300  mg./5  ml,,  in  8 ft.  oz.  (237  ml.)  amber 
glass  bottles  and  in  single-dose  units  (300  mg. 15  ml.), 
in  packages  of  10  (intended  for  institutional  use 
only). 

Injection: 

Vials:  300  mg.! 2 ml.  in  single-dose  vials,  in  packages 
of  10  and  30.  and  in  8 ml.  multiple-dose  vials,  in 
packages  of  1 0 and  25 

Pre filled  Syringes:  300  mg.  12  ml.  in  single-dose  pre- 
filled disposable  syringes 

Plastic  Containers:  300  mg  in  50  ml.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units  No  preservative  has  been 
added. 

ADD-Vantage*'  Vials:  300  mg. 12  ml.  in  single-dose 
ADD-Vantage 9 Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet  HCI  ( brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  60015. 

* ADD-Vantage® is  a trademark  of  Abbott  Laboratories 
BRS-TG:L73B  Date  of  issuance  Apr  1987 

SK&F  LAB  CO. 

Cidra,  P.R.  00639 
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We  need 
someone 
with  the 
confidence 
of  a surgeon, 
the  dedication 
ofa 

marathoner 
andthe 
courage  of 

an  explorer. 

We  need  someone  to 
fill  a unique  job  opening. 

Someone  to  spend 
two  years  in  another 
country.  To  live  and  work 
in  another  culture.  To 
learn  a new  language  and 
acquire  new  skills. 

We  need  someone 
who  wants  to  help  im- 
prove other  people’s  lives. 
Who’s  anxious  to  build 
lasting  friendships.  To 
gain  memories  and  expe- 
rience that  will  last  a 
lifetime.  And  a sense  of 
fulfillment  few  jobs  can 
match. 

We  need  a Peace  Corps 
volunteer.  Interested? 

The  first  step  is  easy. 

Call  1-800-424-8580, 

Ext.  93. 

Peace  Corps. 

The  toughest  job  you’ll  ever  love. 
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Roche  Medication  Education 
Booklets  supplement  your  instruc- 
tions to  patients.  So  forget  ME  not. 
The  Limbitrol®  (chloradiazepoxide 
and  amitriptyline  HCl/Roche)C 
booklet  is  part  of  The  Roche 
Medication  Education  Program. 

This  important  program  helps  your 
patients  remember  and  understand: 

• What  the  medication  is  and 
why  they  are  taking  it 

• The  importance  of  staying 
with  the  prescribed  course  of 
treatment 

• What  foods  and  drinks  to  avoid 

• Possible  side  effects 

For  a free  supply  of  Limbitrol 
booklets,  complete  the 
coupon  below  and  mail  it  to: 
Professional  Services  Department, 
Roche  Laboratories,  a division 
of  Hoffmann-La  Roche  Inc., 

340  Kingsland  Street,  Nutley, 

New  Jersey  07110-1199 


NAME 


STREET  ADDRESS 


CITY  STATE  ZIP 

Roche  Laboratories 

a division  of  Hoffmann-La  Roche  Inc. 


PLANDEX  35201 
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With  MAG  Mutual  Agency^ 

Comprehensive  Coverages 


Y)ure  better  off  withyour  eggs 

in  one  basket 


There  are  times  when  it's  best 
to  consolidate.  That’s  why  MAG 
Mutual  Insurance  Agency  offers 
you  convenient,  complete  insur- 
ance  coverages  with  caring  service. 
Convenient,  because  all  your 
personal  and  professional  in- 
surance  needs  are  consolidated 
through  one  Agency  representing 
only  Ah  carriers.  Complete  with 
comprehensive,  full-service  capa- 
bilities covering  office,  worker’s 
compensation,  bonds,  business 
& personal  autos,  and  homes. 
And  best  of  all,  caring,  because 
we’re  doctor  owned  and  under- 
stand the  unique  requirements 
of  your  profession.  Well  handle 
your  account  with  the  same 


personal  attention  that  MAG 
Mutual  Insurance  Company  pro- 
vides with  professional  liability 
insurance. 

Call  and  compare  our  com- 
petitive rates.  Whether  you  need 
one  policy  or  several,  MAG 
Mutual  Insurance  Agency  will 
consolidate  your  coverages  into 
a more  convenient  plan.  Doctors 
are  our  specialty. . . let  us  design 
a custom-made  program  for  you. 
♦ Office  Package  ♦ Worker’s 
Compensation  ♦ Bonds  ♦ Data- 
Computer  Policy  ♦ Business  & 
Personal  Automobiles  ♦ Home- 
owners and  Condos  ♦ Boats 

♦ Accounts  Receivables 

♦ Professional  Liability 


muTunt 

MAG  MUTUAL  INSURANCE  AGENCY,  LTD- 

P.O.  Box  52979  Suite  750  Atlanta,  GA  30355-0979  404/842-5600  or  800/282-4882 
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Each  month — L)  Q presents 

the  most  important  fV 

articles  on  cardiology. . . 

• selected  from  the  best  of  the  peer- 
reviewed  literature* 

• revised  and  updated  by  the  original  authors 

• edited  for  clarity  and  brevity 

• classified  into  clinical  categories  for 
quick  reference 

• offering  a CME  Self-Study  Quiz  that 
provides  two  credit  hours  in  Category  1 

CARDIOLOGY  BOARD  REVIEW 

Greenwich  Office  Park  3,  Greenwich,  CT  06831 

(203)  629-3550 


AUDIOLOGY 

OARD 

EV1EW 

A JOURNAL  FOR  CARDIOLOGISTS  AND 
PHYSICIANS  IN  INTERNAL  MEDICINE 


VOL  S NO  1 * JANUARY  1 988 

Effect  of  Medical  versos  Surgical  Therapy  for  Coronary 
Disease  / LEXER  PEDUZZ L PhD,  ct  al. 

Electrophysiological  Testing  and  Nonsustained  Ventricular 
Tachycardia  / PETER  R.  KOWEY,  MD,  et  al. 

Residual  Coronary  Artery  Stenosis  after  Thrombolytic 
Therapy  / LOWELL  F SATLER,  MD,  et  al. 

Assessment  of  Aortic  Regurgitation  by  Doppler 
Ultrasound  j PAUL  A.  GRAYBURN,  MD,  ct  al. 

Embolic  Risk  Due  to  Left  Ventricular  Thrombi 

JOHN  R,  STRATTON.  MD 

Hemodynamic  Effects  of  Diltiazem  in  Chronic  Heart 
Failure  / DANIEL  L.  KULICK,  MD.  ct  al 

Cardiovascular  Reserve  in  Idiopathic  Dilated 
Cardiomyopathy  / RICKY  D.  LATHAM,  MD,  ct  at 

Overview  * Coronary  Angioplasty:  Evolving  Applications 

GEORGE  W VETROVEC,  MD 


’Journals  reviewed  include:  Circulation , American  Heart  Journal, 
Journal  of  the  American  College  of  Cardiology,  British  Heart 
Journal,  Chest,  The  American  Journal  of  Cardiology,  The  New 
England  Journal  of  Medicine,  Annals  of  Internal  Medicine, 
American  Journal  of  Medicine,  and  The  Journal  of  the  American 
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A SPECIAL  PLACE 


P.O.  Box  1764 
Clayton,  Georgia  30525 


Woodridge,  a free  standing  center  for  the  treatment  of  addic- 
tive diseases,  is  located  in  the  beautiful  Blue  Ridge  Mountains  of 
northeast  Georgia.  The  Woodridge  approach  to  treatment  is  unique, 
jcombining  a carefully  chosen  well  trained  staff  with  a modern  facility 
and  a total  care  program  that  offers  hope,  help,  and  the  tools  for  ad- 
diction free  living.  At  Woodridge  recovery  is  a way  of  life  that  is  prac- 
ticed as  well  as  taught  by  the  staff.  We  invite  you  to  call  our  toll  free 
number  for  more  information  regarding  our  inpatient  and  aftercare 
treatment  programs  for  alcoholism,  drug  addiction,  and  eating 
disorders. 


CALL  NOW 
TOLL  FREE 


IN  GEORGIA 

1-800-342-8863 


OTHER  STATES 

1-800-235-7759 


The  Future  Effect  Of  AIDS 
On  3four  Insurance  Plans 

Answer  This  Question: 

If  in  the  1970’s  and  early  1980’s  you  had  known  what  you 
know  now  about  medical  malpractice  premiums,  would  you 
have  been  willing  to  purchase  your  coverage  on  a fixed, 
guaranteed  cost  basis? 


That  type  of  opportunity  exists  today  in  an  area 
that  is  likely  to  be  as  volatile  as  the  malpractice 
area  has  been.  I am  referring  to  nonguaranteed 
life  and  disability  plans. 

The  spectre  of  AIDS  is  casting  a long  shadow  in 
the  insurance  community.  Because  of  actual 
claims  and  expected  claims,  most  nonguaranteed 
plans,  and  plans  offered  by  companies  that  are 
not  rock  solid,  will  be  severely  affected.  Unless 
you  are  positioned  properly,  you  will  see  a 
doubling  and  tripling  of  your  insurance  rates, 

Compare: 

Sample  rates  for  one  of  our  medical  plans  are  listed  below.  It  is 
with  an  “A+  rated”  carrier  and  is  priced  very  competitively. 

Typical  Association  Rate  *A+  Rated”  Carrier 

as  of  10-01-87  as  of  05-01-88 

$300  Deductible  $250  Deductible 


AGE  EMPLOYEE  FAMILY  AGE  EMPLOYEE  FAMILY 


Under  35 

$ 50.00 

$157.00 

Under  29 

$ 34.00 

$ 91.00 

35-39 

$ 63.00 

$189.00 

30-39 

$ 38.00 

$113.00 

40-49 

$ 93.00 

$260.00 

40-44 

$ 49.00 

$127.00 

45-49 

$ 59.00 

$142.00 

50-59 

$148.00 

$370.00 

50-54 

$ 70.00 

$155.00 

55-59 

$ 84.00 

$169.00 

60-64 

$211.00 

$498.00 

60-64 

$101.00 

$186.00 

*The  “A  + Rated”  carrier’s  premiums  would  be  slightly  higher  in  the  Atlanta  area.  Rates  and  contracts  are  subject  to  change.  A number  of  options 
are  available  including  Maternity,  Prescription,  Dental,  etc.  at  additional  premiums.  All  premiums  are  subject  to  underwriting  acceptance. 


Of  course  you  would. 

and  many  plans  will  be  cancelled  altogether. 

Professional  Resource  Group  works  only  with 
physicians.  We  are  committed  to  helping  them 
keep  their  plan  costs  as  low  as  possible  without 
sacrificing  quality. 

Though  costs  can  not  be  guaranteed  on  medical 
insurance,  thousands  of  dollars  can  be  saved  each 
year;  in  fact,  Professional  Resource  Group  was 
able  to  offer  an  annual  savings  in  excess  of 
$19,000  for  a medical  practice  in  Atlanta. 


Name  

Address  

City  /State  

Phone 

Contact  Person  

□ Group  Health  □ Disability  Income  □ Pension  Design/ Administration 

□ Life  □ Business  Overhead  Expense  □ Future  Tail  Coverage  Buyout 


Professional  Resource  Group 
P.O.  Box  7190 
2045  Peachtree  Rd.,  NE 
Atlanta,  GA  30357 
(404)  351-7257 

Robert  E.  Dudley 
President 
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Supreme  Court  Says 
Alcoholism  Can  Be  “Willful 
Misconduct” 

Alcoholism  can  now  be  defined 
as  “willful  misconduct,”  says 
the  U.S.  Supreme  Court,  opening 
the  door  for  reducing  or  even 
eliminating  coverage  for  drug 
abuse  treatment  programs. 

In  its  ruling,  the  court  said  the 
Veterans  Administration  did  not 
violate  the  Federal  Rehabilitation 
Act  by  refusing  to  extend  the  time 
limit  on  education  benefits  for  two 
“primary”  alcoholics.  The  judges 
also  stated  that  the  court  is  not  the 
decisionmaker  in  the  argument  of 
whether  alcoholism  is  a disease. 

S&P  Downgrades  Hospital 
Bond  Ratings 

Further  proof  of  the  inadequacy 
of  Medicare  reimbursement  is 
a new  Standard  & Poor’s  report 
that  shows  hospital  bond  ratings 
being  lowered  at  an  accelerating 
rate. 

Since  1983,  nearly  22%  of  S&P’s 
hospital  bond  ratings  have  been 
lowered,  while  only  5%  have  been 
raised.  And  for  not-for-profit 
hospital  bonds,  downgrades  have 
exceeded  upgrades  six  to  one  in 
the  last  two  years.  In  1983,  nearly 
73%  of  hospital  bonds  were  A 
rated;  in  1987,  however,  that 
percentage  had  dropped  to  65%. 

A spokesperson  for  the  New  York 
City  firm  said  downgrades  are 
becoming  more  prevalent  “as 
Medicare  reimbursement  lags 
behind  inflation  and  competition 
intensifies.” 
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A Tight  Squeeze  for 
Nation’s  Largest  HMO 

Maxicare,  the  nation’s  largest 
publicly  traded  HMO,  has 
reported  a whopping  $60.9  million 
loss  for  1987,  with  fourth-quarter 
losses  alone  totaling  $31.9  million, 
more  than  three  times  what  Wall 
Street’s  analysts  were  predicting. 

Though  the  company  saw  its 
revenues  double  during  the  same 
year,  that  gain  simply  wasn’t 
enough  to  offset  the  rise  in  health 
care  costs  and  the  impact  of 
integrating  new  acquisitions. 

To  counterbalance  its  losses, 
Maxicare  will  raise  its  premiums  an 
average  of  15%  this  year  and  has 
already  begun  to  cut  $9  million 
from  its  administrative  costs.  Even 
so,  analysts  predict  the  HMO  may 
eventually  be  up  for  sale. 

Nurses  Still  in  High  Demand 

Despite  hospitals’  efforts  to 
recruit  nurses,  the  nurse 
vacancy  rate  for  1987  stands  at 
11.3%,  showing  no  improvement 
over  the  previous  year.  Nearly  40% 
of  hospitals  use  temporary  nursing 
personnel,  and  10%  recruit  nurses 
in  foreign  countries. 

But  the  most  profound  effect  of 
the  shortage,  says  the  American 
Hospital  Association,  is  the  effect 
on  the  delivery  of  health  care 
services.  Temporary  bed  closures 
are  occurring  in  18%  of  urban 
hospitals  that  have  a nursing 
shortage,  and  many  of  those  have 
had  to  limit  emergency  services.  In 
rural  areas,  9.5%  of  hospitals  are 
turning  to  temporary  bed  closures. 

In  response,  AHA  has  developed 
a special  committee  to  discuss 
strategies  on  the  national,  state, 
and  hospital  levels. 
Recommendations  will  be  final  this 
summer. 


Hospital  Financial  Outlook 
Dims 

Hospitals  are  in  the  middle  of  a 
financial  slump,  says  the 
Healthcare  Financial  Management 
Association.  Pointing  to  a new 
survey  of  532  hospitals,  HFMA 
projects  that  hospitals’  median 
operating  margins  will  drop  to 
3.3%  in  fiscal  year  1989.  Margins 
currently  stand  at  4%. 

HFMA  terms  the  predicted 
margins  “dangerously  low”  and 
blames  the  drop  on  Medicare 
losses,  uncompensated  care,  aging 
physical  plants,  the  nursing 
shortage,  and  the  need  to  keep  up 
with  new  technology. 

Cut  Defense  and  Defend 
Health  Care 

i i Cut  defense  spending,  not 
Medicare  funding.”  A new 
Gallup  survey  shows  three  fourths 
of  Americans  would  think  twice 
about  voting  for  a political 
candidate  who  favors  cuts  in 
Medicare  and  Medicaid  payments. 
And  60%  of  those  surveyed  favored 
reductions  in  defense  spending  as 
opposed  to  entitlement  program 
cuts  as  a means  of  balancing  a 
budget. 

Where  do  Americans  want  to  put 
additional  federal  funds?  Education 
first  and  health  care  second, 
followed  by  welfare,  transportation, 
public  housing,  and  defense.  The 
survey  also  showed  that  most 
Americans  see  inadequate 
Medicare  payments  as  the 
precursor  to  poor  quality  care. 
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LETTERS 


Re:  Plaudits 

Dear  Editor, 

I continue  to  enjoy  your 
editorship,  and  I am  delighted  that 
;/ou  have  a good  enough  sense  of 
uimor  to  publish  Bob  Steed’s 
article  in  the  most  recent  edition, 
rhe  older  I get,  the  more  I find 
nyself  reading  things  like  that  first. 

Keep  it  up! 

Sincerely  yours, 
Frank  Matthews 
Pathologist,  Decatur 

Dear  Editor: 

I want  to  congratulate  you  on  the 
stand  which  you  recently  took  in 
/our  letter  to  Dr.  Hannay. 

I certainly  share  all  the 
sentiments  you  expressed  in  that 
letter  which  was  recently  published 
in  the  Journal  of  the  Medical 
\ssociation  of  Georgia. 

Sincerely, 

Stephen  F.  Gordon,  M.D. 

OB/GYN,  Atlanta 

Dear  Editor: 

Please  accept  my  deep 
appreciation  for  the  outstanding 
articles  in  the  February  issue  of  the 
Journal  of  the  Medical  Association 
if  Georgia. 

Of  course  I am  very  proud  of  the 
Old  Medical  Building  and  its 
aeautiful  picture  as  well  as  the 
story  on  the  history  of  the  Medical 
College  of  Georgia  by  Dr.  Spalding. 

We  appreciate  this  important 
interest  very  much. 

Very  cordially  yours, 

John  T.  Anderson 

Executive  Director 

MCG  Foundation,  Inc. 

Augusta 


Dear  Editor: 

I read  with  great  interest  the 
article  by  Betty  Castellani  in  the 
April  volume  of  the  MAG  Journal,  I 
think  it  was  exceedingly  well  done, 
highly  appropriate,  and  an 
interesting  outside  viewpoint. 

Sincerely, 

Richard  W.  Cohen,  M.D. 

Orthopedic  Surgeon,  Marietta 

Re:  Adolescent  Urine 
Drug  Screening 

Dear  Editor: 

This  is  in  response  to  a Letter  to 
the  Editor  in  your  May,  1988,  issue 
regarding  the  Cobb  County  Medical 
Society’s  (CCMS)  Adolescent  Urine 
Drug  Screening  Program,  and  the 
concerns  raised  by  the  Georgia 
Chapter  of  the  American  Academy 
of  Pediatrics  Adolescent  Committee 
as  expressed  by  Bethanne  Jenks, 
M.D. 

The  pediatricians’  concerns 
revolve  around  the  issue  of 
involuntary  drug  testing  of 
adolescents  and  adults,  when  the 
patient  thinks  he  or  she  is 
providing  a urine  sample  for  an 
ordinary  urinalysis  only.  This  was 
the  reason  for  the  resolution 
passed  by  the  American  Academy 
of  Pediatrics  as  submitted  by  their 
New  York  Chapter  in  1987.  I agree 
that  primary  care  physicians  do 
indeed  need  to  be  concerned  with 
this  issue.  Is  the  Adolescent 
Committee  advocating  informed 
consent  for  every  laboratory  test 
ordered? 

The  Cobb  County  Medical 
Society  Adolescent  Urine  Drug 
Screening  Program,  by  its  very 
name,  informs  what  is  being  tested 


for,  so  that  there  should  be  no 
deception.  We  encourage  parents 
to  test  for  proper  cause,  when 
reasonable  suspicion  exists  that 
illegal  drugs  are  being  used  by 
their  child.  We  very  much 
encourage  discussion  between  the 
parent  and  the  child  as  to  why  the 
test  is  being  requested. 

This  program  has  been  endorsed 
by  the  Georgia  Psychiatric 
Physician  Association  which 
represents  some  550  psychiatrists 
in  Georgia  who  are  very  concerned 
about  informed  consent, 
confidentiality,  and  drug  abuse.  It 
has  also  been  endorsed  by  the 
Cobb  Area  Pediatric  Society,  the 
Council  for  Children,  and  other 
organizations. 

Laboratory  results  under  the 
CCMS  Program  are  channeled  back 
to  the  parent  through  a physician 
who  also  has  officially  ordered  the 
test.  The  parents  are  strongly 
encouraged  to  seek  help  for  their 
child  if  the  test  comes  back 
positive  for  the  presence  of  illicit 
drugs.  Since  the  urine  drug  screen 
is  offered  as  a public  sendee, 
however,  there  is  no  physician/ 
patient  relationship  unless  the 
parent  requests  help  and  makes  an 
appointment  with  a physician. 

I appreciate  the  concerns  raised 
by  Dr.  Jenks  but  feel  the  CCMS 
program  addresses  these  concerns 
already.  I will  be  happy  to  discuss 
these  concerns  further  with  Georgia 
pediatricians. 

Sincerely  yours, 

Dirk  E.  Huttenhach,  M.D. 

President,  Georgia  Council  on 
Child  and  Adolescent 
Psychiatry 

Chairman,  Subcommittee  on 
Adolescent  Drug  Abuse,  CCMS 
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A View  of  the  Past  — A 


• The  successful  future 
belongs  to  those  capable 
of  melding  the  best  of 
the  past  with  the 
imagination  of  the  years 
ahead.  It  also  belongs  to 
those  of  us  willing  to 
take  part  in  the  ongoing 
development  of  the 
practice  of  medicine 
rather  than  mouth 
complaints  of  how 
poorly  the  system  is 
working.  J 


Look  to  the  Future 


“We  are  living  in  a world 

of  permanent  change.  ” 
Anon. 


We  met  again  this  year.  We, 
those  stalwart  souls 
possessed  in  some  inexplicable 
way  with  the  overriding  conviction 
that  if  we  get  together  at  this 
“Annual  Session  of  the  MAG”  one 
more  time  we  will  yet  beat  down 
those  forces  which  stand  opposed 
to  us  and  in  some  manner  make 
order  and  sense  of  the  future.  We 
seem  to  do  it  with  such  regularity. 
With  such  monotonous  and 
droning  on  regularity.  One 
becomes  accustomed  to  it.  To  the 
presentations,  the  discussions,  the 
rebuttals,  the  elaborations,  the 
rediscussions,  the  temerarious 
suggestions  as  to  solutions.  And 
then  the  motions.  And  then  the 
substitutes  for  motions  made  — 
and  again  the  discussions,  the 
elaborations,  the  rebuttals. 

And  then  the  silent  prayer 
uttered,  “Oh,  Great  God,  deliver  me 
to  more  patience,  more 
forbearance,  more  understanding. 
Deliver  me  to  the  sounding  gavel 
and  the  cocktail  reception.”  For 
this  reception  has  become  a part  of 
the  modern  medical  conclave  as 
though  it  were  an  agenda  item,  a 


line  item  budget  matter  — a 
necessary  and  unavoidable 
accoutrement  of  this  annual 
gathering  of  the  clan. 

It  all  seems  to  come  as  quiet  res’ 
to  some  of  us,  this  matter  of 
attending  the  meetings  that  provide ( 
the  foundation  upon  which 
Organized  Medicine  stands  — as 
respite  from  the  rigid  and  confining 
strictures  of  the  scientific  world  in 
which  we  pass  our  days.  We  find 
our  relaxation  there  as  did  Kipling,  j 

“I've  taken  my  fun  where  I’ve 
found  it; 

I’ve  rogued  and  I’ve  ranged  in 
my  time; 

I've  ‘ad  my  pickin'  O' 
sweethearts, 

And  four  O'  the  lot  was  prime. ” j 

To  others  perhaps  it  is  a tedium 
of  pointless  nit-picking.  A game  of  ! 
trivia.  To  all,  however,  there  is  the 
inescapable  sense  that  matters  of 
import  are  before  them. 

And  so  then,  what  of  the  end  of 
it  all?  Was  it  indeed  as 
Macbeth  said,  “It  is  a tale  told  by 
an  idiot,  full  of  sound  and  fury, 
signifying  nothing.”? 

Perhaps  not.  A breeze,  fresh  and 
cool  and  full  of  hope,  blew  through 
the  drowsed  and  listing 
assemblage  this  year.  It  came,  not 
in  the  cloak  of  obscure  rhetoric, 
but  rather  rushed  full  force  from 
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he  prestige  granted  position  of  the 
eader  of  the  band.  From  the 
resident  himself.  It  came  not  in 
he  form  of  nebulous  and  timorous 
lints,  nor  in  terms  of  “I  might 
mggest.”  It  came  as  concrete  “you 
Tioulds.”  There  they  were  before 
is.  The  recommendations  that  the 
irganizational  structure  of  the 
organism,  of  the  MAG  itself,  be 
eexamined,  realigned,  and  with  a 
iemblance  of  better  order  and 
itructure,  girded  more  effectively 
or  the  tasks  that  lay  ahead. 

Those  recommendations  burst 
orth  to  suggest  that  the  past  must 
)e  flung  asunder.  Oh,  not  so 
Iramatic  as  this  perhaps,  but  at  the 
east  reexamined.  Looked  at  with 
in  eye  to  clarity  of  vision, 
examined,  not  with  callous 
ntellectual  lethargy  accepted  year 
o year  as  time  passed  on  into  the 
uture,  but  with  a view  toward 
iragmatic  change. 

The  clamor  rose  from  those 
gathered  there  as  well  might  have 
)een  expected.  “What’s  wrong  with 
he  way  we  have  done  it?”  “I  like  it 
he  way  it  is.”  “Heaven  preserve  us 
— Why  fix  it  if  it  ain’t  broke?” 

Might  this  poor  observer  of  the 
passing  scene  suggest  that  it 
s broke?  Might  he  remind  us  that 
he  splintering  effect  of 
ophthalmologists,  radiologists,  and 
surgeons  pursuing  their  own 


legislative  ends  without  the 
harmonious  involvement  of  the 
MAG  weakens  us  all?  Might  he 
suggest  that  when  interested  and 
motivated  people  are  placed  in 
positions  of  leadership  with  the 
road  of  ascendancy  to  the 
presidency  paved  with  little  in  the 
way  of  preparatory  stones  to  ready 
them  for  the  task  ahead,  then  it  is 
broke?  Might  he  suggest  that  when 
the  organizational  structure 
designed  to  represent  American 
physicians  holds  within  its 
membership  no  more  than  42%  of 
the  practicing  American  physicians, 
then  indeed  it  is  broke?  Might  he 
remind  us  that  if  “it  ain’t  broke” 
the  axle  upon  which  the  wheels 
turn  is  wearing  thin? 

What  harm  could  be  done 
should  the  old  and  timeworn  — it 
served  us  well  — what  harm  done 
should  it  be  reexamined?  Oh, 

Martin  Luther,  where  are  ye?  Where 
the  courage  to  take  clear  and 
honest  reassessment  of  the  past 
and  question  her?  Where  the  vigor 
of  action  that  placed  those  95 
theses  upon  the  little  church  door 
in  Wittenberg? 

Change  we  must,  and  change 
we  will.  The  successful  future 
belongs  to  those  capable  of 
melding  the  best  of  the  past  with 
the  imagination  of  the  years  ahead. 
It  also  belongs  to  those  of  us 


£ A breeze , fresh  and 
cool  and  full  of  hope , 
blew  through  the 
drowsed  and  listing 
assemblage  this  year.  It 
came , not  in  the  cloak 
of  obscure  rhetoric , but 
rather  rushed  full  force 
from  the  prestige 
granted  position  of  the 
leader  of  the  band,  y 


willing  to  take  part  in  the  ongoing 
development  of  the  practice  of 
medicine  rather  than  mouth 
complaints  of  how  poorly  the 
system  is  working.  Willing  to 
become  engaged  in  the  ongoing 
debate.  Capable  of  winning  a few 
battles  with  humility  and  losing  a 
few  with  dignity.  We  need  the  spirit 
of  Theodore  Roosevelt:  “Far  better 
it  is  to  dare  mighty  things,  to  win 
glorious  triumphs,  even  though 
checkered  by  failure,  than  to  take 
rank  with  those  poor  spirits  who 
neither  enjoy  much  nor  suffer 
much,  because  they  live  in  the  gray 
twilight  that  knows  not  victory  nor 
defeat.” 

CRU 
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The  Speech  That  Should  Have  Been  Made 


Richard  W.  Cohen,  M.D. 


The  proposal  to  which  Dr. 

Cohen  refers  in  this  editorial 
is  Dr.  Menendez's  suggestion  to 
have  the  MAG  House  of  Delegates 
meet  twice  a year  — once  in  April 
and  again  in  the  fall,  in 
conjunction  with  MAG’s  Scientific 
Assembly,  primarily  to  address 
legislative  issues  forthcoming  in 
the  Georgia  General  Assembly.  For 
a complete  discussion  of  this 
proposal,  see  Dr.  Menendez’ 
President’s  Report  in  the  Report  of 
Reference  Committee  A. 

I am  writing  this  on  my  return 
from  the  House  of  Delegates 
meeting  in  Savannah.  It  was 
interesting,  the  meeting  went  along 
very  well.  It  was  a good  House. 
There  wasn’t  a lot  of  controversy. 
There  were  some  good 
recommendations  and  resolutions 
passed.  We  heard  two  insightful 
and  important  speeches  given  by 
brilliant,  important  people.  We 
gave  out  several  awards  to  our 
friends  and  to  people  highly 
deserving  of  recognition. 

And  then  it  happened!  We 
became  comfortable,  and,  in 
retrospect,  someone,  anyone  — a 
leader,  a follower,  a man,  a 
woman,  should  have  awakened, 
should  have  stood  up,  should  have 
asked  the  question  — why  are  you 
here? 


Let  me  paint  the  scenario. 

Several  months  ago,  your  now  Past 
President,  Jack  Menendez,  stood 
back  and  looked  at  where  we  were 
and  where  we  needed  to  go.  He 
posed,  after  serious  deliberation, 
some  very  serious,  very  well 
thought  out  ideas  to  lead  us  into 
the  future.  They  were  presented  to 
the  Board  of  Directors.  The  Board 
voted  overwhelmingly,  90  percent, 
in  favor  of  his  recommendations. 
This  vote  was  not  an  uninformed 
vote.  The  information  had  lain  on 
the  table  for  several  months. 

The  propositions  were  put  to  the 
House.  And  then  one  lone  voice 
made  the  motion  to  “refer  to  the 
Board.  We  don’t  have  enough 
information  to  make  an  informed 
decision.” 

And  at  that  moment  it 
happened.  A true  void 
occurred.  A hush  ensued.  A 
silence.  And  no  one  came  forth. 

And  it  is  that  void  that  I am  still 
feeling  in  my  stomach  as  I write 
this  article.  I ask  now  the 
questions,  “Why  would  the  House 
give  up  its  right  to  vote?  Why  didn’t 
someone  stand  up  and  say  ‘can’t 
we  ask  questions?  Were  we  in 
such  a rush  to  leave  at  the  end  of 
the  day  that  we  didn’t  want  to 
evaluate  and  express  our  views?” 
No  one  came  forth  and  said,  “Why 
have  I traveled  to  Savannah,  just  to 


let  the  Board  do  the  work?”  The 
Board  had  clearly  done  its  work. 
The  Board  had  evaluated  and  had 
in  front  of  it  the  proposals  and  had 
voted  overwhelmingly  in  the 
affirmative.  I didn’t  stand  up.  I 
didn’t  say,  “Ladies  and  gentlemen, 
you  came  to  vote.  You  came  to 
express  your  feelings.  You  came  to 
gain  information.  You  came  to 
provide  direction  and  to  make 
policies  for  the  coming  year.” 

I didn’t  stand  up  to  say  “Ladies 
and  gentlemen,  this  proposal  has 
great  merit.  It  is  not  a good 
proposal;  it  is  a great  proposal.”  I 
did  not  say,  “Why  have  not  dozens 
of  other  men  and  women  thought 
of  this  proposal  and  said  ‘It  was 
my  proposal;  it  was  my  idea’  ? ” 

But  they  had  not.  Jack  Menendez 
had. 

The  morning  started  with  our 
beloved  Dr.  Jack  Rogers 
“ ’splaining  it  to  us.”  Explaining 
what  we  were  up  against  in  the 
future,  explaining  who  and  where 
the  threat  was,  explaining  what 
action  was  going  to  be  necessary 
to  survive  and  to  preserve  what  we 
have.  We  heard  from  our  great  Lt. 
Governor  Zell  Miller  how  important 
it  is  to  have  clear  and  concise 
goals  and  to  speak  with  one  voice. 
No  one  stood  up!  No  one  stood  up 
to  say,  “Ladies  and  gentlemen,  this 
morning  we  were  told  why  Jack 
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Menendez’s  ideas  are  timely.  Let  us 
not  wait  another  day,  no  less 
another  year,  to  put  ourselves  in 
the  position  to  respond.” 

1 didn’t  stand  up  and  say  what  in 
fact  I had  said  at  the  Reference 
Committee,  that  this  proposal  was 
both  timely  and  urgent,  that 
another  meeting  of  the  House  in 
the  fall  is  critical  to  the  legislative 
effort,  that  it  can  attract  delegates 
who  tend  to  stay  home,  that  it  can 
concentrate  on  legislative  positions 
that  should  be  taken  by  the  society, 
that  it  should  formulate  the 
policies  that  our  legislative 
committee  and  team  can  then  act 
on  in  a timely  manner  6 weeks 
later  when  the  Georgia  General 
Assembly  opens  for  its  40  days.  I 
didn’t  stand  up  and  say,  “As  a Vice 
President  of  the  Medical  Society,  1 
had  a fascinating  year  but  no 
responsibility.  The  proposals 
before  us  are  not  earth  shattering, 
they  do  not  shake  the  organization 
to  the  core,  they  are  simply  sane 
improvements  in  small  areas 
whereby  the  Vice  Presidents  and 
the  President-elect  assume 
suggested  responsibilities  to 
support  an  ever  more  complex 
environment  in  an  ever  more 
burdened  society.” 

No  one  stood  up  to  ask  the 
questions.  No  one  said,  “I  came  to 
Savannah  to  make  decisions,  not  to 


be  told  what  to  do,  but  to  express 
my  will,  to  express  my  intelligence, 
and  to  put  forth  my  ideas.” 

The  House  had  all  the 
information  it  needed.  The 
proposal  had  been  printed  and,  in 
fact,  had  been  distributed  over  a 
month  prior  to  the  meeting  of  the 
House  in  the  Delegates  Handbook. 
There  had  been  a 3-hour  Reference 
Committee  hearing  and,  in 
addition,  I am  sure  that  if  anyone 
from  the  floor  had  cared  to  ask  the 
Reference  Committee  chairman,  he 
would  have  been  delighted  to 
explain  the  information  that  had 
been  placed  before  it.  And  lastly, 
the  Reference  Committee  had  not 
recommended  referral  back  to  the 
Board.  The  Reference  Committee 
had  made  a clear  and  concise 
decision  and  put  that  decision  and 
recommendation  before  the  House. 

No  one  stood  up,  not  even  I,  to 
say  “Ladies  and  gentlemen  of  the 
House,  it  is  your  right  and  your 
duty  to  vote  it  up  or  vote  it  down, 
not  to  refer  it  back  to  the  Board 
where  it  had  already  passed  by  an 
overwhelming  majority.”  But  that, 
ladies  and  gentlemen,  is  the 
motion  that  carried  the  day. 

No  one  stood  up. 

I didn’t  stand  up.  And  for  that, 
ladies  and  gentlemen,  I apologize. 

P.S.  I leave  you  with  one 
thought.  Did  we  not  all  go  to 


Savannah  to  be  participants?  Did 
we  go  to  Savannah  simply  to  go 
through  the  motions.  Is  the  desire 
“don’t  make  waves,  don’t  create 
controversy,  don’t  make  decisions, 
don’t  make  policy;  let’s  just  come 
and  go  as  quickly  as  possible!”? 


Dr.  Cohen  is  MAG’s  First  Vice  President. 
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JULY 

11-13  — Kiawah  Island,  SC: 
Clinical  Obstetrics.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

14- 16  — Kiawah  Island,  SC: 
Update  In  Gynecology.  Category 
1 credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

1 9-23  — Kiawah  Island,  SC: 
Critical  Care  Medicine.  Category 
1 credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

25- 27  — Kiawah  Island,  SC: 
Pediatric  Update.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

AUGUST 

8-12  — Destin,  FL:  Summer 
Imaging  and  Interventional 
Techniques  VI.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd..  Atlanta  30322.  PH  404/727- 
5695. 

11-14  — Amelia  Island:  Georgia 
Psychiatric  Summer  Meeting. 

Category  1 credit.  Contact  James 
Moffett,  MAG,  938  Peachtree  St., 
Atlanta  30309.  PH:  404/876-7535 

or  800/282-0224. 

15- 19  — Atlanta:  A 
Comprehensive  Board  Review 
in  Infernal  Medicine.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH 
404/727-5695. 

26- 28  — Kiawah  Island,  SC: 

Georgia  Society  of 
Anesthesiologists/Soufh 
Carolina  Society  of 


CALENDAR 


Anesthesiologists  Meeting. 

Contact  William  Hammonds,  M.D., 
1365  Clifton  Rd.,  Atlanta  30322. 
PH:  404/321-0111. 

SEPTEMBER 

2-4  — Callaway  Gardens: 

Georgia  Society  of  Internal 
Medical/Georgia  Chapter, 
American  College  of 
Physicians/Georgia 
Gastroenterologic  Society  Joint 
Meeting.  Category  1 credit. 
Contact  James  Moffett,  938 
Peachtree  St.,  Atlanta  30309.  PH 
404/867-7535  or  800/282-0224. 

15-17  — Sea  Island:  Georgia 
Surgical  Society.  Category  1 
credit.  Contact  William  McGarity, 
M.D.,  1365  Clifton  Rd.,  Atlanta 
30322.  PH:  404/321-0111. 

19-20  — Atlanta:  Menopause 
Today.  Category  1 credit.  Contact 
Office  of  CME,  Emory  Univ.  Sch. 
of  Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH  404/727-5695. 

14-16  — Atlanta:  Advances  in 
the  Rx  and  Dx  of 
Cardiovascular  Diseases. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH  404/727-5695. 

14-16  — Savannah:  Neonatology 
— The  Sick  Newborn.  Category 
1 credit.  Contact  Div.  of  Cont.  Ed., 
MCG  Augusta  30912.  PH:  404/ 
721-3967. 

22-24  — Hilton  Head  Island,  SC: 
Frontiers  In  Nutrition.  Category 
1 credit.  Contact  Div.  of  Cont.  Ed., 
MCG  Augusta  30912.  PH:  404/ 
721-3967. 

28-29  — Atlanta:  Georgia 
Chapter  of  the  American 
Academy  of  Pediatrics  Fall 
Meeting.  Contact  Executive 


Secretary  William  Mankin,  4059 
Land  O’Lakes  Dr.,  Atlanta  30342. 

30  — Atlanta:  Recent  Advances 
in  Clinical  Oncology,  Category  1 
credit.  Contact  David  Gordon, 
M.D.,  1365  Clifton  Rd.,  Atlanta 
30322.  PH:  404//727-6761 . 

OCTOBER 

6-9  — Sea  Island:  Georgia 
Orthopaedic  Society.  Category  1 
credit.  Contact  David  Apple,  Jr., 
M.D.,  1938  Peachtree  Rd.,  Ste. 
710,  Atlanta  30309.  PH:  404/352- 
2234. 

11-16  — Atlanta:  American 
Society  of  Internal  Medicine 
Annual  Meeting.  Category  1 
credit.  ASIM,  1101  Vermont  Ave., 
Ste.  500  Washington,  D.C.  20005. 
PH:  202/289-1700. 

NOVEMBER 

4-6  — Atlanta:  Gastroenterology 
for  Primary  Care  Physicians. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  Augusta  30912.  PH: 
404/721-3967. 

10- 12  — Atlanta:  Georgia 
Academy  of  Family  Physicians 
Annual  Meeting.  AAFP 
prescribed  and  AMA  Category  1 
credit.  Contact  Camille  Day, 

GAFP,  3760  LaVista  Rd.,  Ste. 

100,  Tucker,  30084.  PH:  404/321- 
7445  or  800/392-3841. 

11- 13  — Sea  Island:  Georgia 
Obstetrical-Gynecological 
Society.  Contact  Chester  Lane, 

69  Butler  St.,  Atlanta,  30309.  PH: 
404/659-0289. 

11-13  — Atlanta:  Medical 
Association  of  Georgia 
Scientific  Assembly.  Category  1 
credit.  Contact  Steve  Davis,  MAG, 
938  Peachtree  St.,  Atlanta,  30309. 
PH:  404/876-7535  or  800/282- 
0224. 
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The  1 34th  session  of  MAG’s  House  of  Delegates  has  just  been 
completed  in  Savannah.  This  House  is  the  organization 
providing  the  direction  of  our  great  medical  association  and 
is  the  democratic  expression  of  the  membership’s  opinion. 
MAG  provides  the  opportunity  for  expression  of  varied  opin- 
ions, the  development  of  consensus  and  its  effective  repre- 
sentation. This  is  of  fundamental  import  as  to  the  absolute 
necessity  for  every  Georgia  physician  to  be  a member  of  the 
Medical  Association  of  Georgia.  The  activities  of  the  County 
Medical  Societies  must  deal  with  the  issues  of  medicine,  in- 
forming their  delegates  of  their  decisions  and  desires  and 
have  these  opinions  effectively  represented  in  the  House  of 
Medicine  for  our  State.  Be  certain  that  you  are  essential  to 
the  great  issues  that  are  influencing  the  patients’  and  the 
physicians’  present  and  future  fate.  Do  not  fail  yourself  or  your 
profession  — get  involved  and  promote  membership  of  your 
colleagues. 
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MR  UPDATE 

MRI  Advances  the  Detection  of  Musculoskeletal  Disease 


KNEE  EXAMINATION 

HISTORY:  This  44-year-old  female  recently  sus- 
tained a knee  injury  and  has  clinical  evidence  of  abnormal 
laxity  of  the  posterior  cruciate  ligament. 

SCAN:  This  parasagittal  view  near  the  midline  clearly 
demonstrates  avulsion  of  the  posterior  cruciate  ligament 
(large  arrow).  The  ligament  is  normally  attached  at  its 
femoral  origin.  Total  avulsion  of  the  ligament  has  occured 
near  its  tibial  insertion,  the  expected  position  of  which  is 
marked  by  the  small  arrow.  The  higher  intensity  (lighter) 
material  at  the  tip  of  the  small  arrow  represents  hemarthro- 
sis  consequent  to  the  recent  injury. 


MRI  HIGHLIGHTS:  The  ligamentous  structures  of  the  knee  are  routinely  well  demonstrated  by  surface 
coil  MRI.  Surface  coil  imaging  is  essential  for  the  special  resolution  needed  in  this  area.  Surface  coil  MRI  is  also  useful 
for  demonstrating  meniscal  injuries.  Frank  meniscal  disruption  may  be  seen  and  confirmed  at  arthroscopy.  Since 
the  articular  surfaces,  bone  detail,  and  extra-articular  structures  are  also  shown  by  MRI,  MRI  is  highly  competitive 
with  contrast  arthrography.  MR  requires  no  painful  injection  and  no  ionizing  radiation.  MRI  is  also  the  procedure 
of  choice  for  imaging  aseptic  necrosis  of  the  hip  and  other  musculoskeletal  diseases. 


ATLANTA 

MAGNETIC 

IMAGING 


ATLANTA  ATHENS 

MAGNETIC  MAGNETIC 

IMAGING— SOUTH  IMAGING,  LTD. 


800  Douglas  Road 
Atlanta,  Georgia  30342 

(404)  256-9296 


276  Medical  Way 
Riverdale,  Georgia  30274 

(404)  997-9313 


2090-B  Prince  Avenue 
Athens,  Georgia  30306 

(404)  353-3873 


AMI,  AMIS,  and  ATMI  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  slices  as  thin  as 
1mm,  high  resolution  head  and  body  coils,  state  of  the  art  surface  coils,  completely  variable  field  of  view  in  data 
collection,  cardiac  and  respiratory  gating  with  real  time  monitoring,  and  multi-axis  oblique  imaging. 
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Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 


NEW  MEMBERS 

Bentley,  Patricia  A.,  Ophthalmology 
— Bartow  — 962  Joe  Frank 
Harris  Parkway,  Ste.  201, 
Cartersville  30120 

Christensen,  Blair,  General  Practice 
— Georgia  Medical  — 4700  Hwy. 
80  E,  Whitemarsh  Island  Plaza, 
Savannah  31410 
Fowler,  Wiley  D.,  Jr.,  General 
Surgery  — Southwest  Georgia  — 
205  West  Main,  Colquitt  31727 
Kellum,  Charles  D.,  Radiology  — 
Bibb  — 380  Hospital  Dr.,  Ste. 

410,  Macon  31201 
McBarron,  Janet,  Bariatrics/General 
Practice  — Muscogee  — 2920 
Macon  Rd.,  Columbus  31906 
McBride,  Michael  T.,  Gynecology 
— South  Georgia  — 305 
University  Dr.,  Valdosta  31602 
Neal,  Mary  J.,  Pediatrics  — 
Dougherty  — 920  Third  Ave., 
Albany  31701 

Rojas,  Ed  L.,  Urology  — Gordon 
#2  Hospital  Court,  P.O.  Box  879, 
Calhoun  30701 

PERSONALS 

Robert  Causey,  M.D.,  retired  in 
April  after  practicing  pediatriacs  for 
35  years.  A graduate  of  Emory 
University  School  of  Medicine,  Dr. 
Causey  set  up  his  favorite  practice 
in  Marietta  in  1953. 

DEATHS 

Perry  L.  Cohn,  M.D.,  aged  46, 
Macon  neurosurgeon  died  recently 
of  a cerebral  hemorrhage.  He  was 
vacationing  in  the  Caribbean  at  the 
time. 


A S S O C I A T 


Dr.  Cohn  had  practiced  medicine 
in  Macon  since  1973  and  was 
instrumental  in  opening  Macon’s 
Charter  Northside  Hospital.  He  was 
a graduate  of  Emory  University  and 
the  University  of  Tennessee  Center 
for  Health  Services.  After  obtaining 
his  medical  degree  in 
neurosurgery,  he  completed  a 
three-year  residency  at  the 
Cleveland  Clinic  in  Cleveland,  OH, 
followed  by  a year’s  residency  in 
England  and  Canada. 

Charles  P.  Brooks,  M.D.,  of 

Cochran,  died  recently  of  an 
apparent  heart  attack. 

Dr.  Brooks  had  practiced  family 
medicine  in  Cochran  for  the  past 
15  years.  Prior  to  moving  to 
Cochran,  he  had  maintained  a 
practice  in  Conyers  for  15  years 
and  was  affiliated  with  the  National 
Institute  of  Health  in  the  research 
field. 

He  was  serving  as  Chief  of  Staff 
at  Bleckley  Memorial  Hospital  and 
was  on  the  Board  of  Family 
Practice  Physicians. 

Survivors  include  his  wife,  two 
daughters,  and  one  son. 


LEGISLATIVE  SEMINAR 

MAG’s  1988  Legislative  Seminar 
will  be  held  Friday  through  Sunday, 
August  19-21,  at  the  Jekyll  Island 
Club,  a Radisson  resort  hotel. 

The  Legislative  Council  has  lined 
up  an  excellent  faculty  of  state 
legislators  and  other  speakers  for 
the  seminar.  They  will  provide 
insight  regarding  the  legislative/ 


I O N NEWS 


regulatory/political  processes  and 
their  impact  on  the  practice  of 
medicine. 

Further  details  on  the  Legislative 
Seminar  will  be  sent  to  each  MAG 
member.  Registration  is  limited,  so 
if  you  are  interested,  contact  MAG 
immediately. 


GMCF  NEEDS  YOUR 
HELP 

The  Georgia  Medical  Care  Foun- 
dation plants  to  initiate  a phy- 
sician membership  campaign  this 
summer  which  includes  a mailing  to 
all  physicians.  Please  watch  for  this 
information  and  plan  to  participate 
in  this  very  important  peer  review  ac- 
tivity. Review  areas,  which  in  the  past 
have  been  limited  to  in  hospital/pa- 
tient care  and  federal  risk  contract 
HMOs,  will  be  expanded  over  the  next 
6-12  months  to  include  Home  Health 
Agencies,  Skilled  Nursing  Facilities, 
Hospital  Outpatient  Departments, 
Ambulatory  Surgical  Centers,  and 
CHAMPUS. 

The  support  and  participation  of 
qualified,  actively  practicing  physi- 
cians is  essential  to  continuing  the 
Medicare  and  CHAMPUS  review 
process  within  our  state.  GMCG  needs 
your  input  and  assistance  for  effec- 
tive peer  review. 

If  you  have  questions  or  need  in- 
formation, please  contact  Ralph  A. 
Murphy,  M.D.,  Medical  Director 
GMCF,  #4  Executive  Park  Ave.,  N.E., 
Suite  1300,  Atlanta,  GA  30329-2288; 
800/282-2614  (in  Georgia),  and  404/ 
982-0411. 
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New  & Dynamic  Concepts 
in  Fain  Management 

Friday,  August  19, 1988 

Sheraton  at  St.  Johns  Place  * 1515  Prudential  Drive  • Jacksonville,  FL 

904/396-5100 


AGENDA 

8:00-8:15 

Introduction/Concepts  of  Pain 

Dr.  J.  Green,  M.D. 

Management  — Measuring  Pain 

Neurologist 

8:15-8:45 

Anatomy  & Physiology  of  Pain 

Dr.  A.  Bar-Sela,  M.D. 
Physiatrist 

8:45-9:10 

Pharmacology  of  Opiods  & 

Dr.  Greg  Poff 

Methadone  — Addiction 

Pharm.  D. 

9:10-9:45 

Multi-Disciplinary  Approach  to  Pain 

Dr.  A.  Bar-Sela,  M.D. 
Physiatrist 

9:45-10:00 

Break 

10:00-10:30 

Chronic  Back  Pain  Therapy 

Dr.  J.  Green,  M.D. 
Neurologist 

10:30-11:00 

Malignant  Pain  Therapy 

Dr.  L.  Green,  M.D. 
Oncologist 

11:00-11:30 

Psychological  Aspects  of  Chronic  Pain 

Dr.  L.  Lucas,  Ph.D. 
Psychologist 

11:30-11:45 

Training  Resources  on  Pain 

Dr.  S.  Hickey,  M.D. 

Management 

Fellow  in  Pain  Medicine 
University  of  Pittsburg 
School  of  Medicine 

11:45-1:00 

Lunch 

1:00-1:30 

Trigeminal  Neuralgia 

Dr.  S.  Hickey,  M.D. 
Fellow  in  Pain  Medicine 
University  of  Pittsburg 
School  of  Medicine 

1:30-2:00 

Round  Table  Discussion  — 

Dr.  A.  Bar-Sela,  M.D. 

Management  of  Chronic  Pain 

Dr.  J.  Green,  M.D. 
Dr.  S.  Hickey,  M.D. 
Dr.  L.  Lucas,  Ph.D. 

2:00-2:30 

Physiology  of  Sleep, 

Dr.  C.  Leon-Barth,  M.D. 

Sleep  Laboratories 

Neurologist 

2:30-3:00 

Proper  Prescribing  for 

Dr.  J.  Green,  M.D. 

Insomnia 

Neurologist 

3:00-3:30 

Break 

3:30-4:00 

Local  & Regional  Blocks  in  Pain 

Dr.  John  Kruse,  M.D. 

Management 

Anesthesiologist 

4:00-5:00 

Clinical  Case  Presentations  Bring  your 
own  difficult  cases 

Seminar  Faculty 

New  & Dynamic 
Concepts  in  Pain 
Management 


Presented  By 
SOUTHEASTERN 
PAIN  CLINIC 
at  Jacksonville 
Medical 
Center 


P Jacksonville,  Florida 
Friday,  August  19,  1988 
8:00  a.m.  -5:00  p.m. 

7 CME  Credits 

CHRONIC  & ACUTE  PAIN 
MULTIDISCIPLINARY  APPROACH 
TO  CHRONIC  PAIN 
SLEEP  DISORDERS 

Special  Guest  Speakers: 


Dr.  Ariel  Bar-Sela 

Physiatrist 

Director,  Houston  Pain  Center 
Houston,  Texas 


Dr.  Steven  Hickey 

Fellow  in  Pain  Medicine 
University  of  Pittsburg 
School  of  Medicine 
Pittsburg,  Pennsylvania 
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Send  completed  registration  form  and  $50.00  registration  fee  to: 
Southeastern  Pain  Clinic 
4901  Richard  Street 
Jacksonville,  FL  32207 
904/730-5952 


NAME SPECIALTY 

ADDRESS CITY STATE ZIP 

TELEPHONE AFFILIATED  WITH 

APPLYING  FOR:  CME  CEU  (RN'S  INVITED) 


Make  Checks  Payable  To:  Jacob  Green,  M.D. 

QmitKpacfprn  Pain  Clinic  Morliral  nirortnr 


First  General  Session 

Summary  of  the  Proceedings 

134th  House  of 

Delegates 

April  28  - May  1,  1988 

gia  Medical  Society,  our  host  for  this 
year’s  Annual  Session.  On  behalf  of 
the  members  of  the  Georgia  Medi- 
cal Society,  Dr.  Morrison  welcomed 
the  audience  to  Savannah. 

Dr.  Morrison  introduced  Aider- 
man  Beth  Sheehan,  City  of  Savan- 
nah, who  expressed  a sincere  wel- 
come to  everyone  on  behalf  of  the 
City  of  Savannah.  Alderman  Shee- 
han thanked  the  physicians  in 
Georgia  for  the  quality  of  health  care 
extended  to  the  citizens  of  Georgia 
and  for  their  many,  many  contri- 
butions to  civic  life  in  the  com- 
munity. 

Memorial  Service 

Dr.  Menendez  requested  that  the 
audience  stand  as  he  read  the 
names  of  those  physician  members 
who  had  died  in  the  last  year:  Ru- 
dolph Bell,  M.D.,  Thomasville; 
A.  Evan  Boddy,  M.D.,  Woodstock; 
M.  B.  Bowman,  M.D.,  Albany;  Les- 
ter A.  Brown,  M.D.,  Atlanta;  Wilbert 
0.  Brown,  M.D.,  Savannah;  Thomas 
J.  Busey,  Sr.,  M.D.,  Fayetteville;  Wil- 
liam G.  Chambless,  M.D.;  Warm 
Springs;  T.  Sterling  Claiborne,  Sr., 
M.D.,  Atlanta;  Fred  N.  Clements, 
M.D.,  Adel;  William  C.  Coles,  M.D., 


Call  to  Order 

The  First  General  Session  of  the 
134th  Annual  Session  of  the 
Medical  Association  of  Georgia  was 
called  to  order  by  the  President,  Jack 
F.  Menendez,  M.D.,  of  Macon,  at 
7:00  p.m.,  Thursday,  April  28,  1988, 
in  the  Regency  Ballrooms  of  the 
Hyatt  Regency  Hotel  in  Savannah, 
Georgia. 

Invocation 

Reverend  Jimmy  Cason  was  in- 
troduced by  Dr.  Menendez  of  the 
Isle  of  Hope  United  Methodist 
Church  in  Savannah,  who  delivered 
the  invocation. 

Opening  Ceremony 

President  Menendez  introduced 
Mrs.  John  G.  Bates  who  sang  the 
National  Anthem  (accompanied  by 
Dr.  John  Watson,  Jr.)  and  led  the 
audience  in  the  Pledge  of  Alle- 
giance. 

Welcome 

Dr.  Menendez  welcomed  all  at- 
tending the  1988  MAG  Annual  Ses- 
sion and  introduced  Dr.  Joseph  V. 
Morrison,  Jr.,  President  of  the  Geor- 
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President  Jack  F.  Menendez,  of  Macon,  called  the  First  General  Session  of  MAG’s 
134th  Annual  House  of  Delegates  to  order  on  Thursday,  April  28,  1988,  at  the 
Hyatt  Regency  Hotel  in  Savannah. 


Atlanta;  Arthur  J.  Cook,  M.D.,  At- 
lanta; Herman  Delaney,  M.D.,  Sa- 
vannah; Richard  F.  Dickinson,  M.D., 
Rosewell;  Ernest  B.  Dunlap,  Jr., 
M.D.,  Manchester;  C.  B.  Elliott,  M.D., 
Rome;  Eugene  Flowers,  M.D.,  Tif- 
ton;  Wallace  M.  Gibson,  M.D.,  Ea- 
tonton;  Abram  O.  Goldsmith,  M.D., 
Albany;  Robert  M.  Harbin,  Jr.,  M.D., 
Rome;  Wilmer  0.  Holloway,  M.D., 
Tifton;  William  U.  Hyden,  M.D., 
Trion;  Julian  A.  Jarman,  M.D.,  De- 
catur; W.  F.  Jenkins,  M.D.,  Colum- 
bus; Hui-Ching  Yen  Lin,  M.D.,  At- 
lanta; G.  H.  Little,  M.D.,  Trion; 
Leonard  Long,  M.D.,  N.C.;  Anthony 
R.  Marsicano,  M.D.,  Savannah; 
W.  Roy  Mason,  M.D.,  Atlanta;  J.  Z. 
McDaniel,  M.D.,  Americus;  George 
F.  Mclnnes,  M.D.,  Augusta;  Robert 
A.  Oliver,  M.D.,  Savannah;  McLeod 
Patterson,  M.D.,  Columbus;  Robert 
A.  Pumpelly,  M.D.,  Jesup;  Joseph 
L.  Rankin,  M.D.,  Atlanta;  Henry  A. 
Robinson,  Jr.,  M.D.,  Reidsville; 
Charles  G.  Rogers,  M.D.,  Atlanta; 
George  Schuessler,  MD.,  Smiths,  AL; 
Robert  A.  Sears,  M.D.,  Macon;  Eliz- 
abeth A.  Singletary,  M.D.,  Augusta; 
Byron  Steele,  MD.,  Calhoun;  Daniel 
J.  Urbach,  M.D.,  Atlanta;  and  James 
J.  Zilis,  M.D.,  Albany. 


Fifty-Year  Members 

The  following  physicians  were 
honored  for  having  practiced  med- 
icine for  50  years  or  more:  Lee  H. 
Battle,  Jr.,  M.D.  Rome;  Ralph  0. 
Bowden,  M.D.,  Savannah;  Curtis  H. 
Carter,  M.D.,  Augusta;  Raiden  W. 
Dellinger,  M.D.,  Rome;  Roy  L.  Den- 
ney, M.D.,  Carrollton;  Robert  H.  Gil- 
lespie, M.D.,  Atlanta;  J.  F.  Hackney, 
M.D. , Atlanta;  W.  Derrel  Hazelhurst, 
M.D.,  Macon;  Katherine  M.  Hendry, 
M.D.,  Blackshear;  Lynn  M.  Huie, 
M.D.,  Monroe;  Alexander  G.  Little, 
Jr.,  M.D.,  Valdosta;  Robert  B.  Mar- 
tin, III,  M.D.,  Cuthbert;  J.  B.  Neigh- 
bors, Jr.,  M.D.,  Athens;  George  A. 
Niles,  Jr.,  M.D. , Atlanta;  John  H.  Ro- 
binson, III,  M.D.,  Americus;  Zach- 
ariah  S.  Sikes,  Jr.,  M.D.,  Macon;  J. 
Benham  Stewart,  M.D.,  Macon;  Ann 
D.  Stuckey,  M.D.,  Griffin;  Jules  Vic- 
tor, Jr.,  M.D.,  Savannah;  and  Tru- 
man W.  Whitfield,  M.D.,  Dalton. 

Life  Members 

Life  members  are  those  physi- 
cians who  have  supported  orga- 
nized medicine  for  at  least  25  years, 
and  are  at  least  70  years  of  age. 

Life  Membership  in  the  Medical 


Association  of  Georgia  as  awarded 
to  the  following:  J.  L Austin,  M.D., 
Griffin;  Walter  P.  Barnes,  M.D.,  Ma- 
con; Lee  H.  Battle,  Jr.,  M.D.,  Rome; 
A.  S.  Batts,  M.D.,  Hawkinsville; 
W.  H.  Bedingfield,  M.D.,  Vidalia; 
Emmett  S.  Brannon,  M.D.,  Rome; 
Max  M.  Blumberg,  M.D.,  Atlanta; 
Benjamin  M.  Chambers,  M.D.,  At- 
lanta; A.  B.  Conger,  M.D.,  Colum- 
bus; P.  D.  Conger,  M.D.,  Moultrie; 
R.  F.  Corpe,  M.D.,  Rome;  John  B. 
Crawford,  M.D.,  Barnesville;  Albert 
M.  Deal,  M.D.,  Statesboro;  W.  P. 
Downey,  M.D.,  Tallapoosa;  Robert 
G.  Ellison,  M.D.,  Augusta;  William 
G.  Erickson,  M.D.,  Tucker;  Don  L. 
Eyler,  M.D.,  Columbus;  Charles  W. 
Farmer,  Jr.,  M.D.,  Newnan;  James 
T.  Flynn,  Jr.,  M.D.,  Moultrie;  B.  W. 
Forester,  M.D.,  Macon;  Francis  M. 
Gay,  M.D.,  Moultrie;  Nathan  I.  Ger- 
shon,  M.D.,  Atlanta;  Warren  Gilbert, 
M.D.,  Rome;  John  T.  Godwin,  M.D., 
Atlanta;  Kenneth  D.  Grace,  M.D., 
LaGrange;  W.  H.  Grimes,  Jr.,  M.D., 
Atlanta;  L.  Harvey  Hamff,  M.D.,  At- 
lanta; Thomas  S.  Harbin,  M.D., 
Rome;  J.  Frank  Harris,  M.D.,  At- 
lanta; Jack  C.  Hughston,  M.D.,  Co- 
lumbus; Louis  R.  Jelks,  M.D.,  Reids- 
ville; George  A.  Johnston,  M.D., 
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Macon;  Ben  K.  Looper,  M.D.,  Can- 
ton; Kathryn  S.  Lovett,  M.D.,  States- 
boro; Frank  R.  Mann,  M.D.,  McRae; 
John  T.  Mauldin,  M.D.,  Atlanta;  J.  T. 
Mitchell,  M.D.,  LaGrange;  A.  P. 
Mulkey,  M.D.,  Millen;  Daniel  E.  Na- 
than, M.D.,  Fort  Valley;  Jule  C.  Neal, 
Jr.,  M.D.,  Macon;  F.  Levering  Neely, 
M.D.,  Atlanta;  J.  Lee  Parker,  M.D., 
Greensboro;  G.  E.  Perkins,  II,  M.D., 
Rome;  Cecil  H.  Pirkle,  M.D.,  East 
Point;  Morgan  B.  Raiford,  M.D.,  At- 
lanta; R.  H.  Randolph,  M.D.,  Ath- 
ens; Thomas  E.  Rogers,  Jr.,  M.D., 
Gray;  E.  A.  Roper,  M.D.,  Jasper; 
Vilda  Shuman,  M.D.,  Waycross; 
Mack  Simmons,  M.D.,  Waverly; 
Charles  W.  Smith,  M.D.,  Atlanta; 
F.  A.  Smith,  Jr.,  M.D.,  McRae;  H.  W. 


For  his  work  as  a member  of  the  Board  of  Directors  of  the  Georgia  Healt 
Network,  Mr.  Peter  S.  Knox,  III  (center)  received  a Certificate  of  Appreciatioi 
presented  by  Dr.  Joe  Bailey.  Shown  as  well  is  Mrs.  Knox. 


W.  Douglas  Skelton,  M.D.,  of  Macon,  received  a Certificate  of  Appreci- 
ation for  his  valued  assistance  in  the  development  of  AIDS  policy  and 
legislation  as  Chairman  of  MAG’s  Task  Force  on  AIDS.  Dr.  Jack  Menendez 
presented  the  award. 


Smith,  M.D.,  Swainsboro;  William 
A.  Steed,  M.D.,  Augusta;  Ann  D. 
Stuckey,  M.D.,  Griffin;  James  M. 
Sutton,  M.D.,  Albany;  Thomas  B. 
Taylor,  M.D.,  Douglasville;  Hemy  H. 
Tift,  M.D.,  Macon;  R.  P.  Tucker, 
M.D.,  East  Point;  Herbert  D.  Tyler, 
M.D.,  Thomaston;  W.  D.  Varner, 
M.D.,  Columbus;  Abraham  S.  Vel- 
koff,  M.D.,  Atlanta;  Samuel  Victor, 
M.D.,  Waycross;  E.  W.  Walde- 
mayer,  M.D.,  Americus;  Virgene  S. 
Wammock,  M.D.,  LaGrange;  H.  S. 
Weens,  M.D.,  Atlanta;  C.  Mark 
Whitehead,  M.D.,  LaGrange;  T.  W. 
Whitfield,  M.D.,  Dalton;  Virgil  B. 
Williams,  M.D.,  Griffin;  and  J.  J. 
Word,  M.D.,  Bowdon. 
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Certificates  of  Appreciation 

Certificates  of  Appreciation  are 
presented  to  those  members  and 
others  who  have  been  active  in  As- 
sociation affairs  and  through  their 
talents  and  hard  work  have  made 
special  contributions  to  medicine 
and  the  Medical  Association  of 
Georgia. 

Certificates  of  Appreciation  were 
awarded  to  the  following  individu- 
als: Jack  F.  Menendez,  M.D.,  MAG 
President,  1987-1988;  Joe  L.  Net- 
tles, M.D.,  First  Vice-President,  1987- 
1988;  Richard  W.  Cohen,  M.D.,  Sec- 
ond Vice-President,  1987-1988;  Mrs. 
Roy  W.  (Maureen)  Vandiver,  Pres- 
ident, Auxiliary  to  the  MAG,  1987- 
1988;  S.  William  Clark,  Jr.,  M.D., 
President  and  Chairman  of  the 
Board,  Georgia  Health  Network; 
E.  C.  Evans,  M.D.,  Chairman,  Med- 
ical Practice  Committee,  1985-1987; 
William  M.  Headley,  M.D.,  Chair- 
man, Computers  in  Medicine  Com- 
mittee, 1985-1987;  W.  Douglas 
Skelton,  M.D.,  Valued  Assistant  in 
Development  of  AIDS  Policy  and 
Legislation;  L.  Newton  Turk,  M.D., 
Dedicated  Member  of  MAG-AMA 
Delegation;  C.  Peter  Lampros,  M.D., 
Dedicated  Member  of  MAG-AMA 
Delegation;  Mr.  Peter  S.  Knox,  III, 
Member,  Georgia  Heath  Network 
Board  of  Directors;  Lt.  Governor  Zell 
Miller;  State  Senator  Frank  Albert; 
State  Senator  Roy  Barnes;  State  Sen- 
ator Hugh  Ragan;  State  Senator  Har- 
rill  Dawkins;  State  Senator  Sallie 
Newbill;  State  Senator  Pierre  How- 
ard; State  Senator  Terrell  Starr;  State 
Senator  Bill  Fincher;  state  Senator 
Tommy  Olmstead;  State  Senator 
Carl  Harrison;  State  Senator  Nathan 
Deal;  State  Senator  Bud  Stum- 
baugh;  House  Speaker  Tom  Mur- 
phy; State  Representative  Ty  Car- 
rell;  State  Representative  Dorothy 
Felton;  State  Representative  Wesley 
Dunn;  State  Representative  Den- 
mark Groover;  State  Representative 
Johnny  Isakson;  State  Representa- 
tive Bill  Lee;  State  Representative 
Eleanor  Richardson;  State  Repre- 
sentative Luther  Colbert;  State  Rep- 


Past President  of  both  the  MAG  and  AMA  Auxiliaries,  Glenda  Bates  (Mrs. 
John  G.)  of  Cuthbert,  participated  in  the  opening  ceremonies  of  the  First 
General  Session  by  singing  the  national  anthem.  She  was  accompanied 
on  the  piano  by  MAG  Past  President  John  D.  Watson,  M.D. 


Dr.  William  M.  Headley,  of  Milledgeuille,  received  a Certificate  of  Ap- 
preciation for  his  work  as  Chairman  of  MAG’s  Computers  in  Medicine 
Committee,  1985-88. 


resentative  Betty  Jo  Williams;  State 
Representative  John  Greer;  State 
Representative  Kenneth  Birdsong; 
State  Representative  Joe  Wood; 
State  Representative  George  Hooks; 


State  Representative  Jim  Panned; 
State  Representative  Tom  Wilder; 
State  Representative  Billy  Randall; 
and  State  Representative  Pete  Rob- 
inson. 
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Introduction  of  Guest  Speaker 

Richard  W.  Cohen,  M.D.  of  Aus- 
tell, MAG’s  Second  Vice  President, 
introduced  the  guest  speaker  with 
the  following  remarks:  “Johnny 
Isakson  is  a man  of  many  talents 
with  many  responsibilities.  He  jug- 
gles what  seems  to  be  an  incredibly 
hectic  schedule,  yet  always  finds 
time  for  his  family,  friends,  and  civic 
responsibilities. 

Johnny  is  probably  best  known 
as  the  Minority  Leader  of  the  Geor- 
gia House  of  Representatives.  He 
has  represented  District  21  in  East 
Cobb  County  since  1976,  and  you 
will  find  few  legislators  to  match  his 
intelligence  and  grasp  of  the  com- 
plex issues  that  confront  the  Gen- 
eral Assembly. 

In  addition  to  his  very  important 
role  as  Leader  of  the  House  Repub- 
licans, Johnny  is  also  President  of 
Northside  Realty.  He  plays  a key  role 
in  the  economic  vitality  of  the  Met- 
ropolitan Atlanta  area  through  his 
company  and  such  honors  as  being 
Chairman  of  the  Cobb  County 
Chamber  of  Commerce  and  being 
named  an  International  Business 
Fellow. 

He  is  a Past  Chairman  of  the 
March  of  Dimes  and  serves  on  the 
Board  of  Directors  of  the  American 
Sudden  Infant  Death  Syndrome  In- 
stitute and  the  Georgia  Unit  of  the 
American  Cancer  Society.  Johnny  is 
an  active  member  of  the  Mt.  Zion 
United  Methodist  Church,  where  he 
is  a Board  Member,  and  teaches 
Sunday  School. 

For  these  and  many  other  activ- 
ities, Johnny  has  been  recognized 
for  his  leadership  and  dedication. 
He  has  received  the  “Outstanding 
Young  Man”  Award  for  Cobb  County 
in  both  1976  and  1980;  the  Distin- 
guished Service  Award  of  the  Geor- 
gia Rehabilitation  Facilities  in  1984; 
and  was  named  “Mr.  Cobb  County” 
for  1988. 

It  is  an  honor  and  pleasure  to 
present  Johnny  Isakson,  a true 
friend  of  MAG  and  of  so  many  oth- 
ers.” 


Maureen  Vandiver  (Mrs.  Roy j,  President  of  the  Auxiliary  to  the  MAG , reported 
to  the  House  about  the  activities  and  services  provided  by  the  Auxiliary  this 
past  year. 


Introduction  of  the  President- 
Elect 

Dr.  Jack  F.  Menendez  stated  that 
“the  Office  of  President  of  an  or- 
ganization with  the  magnitude  and 
complexity  of  the  Medical  Associ- 
ation of  Georgia  is  an  awesome  re- 
sponsibility, and  it  is  most  impor- 
tant to  have  a leader  who  is  equal 
to  that  responsibility.  It  is  just  such 
a man  who  will  be  our  next  Presi- 
dent, and  it  is  my  distinct  privilege 
to  introduce  the  President-Elect  of 
the  Medical  Association  of  Georgia, 
Dr.  Joseph  P.  Bailey,  Jr.,  of  Augusta. 
Dr.  Bailey,  we  look  forward  to  a suc- 
cessful year  under  your  active  lead- 
ership, and  we  will  wish  you  good 
luck  throughout  the  year.” 


AMA-ERF  Checks 

Each  year,  the  American  Medical 
Association-Education  Research 
Foundation  distributes  funds  col- 
lected, in  large  part,  by  the  Auxiliary 
of  the  AMA  and  its  various  organi- 
zations. Mrs.  Gwynne  Brunt  of  At- 
lanta, Chairman  of  the  A-MAG  AMA- 
ERF,  and  Mrs.  Roy  W.  Vandiver, 
President  of  A-MAG,  assisted  Dr. 
Watson  in  the  presentation  of 
money  raised  in  Georgia  to  our  four 
medical  schools,  as  follows:  Med- 
ical College  of  Georgia  — 
$23,208.80;  Emory  University  School 
of  Medicine  — $ 1 7,675.04;  School 
of  Medicine  of  Morehouse  College 
— $6,015.57;  and  Mercer  University 
School  of  Medicine  — $8,426.39. 
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Mr.  Johnny  Isakson,  the  Minority  Leader  of  the  Georgia  House  of  Representatives , 
was  the  featured  guest  speaker  at  MAG’s  First  General  Session  on  Thursday  evening. 
Mr.  Isakson  both  entertained  and  instructed  the  delegates  and  guests  during  his 
speech. 


This  year’s  recipient  of  MAG’s  coveted  Hardman  Cup  is  Dr.  William  H.  Foege  (right), 
an  epidemiologist  and  current  Executive  Director  of  the  Carter  Presidential  Center 
and  the  Carter  Center  of  Emory  University  in  Atlanta.  Dr.  Foege  was  honored  for  his 
integral  role  in  the  eradication  of  smallpox  throughout  the  world.  He  joined  the 
Smallpox  Eradication  Program  in  1967  and  introduced  a supplement  to  the  original 
strategy  of  mass  vaccination,  called  Eradication  Escalation , or  E2. 


Report  of  the  Auxiliary 

Mrs.  Roy  W.  Vandiver,  President 
of  A-MAG,  presented  the  activities 
and  services  provided  by  the  Aux- 
iliary this  past  year.  Her  written  re- 
port is  in  the  Unreferred  Report  sec- 
tion of  this  Journal. 

Recipients  of  1988  Medical 
Association  of  Georgia  Awards 

Hardman  Cup:  William  H.  Foege, 
M.D.  — Atlanta. 

Distinguished  Service  Award: 
James  A.  Kaufmann,  M.D.  — At- 
lanta. 

A.  H.  Robbins  Physician  Award 
for  Community  Service:  L.  C.  Bu- 
chanan, M.D.  — Decatur. 

Civic  Endeavor  Award:  David  A. 
Wells,  M.D.  — Dalton. 

Family  Physician  of  the  Year: 
Lanny  Copeland,  M.D.  — Moultrie. 

The  Medical  Association  of  Geor- 
gia’s most  prestigious  award  is  the 
Hardman  Cup  which  is  presented 
for  “the  achievement  of  anyone  who 
in  the  judgment  of  the  Association 
has  solved  any  outstanding  prob- 
lems in  public  health  or  made  any 
discovery  in  medicine  or  surgery  or 
such  contribution  to  the  science  of 
medicine.”  The  1988  recipient  is  Dr. 
William  Foege,  an  epidemiologist. 

Dr.  Foege,  the  current  Executive 
Director  of  the  Carter  Presidential 
Center  and  the  Carter  Center  of 
Emory  University,  was,  probably 
more  than  any  other  person,  re- 
sponsible for  the  eradication  of 
smallpox. 

Following  the  establishment  in 
1966  of  the  Worldwide  Smallpox 
Eradication  Program  by  the  World 
Health  Assembly,  Dr.  Foege  joined 
the  Eradication  Program  in  1967. 
Prior  to  that,  he  had  served  as  a 
medical  missionary  with  the  Lu- 
theran Church  in  Eastern  Nigeria. 

By  1 968, 25  million  smallpox  vac- 
cinations were  administered,  with 
measurable  results.  The  fear  was, 
however,  that  many  cases  were  left 
unreported,  thus  continuing  the  on- 
going cycle  of  contamination.  For 
this  reason,  Dr.  Foege  introduced  a 
supplement  to  the  original  strategy 
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of  mass  vaccination  called  Eradi- 
cation Escalation,  or  E2. 

As  the  occurrence  of  smallpox 
reached  a low  at  the  end  of  the  wet 
season  in  1968,  the  E2  strategy  was 
to  launch  an  attack  to  search  out, 
surround,  and  contain  all  out- 
breaks by  intensive  vaccination  ef- 
forts during  this  seasonal  low  point. 
It  was  hoped  that  this  strategy  — 
which  had  worked  well  in  Eastern 
Nigeria  — would  permanently  cut 
the  chain  of  smallpox  transmis- 
sion. Fortunately,  the  E2  Program 
did,  indeed,  escalate  the  movement 
toward  eradication. 

Dr.  Foege  became  head  of  the 
smallpox  eradication  effort  in  1970, 
and  in  1973  he  went  to  India  to  as- 
sist in  their  eradication  efforts.  By 
1975,  due  in  large  part  to  Dr.  Foege’s 
work,  India  was  proclaimed  a non- 
endemic country. 

In  1977,  Dr.  Foege  was  named 
Director  of  the  Centers  for  Disease 
Control.  In  that  same  year,  in  the 
country  of  Somalia,  the  world’s  last 
case  of  naturally  occurring  small- 
pox was  reported. 


The  Civic  Endeavor  award  is 
unique  among  all  of  the  awards 
given  by  MAG,  and  its  purpose  is 
to  honor  those  physicians  whose 
motivations  find  their  essential 
expression  in  doing  good  deeds  for 
the  public  through  participation  in 
civic  affairs. 

The  recipient  of  the  Civic  En- 
deavor award  for  1988  is  Dr.  David 
A.  Wells,  a family  physician  from 
Dalton.  Dr.  Wells  exemplifies  the 
best  traditions  of  the  medical 
profession  in  his  practice  of  med- 
icine, and  at  the  same  time  has 
made  significant  contributions  to 
the  civic  life  in  his  community  and 
state. 

Dr.  Wells  has  served  his  profes- 
sion well  in  a number  of  capacities. 
He  is,  among  other  things,  Past 
President  and  Past  Chairman  of  the 
Board  of  the  Medical  Association  of 
Georgia  and  Past  President  of  the 
7th  District  Medical  Society. 

In  his  community,  Dr.  Wells  was 
instrumental  in  establishing  the 
Family  Planning  Clinic  at  the  Whit- 
field County  Health  Department, 


and,  in  the  absence  of  a health  di- 
rector, he  assumed  the  medical  re- 
sponsibility of  the  Department.  He 
has  also  served  as  Chairman  of  the 
Whitfield  County  Board  of  Health 
since  1974.  He  has  served  on  the 
Board  of  Directors  of  the  Dalton 
Chamber  of  Commerce  and  helped 
to  found  Dalton  Junior  College.  In 
fact,  he  was  named  as  the  first 
Chairman  of  the  Board  of  Dalton 
Junior  College  Foundation  in  1967. 

Dr.  Wells  has  also  been  active 
with  the  youth  of  Dalton.  For  over 
20  years  he  served  as  the  team  doc- 
tor for  Dalton  High  School.  He 
helped  organize  the  Cherokee  Boys 
Estate  and  served  on  its  first  Board. 
He  has  spent  many  hours  working 
with  scouts  in  merit  badge  studies. 

In  1973,  the  Daily  Citizen  News 
of  Dalton  awarded  Dr.  Wells  the 
prestigious  “Man  of  the  Year”  award 
for  his  time  and  efforts  in  civic  proj- 
ects. In  1986,  Governor  Harris  hon- 
ored Dr.  Wells  for  his  “exemplary 
leadership  and  unselfish  efforts  on 
behalf  of  family  planning  services 
in  Georgia.” 


Dr.  David  A.  Wells,  a family  physician  from  Dalton  (right),  received  MAG’s  Civic  Endeavor 
Award  for  his  many  contributions  to  the  civic  life  in  his  community  and  state.  Not  only  active 
in  the  MAG,  Dr.  Wells  was  instrumental  in  establishing  the  Family  Planning  Clinic  at  the 
Whitfield  County  Health  Department.  He  has  served  on  the  Board  of  Directors  of  the  Dalton 
Chamber  of  Commerce  and  helped  to  found  Dalton  Junior  College. 
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Dr.  Wells’  civic  activities  repre- 
sent physicians  at  their  finest,  serv- 
ing humanity  not  only  through  med- 
icine but  in  his  community 
activities. 

The  Distinguished  Service 
Award  is  presented  for  “distin- 
guished meritorious  service  which 
reflects  credit  and  honor  on  the  As- 
sociation.” The  recipient  of  the  1988 
Award  is  Dr.  James  A.  Kaufmann, 
of  Atlanta.  An  internist,  he  is  also 
Speaker  of  the  House  and  Chair- 
man of  the  Legislative  Committee 
for  the  Medical  Association  of  Geor- 
gia. 

Dr.  Kaufmann  has  served  the 
medical  needs  of  Georgians  for 
more  than  35  years.  He  has  served 
his  community,  state,  nation,  and 
profession  in  many  ways.  Recog- 
nition for  his  achievements  re- 
sulted in  MAG  awarding  him  the 
Distinguished  Service  Award  in  1970 
and  1974,  and  the  Aven  Cup  Award 
in  1981. 

Dr.  Kaufmann’s  contributions  in 
the  field  of  human  relations  are 
unique.  His  work  has  been  recog- 
nized by  the  National  Association 
for  the  Advancement  of  Colored 
People  who  awarded  him  the  1987 
Humanitarian  Award. 

In  the  field  of  politics,  Dr.  Kauf- 
mann’s activities  are  equally  im- 
pressive. He  has  been  awarded  a 
Certificate  of  Commendation  by  the 
Georgia  General  Assembly  nine 
times  in  as  many  years.  Moreover, 
he  has  served  on  the  Governor’s  staff 
under  Governors  Carter  and  Bus- 
bee. 

On  all  levels,  Dr.  Kaufmann  holds 
a variety  of  membership  positions 
and  offices  in  numerous  political 
organizations.  Through  these  mem- 
berships and  activities,  Dr.  Kauf- 
mann has  been  instrumental  in  in- 
fluencing legislation  and  policies 
which  embody  the  philosophy  of 
the  medical  profession. 

Dr.  Kaufmann  also  lends  his  tal- 
ent to  organizations  concerned  with 
the  welfare  of  mankind  such  as  the 
National  Rehabilitation  Associa- 
tion, the  National  Jewish  Welfare 


Dr.  James  A.  Kaufmann  (right)  is  presented  with  MAG’s  Distinguished  Service  Award 
by  Dr.  Menendez  for  his  service  to  his  community , state,  nation,  and  profession. 
Recognition  for  his  achievements  resulted  in  his  receiving  this  award  in  1970 
and  1974,  and  the  Aven  Cup  Award  in  1981.  He  received  the  1987  Humanitarian 
Award  from  the  NAACP  and  has  served  on  the  Governor’s  staff  under  two  gov- 
ernors. Dr.  Kaufmann  holds  a variety  of  membership  positions  and  offices  in 
numerous  political  organizations. 


Board,  the  Anti-Defamation  League, 
the  Christian  Council  of  Metropol- 
itan Atlanta,  and  the  United  Way. 

The  Medical  Association  of  Geor- 
gia is  proud  of  Dr.  Kaufmann’s  ac- 
complishments and  honored  to 
have  him  as  a member  of  the  As- 
sociation. 
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The  A.  H.  Robins  Physician 
Award  for  Community  Service, 

established  in  1961,  provides  rec- 
ognition to  physicians  for  the  many 
and  varied  services  above  and  be- 
yond the  call  of  duty  which  they 
render  to  their  respective  commu- 
nities. A.  H.  Robins  makes  the  award 
available  in  the  belief  that  members 


of  the  health  team  should  use  all 
appropriate  ethical  means  of  im- 
proving and  enlarging  the  stature  of 
the  physician,  as  a professional  and 
a participant  in  community  life. 

MAG’s  first  recipient  of  the  A.  H. 
Robins  Award  for  Community  Serv- 
ice is  Dr.  L.  C.  Buchanan,  a general 
surgeon  from  Decatur.  Dr.  Bu- 


chanan has  been  an  active  partic- 
ipant in  organized  medicine.  He  is 
Past  President  of  the  DeKalb  Med- 
ical Society  and  the  5th  District 
Medical  Society,  and  is  past  Speaker 
of  the  House  of  the  Medical  Asso- 
ciation of  Georgia.  He  is  a member 
of  the  American  Medical  Associa- 
tion, the  Southern  Medical  Associ- 
ation, the  Southeastern  Surgical 
Congress,  and  the  Georgia  Surgical 
Society. 

His  contributions  to  his  com- 
munity have  been  equally  outstand- 
ing. He  has  held  membership  po- 
sitions on:  the  Board  of  Directors 
of  the  DeKalb  County  Unit  of  the 
American  Cancer  Society;  the  Geor- 
gia Regional  Medical  Program  from 
District  4;  and  the  Governor’s  Nom- 
inating Commission  for  Medical 
Appointments  to  the  Board  of  Hu- 
man Resources. 

Dr.  Buchanan  has  been  a mem- 
ber of  the  Decatur  Rotary  Club  since 
1954  where  he  has  served  as  Direc- 
tor and  member  of  various  com- 
mittees. He  belongs  to  the  North 
Decatur  United  Methodist  Church 
where  he  served  for  a number  of 
years  on  the  Board  of  Trustees  and 
as  Chairman  of  the  Board.  He  is  a 
voluntary  surgical  consultant  for  the 
Methodist  Children’s  Home  in  De- 
catur, and  a founder  of  the  Hospice 
of  the  Good  Shepherd. 

The  Medical  Association  of  Geor- 
gia is  extremely  proud  of  the  many 
contributions  Dr.  Buchanan  has 
made  to  the  medical  profession  and 
his  community. 

Dr.  Howard  Vigrass  of  Colum- 
bus, President  of  the  Georgia  Acad- 
emy of  Family  Physicians,  pre- 
sented the  1988  Family  Physician 
of  the  Year  award  to  Dr.  Lanny 
Copeland  of  Moultrie. 

Dr.  Copeland  is  a senior  partner 
in  a two-man  family  practice  group 
in  Moultrie.  His  is  Board  Certified 
Family  Physician  and  a clinical  as- 
sistant professor  at  the  Medical  Col- 
lege of  Georgia.  He  serves  as  a pre- 
ceptor for  medical  students,  which 
is  a core  clerkship  for  medical  stu- 
dents rotating  on  a monthly  basis. 


Dr.  L.  ' Buchanan,  a general  surgeon  from  Decatur,  is  MAG’s  first  recipient  of 
the  A.  Robins  Award  for  Community  Service.  Established  in  1961,  this  award 
provides  recognition  to  physicians  for  the  many  and  varied  services  above  and 
beyond  the  call  of  duty  which  they  render  to  their  respective  communities.  Dr. 
Buchanan  has  been  very  active  in  organized  medicine  at  both  the  county  and 
state  levels.  He  has  held  many  outstanding  positions  in  his  community  as  well. 
He  is  a voluntary  surgical  consultant  for  the  Methodist  Children ’s  Home  in  Decatur 
and  a founder  of  the  Hospice  of  the  Good  Shepherd. 
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Expect  tour 

NEXT  PATIENT  ON 
INDERAE  LA  TO... 

(PROPRANOLOL  HCI) 

LONG  ACTING  CAPSULES  60,  80,  120,  160  mg 


Please  see  brief  summary  of  prescribing  information. 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAL?  LA. 

In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views1  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

inderal  la  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

inderal  la  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 


m ONCE-DAILY  _ _ 

Inderal  LA 

(PROPRANO-OL  HCI) 

The  one  you  know  best 
keeps  looking  better 


LONG  ACTING 
CAPSULES 
60,80,120, 160  mg 


Please  see  next  page  for  brief  summary  of  prescribing  information. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL®  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg,  60  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonaliergie  Sronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Thereto 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyro 
ism,  including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  a 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a dema 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impair 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperti 
sive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  ti 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disea 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  res 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  add 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathe 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attac 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcic 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocarc 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  i 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  * 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  level! 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  v 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increas 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  anirr 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  b 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug 
duced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reprod 
tive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  ani 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  u: 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  wi 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 


ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rai 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  A V block;  hypotensi 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  ty 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassiti 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  Iw 
cinations;  vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time ; 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  per 
mance  on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dre« 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  const 
tion,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
Peyronie’s  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  s 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associ: 
with  propranolol. 


DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDEi 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effe 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDEF 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necest 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  -Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAl 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  c 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosa< 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  rteedei 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  se\ 

ANGINA  PECTORIS -Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  (I 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  respons 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dot 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  32< 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 


MIGRAINE -Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  oncec 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradual 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  t< 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  ma 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  - At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limit! 
permit  adequate  directions  for  use. 

♦The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratones. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 


D7295/188 


WYETH 

AYERST 


PHILADELPHIA,  PA  19101 


© 1988,  Wyeth-Ayerst  Laboratoi- 
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Dr.  Copeland  completed  his 
training  at  the  University  of  Louis- 
ville School  of  Medicine  and  his  in- 
ternship at  Marion  County  General 
Hospital,  where  he  was  named  In- 
tern of  the  Year. 

His  activities  with  the  Georgia 
Academy  of  Family  Physicians  in- 
clude being  President  in  1985-86; 
Chairman  of  the  Board  in  1986-87; 
chairman  of  several  committees;  a 
member  of  the  Board  of  Directors 
since  1980,  and  a member  of  the 
House  of  Delegates.  He  was  named 
GAFP’s  Family  Medicine  Educator 
of  the  Year  in  1985. 


Adjournment 

Following  several  brief  an- 
nouncements, Dr.  Menendez  ad- 
journed the  First  General  Session  at 
10:00  p.m. 


The  1988  Family  Physician  of  the  Year  is  Dr.  Lanny  Copeland  (right)  of 
Moultrie.  Dr.  Howard  Vigrass  of  Columbus,  President  of  the  Georgia  Acad- 
emy of  Family  Physicians  (left)  presented  Dr.  Copeland  with  this  award. 
Dr.  Copeland  is  a clinical  assistant  professor  at  MCG  and  serves  as  a 
preceptor  for  medical  students.  He  has  been  active  with  the  GAFP  and  was 
named  its  Family  Medicine  Educator  of  the  Year  in  1985. 
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House  of  Delegates 

Thursday,  April  28 


The  First  Session  of  the  MAG 
House  of  Delegates  was  called 
to  order  by  the  Speaker  of  the 
House,  James  A.  Kaufmann,  M.D., 
at  7:30  p.m.,  Thursday,  April  28, 
1988,  in  the  Regency  Ballrooms  of 
the  Hyatt  Regency  Hotel,  Savannah, 
Georgia.  Jack  A.  Raines,  M.D.,  Co- 
lumbus, served  as  Vice  Speaker  of 
the  House. 

The  Speaker  called  for  a report 
from  the  Credentials  Committee 
which  was  given  by  Dr.  Milton  I. 
Johnson.  Dr.  Johnson  reported  that 
137  delegates  representing  42  com- 
ponent county  medical  societies 
were  in  attendance  and  accord- 
ingly, announced  that  a quorum  of 
the  House  of  Delegates  was  pres- 
ent. 

Delegate  Attendance 

Donald  C.  Abele,  M.D.;  Bruce  S. 
Allen,  M.D.;  Robert  H.  Anderson, 
Jr.,  M.D.;  Thomas  J.  Anderson,  Jr., 
M.D.;  Catherine  S.  Andrews,  M.D.; 
John  S.  Antalis,  M.D.;  Harold  Asher, 
M.D.;  Phil  C.  Astin,  Jr.,  M.D.;  James 
E.  Averett,  Jr.,  M.D.;  Ivan  A.  Back- 
erman,  M.D.;  Joseph  P.  Bailey,  Jr., 
M.D.;  C.  Robert  Baisden,  M.D.;  Phil- 
lip N.  Bannister,  M.D.;  William  E. 


Barfield,  Sr.,  M.D.;  Needham  Bate- 
man, M.D.;  James  F.  Beattie,  Jr., 
M.D.;  Sidney  A.  Bell,  M.D.;  William 
H.  Biggers,  M.D.;  H.  Duane  Blair, 
M.D.;  Allan  C.  Bleich,  M.D.;  David 
C.  Bosshardt,  M.D.;  Clinton  E. 
Branch,  Jr.,  M.D.;  Spencer  S.  Brewer, 
Jr.,  M.D.;  Larry  Brightwell,  M.D.; 
Rodney  M.  Browne,  M.D.;  William 
Brooks,  M.D.;  Billy  D.  Burk,  M.D.; 
Robert  A.  Burns,  M.D.;  William  B. 
Burns,  Jr.,  M.D.;  E.  Napier  Burson, 
Jr.,  M.D.;  Leon  H.  Bush,  M.D.;  Louis 
G.  Cacchioli,  M.D.;  Donald  H. 
Campbell,  M.D.;  Frank  E.  Carlton, 
M.D.;  Albert  A.  Carr,  M.D.;  Curtis  H. 
Carter,  M.D.;  Robert  Glenn  Carter, 
M.D.;  A1  Bleakley  Chandler,  M.D.; 
Joseph  Citron,  M.D.;  Thomas  S. 
Claiborne,  Jr.,  M.D.;  S.  William 
Clark,  Jr.,  M.D.;  Teresa  E.  Clark, 
M.D.;  Arturo  Corso,  M.D.;  Marvyn  D. 
Cohen,  M.D.;  Michael  Joseph 
Cohen,  M.D.;  Richard  W.  Cohen, 
M.D.;  Chappell  A.  Collins,  Jr.,  M.D.; 
William  C.  Collins,  M.D.;  Terrence 
J.  Cook,  M.D.;  L.  T.  Crimmins,  M.D.; 
Richard  Culp;  David  W.  Daliymple, 
M.D.;  Alfred  L.  Davis,  Jr.,  M.D.;  Floyd 
E.  Davis,  M.D.;  H.  G.  Davis,  Jr.,  M.D.; 
Sammie  Dixon,  M.D.;  M.  Julian  Dut- 
tera,  Jr.,  M.D.;  J.  W.  Estes,  M.D.; 
J.  Patrick  Evans,  M.D.;  Louis  H. 
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Felder,  M.D.;  Daniel  S.  Ferguson, 
M.D.;  Sumner  Fishbein,  M.D.;  Gil- 
bert J.  Foster,  Jr.,  M.D.;  Greg  Foster, 
M.D.;  Henry  A.  Foster,  M.D.;  David 
J.  Frolich,  M.D.;  Stefan  H.  Fromm, 
M.D.;  J.  Harper  Gaston,  M.D.;  John 

A.  Goldman,  M.D.;  Kenneth  L.  Gold- 
man, M.D.;  Robert  D.  Gongaware, 
M.D.;  Joe  L.  Griffeth,  M.D.;  H.  A. 
Gussack,  M.D.;  Margarita  Guzman, 
M.D.;  Michael  A.  Haberman,  M.D.; 
Thomas  A.  Haltom,  M.D.,  0.  Emer- 
son Ham,  Jr.,  M.D.;  Carl  V.  Han- 
cock, Jr.,  M.D.;  Thomas  A.  Hanson, 
M.D.;  William  R.  Hardcastle,  M.D.; 
J.  Rhodes  Haverty,  M.D.;  William 
McKendree  Headley,  M.D.;  William 
C.  Heard,  M.D.;  Irving  D.  Hellenga, 
M.D.;  E.  V.  Herrin,  M.D.;  William  E. 
Holladay,  Jr.,  M.D.;  John  A.  Hud- 
son, M.D.;  John  Hunt,  M.D.;  Mark 
C.  Hutto,  M.D.;  Eugene  H.  Jackson, 
M.D.;  Joseph  M.  Jackson,  M.D.;  Mil- 
ton  I.  Johnson,  Jr.,  M.D.;  Fleming 

L.  Jolley,  M.D.;  George  Jones,  M.D.; 
William  B.  Jones,  M.D.;  Fareed  Z. 
Kadum,  M.D.;  James  A.  Kaufmann, 

M. D.;  Ferdinand  V.  Kay,  M.D.;  Ellis 

B.  Keener,  M.D.;  William  F.  Keeton, 


The  First  Session  of  MAG’s  134th  House  of  Delegates  was  called  to  order  by  James 
A.  Kaufmann,  M.D.,  Speaker  of  the  House.  MAG  President  Jack  F.  Menendez  is 
on  the  left. 
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M.D.;  W.  K.  Lane,  M.D.;  Charles  A. 
Lanford,  M.D.;  Bob  G.  Lanier,  M.D.; 
Willis  E.  Lanier,  M.D.;  J.  Moultrie 
Lee,  M.D.;  Werner  Linz,  M.D. 

J.  Robert  Logan,  M.D.;  William  D. 
Logan,  Jr.,  M.D.;  Gary  Lodge,  M.D.; 
Gary  R.  Loveless,  M.D.;  Larry  Ly- 
kins,  M.D.;  Joe  B.  Massey,  M.D.; 
Richard  C.  Mattison,  M.D.;  William 
E.  May,  M.D.;  Alva  Louie  Mayes,  Jr., 
M.D.;  Joy  A.  Maxey,  M.D.;  J.  Daniel 
McAvoy,  M.D.;  William  M.  Mc- 
Clatchey,  M.D.;  Charles  W.  Mc- 
Dowell, Jr. , M.D.;  Virgle  W.  McEver, 
Jr.,  M.D.;  Ray  L.  McKinney,  M.D.; 
Jack  F.  Menendez,  M.D.;  Margaret 
Mermin,  M.D.;  Arthur  J.  Merrill,  Jr., 
M.D.;  Edmund  M.  Molnar,  M.D.; 
Martin  J.  Moran,  M.D.;  Rene  A.  Mo- 
rell,  M.D.;  Toby  S.  Morgan,  M.D.; 
Joseph  V.  Morrison,  Jr.,  M.D.;  Ger- 
ald B.  Muller,  M.D.;  Ellis  H.  Nelson, 
M.D.;  Joe  L.  Nettles,  M.D.;  Bruce  C. 
Newsom,  M.D.;  John  S.  Newton, 
M.D.;  Jeffrey  T.  Nugent,  M.D.;  Carol 


H.  Oster,  M.D.;  E.  Capers  Palmer, 
Jr.,  M.D.;  Robert  M.  Patton,  M.D.; 
Dolford  F.  Payne,  Jr.,  M.D.;  Garland 
D.  Perdue,  Jr.,  M.D.;  Richard  P.  J. 
Pierzchajlo,  M.D.;  B.  Lamar  Pilcher, 
M.D.;  Alan  Plummer,  M.D.;  Harry 
Porter,  Jr.,  M.D.;  James  W.  Price, 
M.D.;  Willard  E.  Quillian,  III,  M.D.; 
J.  L.  Rabb,  M.D.;  Jack  A.  Raines, 
M.D. ; William  J.  Rawls,  M.D. ; James 
Leon  Ray,  M.D.;  Walker  L.  Ray,  M.D.; 
Stanley  P.  Riepe,  M.D.;  Wells  Riley, 
M.D. ; John  E.  Roberts,  Jr.,  M.D.;  Mi- 
chael H.  Roberts,  M.D.;  Harrison  L. 
Rogers,  Jr.,  M.D.;  Clyde  B.  Roun- 
tree, M.D.;  Gerald  E.  Sanders,  M.D.; 
J.  K.  Schellack,  M.D.;  Nathan  Se- 
gall,  M.D.;  Eloise  B.  Sherman,  M.D.; 
James  M.  Skinner,  M.D.;  Edward  H. 
Smith,  Jr.,  M.D.;  Henry  Briggs  Smith, 
M.D.;  Rodney  L.  Smith,  M.D.;  Tyson 
D.  Smith,  Jr.,  M.D.;  William  B. 
Spearman,  M.D.;  Charles  C.  Sta- 
nley, M.D.;  Cassius  M.  Stanley,  III, 
M.D.;  Dan  B.  Stephens,  M.D.;  Joe 


C.  Stubbs,  M.D.;  0.  Wytch  Stubbs, 
Jr.,  M.D.;  James  H.  Sullivan,  M.D.; 
Louis  W.  Sullian,  M.D.;  Roland  S. 
Summers,  M.D.;  John  P.  Syribeys, 
M.D.;  David  D.  Tanner,  M.D.;  Earle 
M.  Taylor,  M.D.;  H.  Wayne  Temple- 
ton, M.D.;  Luther  M.  Thomas,  Jr., 
M.D.;  Hugh  S.  Thompson,  Jr.,  M.D.; 
William  C.  Tippins,  M.D.;  James  H. 
Tison,  M.D.;  Charles  E.  Todd,  Jr., 
M.D.;  Fred  A.  Trest,  M.D.;  Charles 
R.  Underwood,  M.D.;  Karl  Ullman, 
M.D.;  Roy  W.  Vandiver,  M.D.;  Ed- 
ward Jones  Waits,  M.D.;  Lamar  H. 
Waters,  M.D.;  William  C.  Waters,  III, 
M.D.;  John  D.  Watson,  Jr.,  M.D.; 
Alexander  H.  S.  Weaver,  M.D.;  Rob- 
ert E.  Wells,  M.D.;  William  Weston, 
III,  M.D.;  William  H.  Whaley,  M.D.; 
James  Q.  Whitaker,  M.D.;  Paul  A. 
Whitlock,  Jr.,  M.D.;  Frank  L.  Wil- 
son, Jr.,  M.D.;  J.  S.  Wilson,  M.D.; 
Trevor  Woodhams,  M.D.;  Betty  B. 
Wray,  M.D.;  Charles  H.  Wray,  M.D.; 
Michael  Zoller,  M.D. 


There  were  137  delegates  representing  42  component  county  medical  societies  present  at  the  134th  House  of  Delegates 
meeting. 
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Alternate  Delegate  Attendance 

William  P.  Brooks,  M.D.;  Mark  D. 
Durden,  III,  M.D.;  Douglas  J.  Erick- 
son, M.D.;  Garnett  J.  Giesler,  Jr., 
M.D.;  J.  Ray  Grant,  M.D.;  S.  T.  Hart- 
ley, M.D.;  Charlie  Humphries,  Jr., 
M.D.;  Benjamin  M.  Johnston,  M.D.; 
John  N.  McClure,  Jr.,  M.D.;  A.  D. 
Muse,  Jr.,  M.D.;  William  C.  Pfister, 
M.D.;  David  P.  Rouben,  M.D.;  H.  W. 
Smith,  M.D.;  Thomas  Andrew  Wade, 
Jr.,  M.D. 

Appointments  of  Reference 
Committees 

The  Speaker  announced  the  ap- 
pointments of  the  House  of  Dele- 
gates Reference  Committees  as  fol- 
low: 

Reference  Committee  A 
Luther  M.  Thomas  Jr.,  M.D., 
Chairman,  Richmond;  Carl  V.  Han- 
cock, Jr.,  M.D.,  Vice  Chairman, 
Dougherty;  Phillip  N.  Bannister, 
M.D.,  Gwinnett-Forsyth;  Rene  A. 
Morell,  M.D.,  Cobb;  Dent  W.  Pur- 
cell, M.D.,  Georgia  Medical  Society; 
William  H.  Whaley,  M.D.,  Medical 
Association  of  Atlanta;  Kenneth  L. 
Goldman,  M.D.,  Muscogee;  Charles 
A.  Lanford,  M.D.,  Bibb;  and  David 
D.  Tanner,  M.D.,  Medical  Associa- 
tion of  Atlanta. 

Reference  Committee  B 
Alexander  H.  S.  Weaver,  M.D., 
Chairman,  Bibb;  Donald  H.  Camp- 
bell, M.D.,  Vice  Chairman,  Cobb; 
Joseph  V.  Morrison,  Jr.,  M.D.,  Geor- 
gia Medical  Society;  J.  Patrick  Ev- 
ans, M.D.,  Georgia  Medical  Society; 
Hugh  S.  Thompson,  M.D.,  Medical 
Association  of  Atlanta;  Albert  A. 
Carr,  M.D.,  Richmond;  Larry  Bright- 
well,  M.D.,  Muscogee;  Clinton  E. 
Branch,  Jr.,  M.D.,  Hall;  H.  Gordon 
Davis,  Jr.,  M.D.,  Worth;  and  Stefan 
Fromm,  M.D.,  Whitfield-Murray. 

Reference  Committee  C 
Teresa  E.  Clark,  M.D.,  Chairman, 
Medical  Association  of  Atlanta;  Ed- 
mund M.  Molnar,  M.D.,  Vice  Chair- 
man, Muscogee;  Cassius  M.  Stan- 
ley, III,  M.D.,  Bibb;  Charles  W. 
McDowell,  Jr.,  M.D.,  DeKalb;  Wil- 
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liam  Weston,  III,  M.D.,  Richmond; 
Joy  A.  Maxey,  M.D.,  DeKalb;  James 
F.  Beattie,  Jr.,  M.D.,  Walker-Ca- 
toosa-Dade;  John  S.  Newton,  M.D., 
Colquitt;  and  Gerald  E.  Sanders, 
M.D.,  Cobb. 

Reference  Committee  D 

Ellis  B.  Keener,  M.D.,  Chairman, 
Hall;  Roland  S.  Summers,  M.D.,  Vice 
Chairman,  Georgia  Medical  Soci- 
ety; John  E.  Roberts,  Jr.,  M.D.,  Cobb; 
John  A.  Hudson,  M.D.,  Bibb;  Alan 
C.  Plummer,  M.D.,  Medical  Asso- 
ciation of  Atlanta;  William  A.  Wolff, 
M.D.,  Muscogee;  Robert  D.  Gon- 
gaware,  M.D.,  Georgia  Medical  So- 
ciety; Michael  H.  Roberts,  M.D.; 
Dougherty;  and  A.  Bleakly  Chan- 
dler, M.D.,  Richmond. 

Reference  Committee  F 

H.  Duane  Blair,  M.D.,  Chairman, 
DeKalb;  Marvyn  D.  Cohen,  M.D., 
Vice  Chairman,  Muscogee;  Alva  L. 
Mayes,  Jr.,  M.D.,  Bibb;  Bob  G.  Lan- 
ier, M.D.,  Medical  Association  of  At- 
lanta; Dan  B.  Stephens,  M.D.,  Cobb; 
Billy  D.  Burk,  M.D.,  Floyd-Polk- 
Chattooga;  and  William  R.  Hard- 
castle,  M.D.,  DeKalb. 

Reference  Committee  C & B 
James  Q.  Whitaker,  M.D.,  Chair- 
man, Peachbelt;  E.  Van  Herrin, 
M.D.,  Vice  Chairman,  Crawford  W. 
Long;  Clyde  B.  Roundtree,  M.D., 
DeKalb;  Frank  E.  Carlton,  M.D., 
Georgia  Medical  Society;  Chappell 
A.  Collins,  Jr.,  M.D.,  Dougherty;  Sid- 
ney A.  Bell,  M.D.,  Floyd-Polk-Chat- 
tooga;  Thomas  Anderson,  M.D., 
Medical  Association  of  Atlanta;  and 
Gary  R.  Loveless,  M.D.,  Ogeechee 
River. 

Parliamentarians 

Charles  A.  Lanford,  M.D.,  Bibb; 
and  Richard  W.  Cohen,  M.D.,  Cobb. 

Teller  Committee 
J.  K.  Schellack,  M.D.,  Chairman, 
Medical  Association  of  Atlanta; 
Donald  C.  Abele,  M.D.,  Richmond; 
William  H.  Whaley,  M.D.,  Medical 
Association  of  Atlanta;  Charles  W. 
McDowell,  Jr.,  M.D.,  DeKalb;  and 
Eloise  B.  Sherman,  M.D.,  Georgia 
Medical  Society. 


Credentials  Committee 

Milton  I.  Johnson,  Jr.,  M.D., 
Chairman,  Bibb. 

Adoption  of  Minutes 

The  Proceedings  of  the  1987 
meeting  of  the  MAG  House  of  Del- 
egates as  published  in  the  June, 
1987,  Journal  of  the  Medical  As- 
sociation  of  Georgia,  were  ap- 
proved. 

Nominations 

Speaker  Kaufmann  called  on  the 
House  to  proceed  with  nomina- 
tions for  the  Officers,  AMA  Dele- 
gates, AMA  Alternate  Delegates,  and 
MAG  Delegate  and  Alternate  Dele- 
gate to  the  AMA  Young  Physicians 
Section. 

Election  of  Unopposed 
Candidates 

It  was  agreed  at  the  outset  that 
unopposed  candidates  would  be 
elected  at  this  Session  and  the 
names  of  the  candidates  who  have 
opposition  would  appear  on  the 
ballot  for  election,  Saturday,  April 
30,  1988.  Upon  nominations  duly 
made  and  seconded  as  indicated 
below,  the  following  slate  of  un- 
opposed officers  were  elected  by 
acclamation: 

President-Elect:  Joe  L.  Nettles, 
M.D.,  Savannah,  was  nominated  by 
Joseph  V.  Morrison,  Jr.,  Savannah, 
and  seconded  by  Luther  Thomas, 
M.D.,  Augusta. 

Second  Vice  President:  Bob  G. 
Lanier,  M.D.,  Atlanta  was  nomi- 
nated by  Hugh  Thompson,  M.D. , At- 
lanta, and  seconded  by  Joe  L.  Net- 
tles, M.D.,  Savannah. 

Elections  of  AMA  Delegates  and 
Alternate  Delegates:  Due  to  the  res- 
ignation of  AMA  Alternate  Dele- 
gates, L.  Newton  Turk,  III,  M.D.,  At- 
lanta, and  C.  Peter  Lampros,  M.D., 
Toccoa,  Dr.  Kaufmann  asked  the 
consent  of  the  House  that  the  unex- 
pired terms  of  office  be  included  in 
the  election  to  the  full  term  for  the 
alternate  delegates. 

AMA  Delegate:  Carson  B.  Burg- 
stiner,  M.D.,  Savannah,  was  nomi- 
nated to  succeed  himself  by  Har- 
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rison  Rogers,  M.D.,  Atlanta,  and 
seconded  by  William  D.  Logan,  Jr., 
M.D.,  Atlanta. 

AMA  Delegate:  S.  William  Clark, 
Jr.,  M.D.,  Waycross,  was  nominated 
to  succeed  himself  by  Gordon  Davis, 
M.D.,  Sylvester,  and  seconded  by 
Joseph  M.  Jackson,  M.D.,  Folkston. 

AMA  Delegate:  Joe  C.  Stubbs, 
M.D.,  Valdosta,  was  nominated  to 
succeed  himself  by  Louis  Felder, 
M.D.,  Atlanta,  and  seconded  by 
E.  M.  (“Mac”)  Molnar,  M.D.,  Co- 
lumbus. 

AMA  Alternate  Delegate:  E.  M. 
(“Mac”)  Molnar,  M.D.,  Columbus, 
was  nominated  to  succeed  himself 
by  Ken  L.  Goldman,  M.D.,  Colum- 
bus, and  seconded  by  Joe  C.  Stubbs, 
M.D.,  Valdosta. 

AMA  Alternate  Delegate:  Beverly 

B.  Sanders,  M.D.,  Macon,  was  nom- 
inated to  succeed  himself  by  Milton 
I.  Johnson,  M.D.,  Macon,  and  sec- 
onded by  Joseph  P.  Bailey,  Jr.,  M.D., 
Augusta. 

AMA  Alternate  Delegate:  Ellis  B. 
Keener,  M.D.,  Gainesville,  was 
nominated  to  succeed  himself  by 
Robert  H.  Anderson,  Jr.,  Gaines- 
ville, and  seconded  by  William  D. 
Logan,  Jr.,  Atlanta. 

AMA  Alternate  Delegate:  Jack  F. 
Menendez,  M.D.,  Macon,  was  nom- 
inated to  fill  the  unexpired  term  of 
L.  Newton  Turk,  111,  Atlanta,  by  Cash 
Stanley,  M.D.,  Macon,  and  sec- 
onded by  Alva  L.  Mayes,  Jr.,  M.D., 
Macon. 

AMA  Alternate  Delegate:  Richard 
W.  Cohen,  M.D.,  Austell,  was  nom- 
inated to  fill  the  unexpired  term  of 

C.  Peter  Lampros,  M.D.,  Toccoa,  by 
Walter  Ligon,  M.D.,  Marietta,  and 
seconded  by  Louis  Felder,  M.D.,  At- 
lanta. 

MAG  Delegate  to  AMA  Young  Phy- 
sicians Section:  Spurgeon  Wm. 
Clark,  III,  M.D.,  Waycross,  was 
nominated  by  James  Beattie,  M.D., 
Fort  Oglethorpe,  and  seconded  by 
Ralph  A.  Tillman,  M.D.,  Lawrence- 
ville. 

MAG  Alternate  Delegate  to  AMA 
Young  Physicians  Section:  Joy  A. 
Maxey,  M.D.,  Atlanta,  was  nomi- 


nated by  James  Beattie,  M.D.,  Fort 
Oglethorpe,  and  seconded  by  Don 
Campbell,  M.D.,  Marietta. 

Judicial  Council:  Robert  B.  Cope- 
land, M.D.,  LaGrange,  was  nomi- 
nated by  Jack  F.  Menendez,  M.D., 
Macon,  for  a term  to  expire  in  1993. 


Directors  and  Alternate 
Directors 

Speaker  Kaufmann  announced 
the  results  of  elections  for  Directors 
and  Alternate  Directors  as  con- 
ducted by  the  District  Medical  So- 
cieties and  Component  County 
Medical  Societies: 

First  District 

Leon  Curry  — Director 
Gary  Loveless  — Alternate  Direc- 
tor 

Second  District 

W.  Charles  Pfister  — Director 
C.  Gary  Lodge  — Alternate  Di- 
rector 

Third  District 

Virgle  W.  McEver,  Jr.  — Director 
James  Q.  Whitaker  — Alternate 
Director 
Sixth  District 

Werner  A.  Linz  — Director 
J.  R.  Turner  — Alternate  Director 
Seventh  District 

Bannester  L.  Harbin  — Director 
J.  R.  Turner  — Alternate  Director 
Tenth  District 

William  M.  Headley  — Director 
Charles  E.  Wills  — Alternate  Di- 
rector 

Bibb  County  Medical  Society 
Charles  A.  Lanford  — Director 
Alva  L.  Mayes,  Jr.  — Alternate  Di- 
rector 

Crawford  W.  Long  Medical  Society 
Van  Herrin  — Director 
David  C.  Allen  — Alternate  Di- 
rector 

Dougherty  County  Medical  Society 
Carl  V.  Hancock  — Director 
A.  Frank  Isele  — Alternate  Direc- 
tor 

Hall  County  Medical  Society 
John  H.  Reed  — Director 
James  Leigh,  Jr.  — Alternate  Di- 
rector 


Medical  Association  of  Atlanta 
J.  Harold  Harrison  — Director 
William  Waters,  III  — Alternate 
Director 

Georgia  Medical  Society 
J.  Patrick  (“Pat”)  Evans  — Direc- 
tor 

Roland  S.  Summers  — Alternate 
Director 

Reports  of  Officers 

President  — Rec.  1 — Ref.  Comm. 
D;  Rec.  2 (a,  b)  — Ref.  Comm.  D; 
Rec.  2 (a,  b)  — Ref.  Comm.  C;  Rec. 
2 (c,  d)  — Ref.  Comm.  C;  Rec.  3, 
4,5  — Ref.  Comm.  D;  Rec.  6 — Ref. 
Comm.  A;  Rec.  7 — Ref.  Comm.  C. 

Immediate  Past  President  — not 
referred. 

First  Vice  President  — Rec.  1 — 
Ref.  Comm.  C;  Rec.  2 — Ref.  Comm. 
D;  Rec.  3 — Ref.  Comm.  A. 

Second  Vice  President  — Ref. 
Comm.  D. 

Second  Vice  President  (Supple- 
mental) — Ref.  Comm.  D. 
Secretary  — Ref.  Comm.  A. 
Treasurer  — Ref.  Comm.  F. 
Speaker  — Ref.  Comm.  A. 

Vice  Chairman  of  the  Board  — 
Ref.  Comm.  A. 

Reports  of  Directors 

The  following  Directors’  reports 
were  not  referred  to  a Reference 
Committee: 

First  District  Medical  Society 
Second  District  Medical  Society 
Third  District  Medical  Society 
DeKalb  Medical  Society 
Medical  Association  of  Atlanta 
Sixth  District  Medical  Society 
Seventh  District  Medical  Society 
Eighth  District  Medical  Society 
Ninth  District  Medical  Society 
Tenth  District  Medical  Society 
Bibb  County  Medical  Society 
Clayton-Fayette  County  Medical 
Society 

Cobb  County  Medical  Society 
Crawford  W.  Long  Medical  So- 
ciety 

Dougherty  County  Medical  Soci- 
ety 

Floyd-Polk-Chattooga  County 
Medical  Society 
Georgia  Medical  Society 
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Hall  County  Medical  Society 
Muscogee  County  Medical  Soci- 
ety 

Richmond  County  Medical  Soci- 
ety 


Reports  of  Departments 

Journal  of  the  Medical  Associa- 
tion of  Georgia  — not  referred. 

Special  Reports 

Hospital  Medical  Staff  Section  — 
Ref.  Comm.  D. 

MAG  Mutual  — Ref.  Comm.  A. 
Substitute  MAG  Mutual  Report 
with  Supplemental  Attachment 
(Substitute)  — Ref.  Comm.  A. 

AMA  Delegation  — not  referred. 
Georgia  Health  Network  — not 
referred. 

Judicial  Council  — not  referred. 
Auxiliary  — not  referred. 
Resident  Physician  Section  — not 
referred. 

Medical  Student  Section  — not 
referred. 

Committee  Reports 

Access  to  Medical  Care  — Ref. 
Comm.  D. 

Auxiliary  — not  referred. 
Building  & Land  — not  referred. 
Cancer  — not  referred. 
Computers  in  Medicine  — Ref. 
Comm.  A. 

Constitution  & Bylaws  — Ref. 
Comm.  C & B. 

Constitution  & Bylaws  — Ref. 
Comm.  C & B. 

Constitution  & Bylaws  — Ref. 
Comm.  C & B. 

Continuing  Medical  Education  — 
Ref.  Comm.  D. 

Cost  Awareness  — Ref.  Comm. 
B. 

Emergency  Medical  Services  — 
Ref.  Comm.  B. 

Legislative  Council  — Ref. 
Comm.  C. 

Maternal  & Infant  Health  — not 
referred. 

Medical  Aspects  of  Sports  — not 
referred. 

Medical  Practice  — Ref.  Comm. 
B. 


(L-R)  Drs.  Roy  Vandiver,  Bill  Tippins,  and  Bill  Keeton. 


Medical  Schools  — Ref.  Comm. 
D. 

Medicine  & Human  Values  — not 
referred. 

Membership  — Ref.  Comm.  A. 
Non-Physician  Health  Care  Pro- 
viders — Ref.  Comm.  A. 

Physician-Lawyer  Liaison  — Ref. 
Comm.  C. 

Prison  Health  Care  — not  re- 
ferred. 

Public  Health  — Rec.  1 — Ref. 
Comm.  C.  Rec.  2 — Ref.  Comm.  A. 

Public  Relatins  — Rec.  1 — Ref. 
Comm.  A.  Rec.  2 — Ref.  Comm.  F. 

Scientific  Assembly  — not  re- 
ferred. 

Specialty  Society  Relations  — not 
referred. 

Third  Party  Payors  — Rec.  1,2, 
3 — Ref.  Comm.  B.  Rec.  4.  — Ref. 
Comm.  C. 

Trustee  Advisory  — not  referred. 
Ad  Hoc  on  AIDS  — Ref.  Comm. 
A. 

Ad  Hoc  on  Alternatives  to  Tort 
Reform  — Ref.  Comm.  C. 

Ad  Hoc  on  Alternative  Solutions 
to  the  Nursing  Care  Crisis  — not 
referred. 


Substitute  Committee  Report  of 
the  Ad  Hoc  on  Diversion  of  Legiti- 
mate Prescription  Drugs  — Ref. 
Comm.  C. 

Liaison  with  Georgia  Osteopathic 
Medical  Association  — not  re- 
ferred. 

Ad  Hoc  on  Impaired  Physicians 
Oversight  — not  referred. 

Ad  Hoc  MAG  IPA/HMO  Study  — 
not  referred. 

Ad  Hoc  on  Medical  Care  for  the 
Disadvantaged  — Rec.  1,3  — Ref. 
Comm.  A.  Rec.  2 — Ref.  Comm.  C. 

Ad  Hoc  on  Physicians  Dispens- 
ing and  Drugs  Rec.  1,  2 — Ref. 
Comm.  D.  Rec.  3,4  — Ref.  Comm. 
C. 

Ad  Hoc  on  Primary  Care  — Ref. 
Comm.  B. 

Ad  Hoc  on  PRO  Review  — Ref. 
Comm.  B. 

Ad  Hoc  on  Professional  Liability 
Support  Groups  — not  referred. 

Ad  Hoc  on  Radiology  Technol- 
ogists — not  referred. 

Ad  Hoc  for  Tort  Reform  — Ref. 
Comm.  C. 

Ad  Hoc  on  Young  Physicians 
Section  — not  referred. 
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Resolutions 

Number  of  Directors:  Bylaws 
Amendment  — Res:  1,  C & B. 

Membership  of  Osteopaths  in 
MAG  — Res:  2,  C & B. 

MAG  Medical  Student  Section 
Voting  Delegate  — Res:  3,  C & B. 

C&B  Amendments  — 45  Day  Prior 
Receipt  — Res:  4,  C & B. 

Diversion  of  Legitimate  Schedule 
II  Narcotic  Drugs/Multi-copy  Pre- 
scription Bill  — Res:  5,  C. 

Regulation  of  Managed  Care 
Agencies  — Res:  6,  B. 

Guide  to  Contracting  — Res:  7, 
B. 

Medical  Association  of  Georgia’s 
Involvement  in  the  Adolescent  Urine 
Drug  Screening  Program  — Res:  8, 

A. 

Georgia  Health  Network  Assess- 
ment — Res:  9,  B. 

GHN  Stock  — Res:  10,  B. 
Georgia  IPA  — Res:  11,  B. 

MAG  Dues  — Res:  12,  F. 

GHN  — Res:  13,  B. 

Alternative  Income  Study  — Res: 
14,  F. 

Alcohol  Awareness  Information 

— Res:  15,  A. 

Military  Interception  of  Illegal 
Drugs  — Res:  16,  C. 

Admission  of  Doctors  of  Oste- 
opathy to  MAG  — Res:  17,  C & B. 
Medicare  Reimbursement  Caps 

— Res:  18,  C. 

Onerous  Policies  of  Procedures 
from  Third  Party  Payors  — Res:  19, 

B. 

Control  of  Handguns  — Res:  20, 

C. 

Encroachment  of  Third  Party  Pay- 
ors Inquiries  on  Physician  Control 
of  Patient  Care  — Res:  21,  B. 

MAG  Legislation  — Res:  22,  C. 
Funding  for  Grady  Memorial  Hos- 
pital — Res:  23,  C. 

Treatment  Guidelines  for  Termi- 
nal Patients  — Res:  24,  B. 

Insurance  for  Well  Child  Super- 
vision — Res:  25,  C. 

Medicare  — Res:  26,  B. 

Fiscal  Impact  of  Third  Party  Pay- 
ors’ Administrative  Regulations  — 
Res:  27,  B. 


Preservation  of  Animal  Re- 
sources for  Biomedical  Research  — 
Res:  28,  C. 

Specialty  Journals  — Res:  29,  D. 

Continuing  Medical  Education  — 
Res:  30,  D. 

Treatment  of  AIDS  Patients  — 
Res:  31,  A. 

Licensure  of  Foreign  Medical 
Graduates  — Res:  32,  D. 

Medico-Legal  Death  Investiga- 
tion in  Georgia  — Res:  33,  C. 

Investigation  of  Medical  Aspects 
of  Death  — Res:  34,  C. 


Public  Information  Re:  Medicare 
— Res:  35,  B. 

Medical  School  Deans  as  Dele- 
gates — Res:  36,  D. 

Peer  Review  Contract  with  Board 
of  Medical  Examiners  — Res:  37, 

C. 

Medicaid  Reimbursement  to 
Children’s  Hospitals  and  Related 
Institutions  — Res:  37,  B. 

Medicare  — Res:  39,  B. 


(L-R)  Drs.  Virgle  McEuer,  Bob  Logan , and  Roland  Summers. 
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An  outline  of  Georgia’s  newest 
physical  rehabilitation  center 


I.  Palmyra  Regional  Rehabilitation  Center 

A.  Comprehensive  rehabilitation 


B. 


C. 


1 . Major  physical  and/or  cognitive  disabilities 

2.  Inpatient  and  outpatient  services 
Acute  care  hospital  setting 

1 . Modern  48-bed  facility 

2.  Located  adjacent  to  HCA  Palmyra  Medical  Centers 
Southwest  Georgia’s  only  inpatient  rehabilitation  facility 


II.  Diagnoses  treated 

A.  Stroke  and  neurological  diseases 

B.  Spinal  cord  injury 

C.  Head  injury 

D.  Arthritis 

E.  Pediatric  neuromuscular  diseases 

F.  Amputee 

G.  Burns 

III.  Services  available 

A.  Rehabilitative  nursing 

B.  Rehabilitiative  therapy 

1 . Physical  therapy 

2.  Occupational  therapy 

3.  Speech  and  language  pathology 

4.  Therapeutic  recreation 

C.  Psychology 

D.  Social  work 

E.  Vocational  counseling 

F.  Prosthetics  and  orthotics 

IV.  Special  procedures 

A.  Nerve  conduction  studies 

B.  Electromyography 

C.  Evoked  potentials 

V.  Medical  Director 

A.  Board  certified  physiatrist 

B.  Oversees  medical  and  physical  rehabilitation  of  all  patients 

C.  On  campus  office 

VI.  Multidisciplinary  team  approach 

A.  Individualized  treatment  plans 

B.  Weekly  team  conferences 

C.  Outside  consults  as  needed 


X 


a 


j PalmyraRegional 
-^Rehabil 


rilitation  Center 


Pursuing 


Learning 


2000  Palmyra  Road 
Albany,  GA  31703-1908 

For  information,  call  toll  free  in  Georgia: 

1-800-422-1189 

In  the  Albany  area  or  outside  Georgia  call: 

(912)  434-8660 

Achieving 
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Unreferred 

Reports 


REPORT  OF  THE 
IMMEDIATE  PAST 
PRESIDENT 

John  D.  Watson,  Jr.,  M.D., 
Immediate  Past  President 

The  continual  challenges  of  so- 
ciety frequently  bring  out  the 
best  in  organization  and  leader- 
ship. And  again,  your  leadership 
under  the  firm  hand  of  President 
Menendez,  has  displayed  amazing 
abilities  and  agility  in  dealing  with 
an  absolute  myriad  of  problems  and 
challenges. 

On  the  fun  side  was  the  Interim 
meeting  of  the  AMA  in  Atlanta  which 
was  a smashing  success.  The  ex- 
tensive study  and  policy  decisions 
on  the  AIDS’  issue  was  accom- 
plished in  the  finest  professional 
manner.  The  extensive  reorganiza- 
tion of  our  legislative  team  and  the 
unbelievable  number  of  challenges 
thrust  upon  this  team  and  the  whole 
organization  would  make  this  a 
landmark  year  by  any  measure. 

Once  again,  the  success  of  the 
Medical  Association  of  Georgia 
does  not  occur  by  accident.  It  does 


occur  by  the  dedicated  contribu- 
tions of  your  officers  and  the  ever 
present  and  loyal  staff.  So  much  has 
happened,  so  many  are  to  be  ap- 
plauded, I dare  not  to  begin  to  men- 
tion names.  From  our  marvelous 
supporting  Auxiliary  and  its  Presi- 
dent, Maureen  Vandiver,  to  the 
many  committees,  the  many  un- 
sung participants  in  so  many  efforts 
who  are  not  properly  recognized 
both  in  the  professional  and  staff 
sides,  and  our  most  excellent  Jour- 
nal, let  me  applaud  you.  Let  me  say 
that  I know  why  the  Medical  As- 
sociation of  Georgia  continues  to 
be  one  of  the  best  State  Associa- 
tions in  the  nation.  Why  we  are 
looked  up  to  for  leadership 
throughout  the  Federation.  It  has 
been  my  pleasure  and  privilege  to 
serve  with  this  most  excellent  group, 
and  I thank  you.  Now,  let  us  con- 
tinue our  good  works  with  that  same 
dedication  and  zeal. 
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Not  all  the  proceedings  of  the  House  were  serious.  Spontaneous  humor  added 
welcome  variety. 


FIRST  DISTRICT  MEDICAL  SOCIETY 

Leon  E.  Curry,  M.D.,  Director 

Members  Members 

Counties  and  Secretaries  12/31/86  12/31/87 

MAG 

AMA * 

MAG  AMA * 

Ogeechee  River 
Emory  Smith 
Statesboro 

38 

31 

38 

31 

Burke 

Joseph  L.  Jackson 
Waynesboro 

6 

4 

7 

4 

Emanuel 

T.  M.  Tamblyn,  III 
Swainsboro 

5 

3 

6 

3 

Laurens 
Diane  Davis 
Dublin 

47 

26 

48 

26 

Screven 
Wiliam  R.  Kent 
Sylvania 

5 

3 

1 

0 

Southeast  Georgia 
Benjamin  Barnard 
Vidalia 

21 

3 

22 

4 

St.  Johns  Parish 
Grace  C.  Bautista 
Hinesville 

8 

1 

10 

2 

* Members  paying  AMA  dues  via  MAG 

130 

71 

132 

70 
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Vice  Speaker  of  the  House,  Jack  A. 
Raines,  M.D.,  of  Columbus. 


SECOND  DISTRICT  MEDICAL  SOCIETY 

Sammie  Dixon,  M.D.,  Director 

Members  Members 

Counties  and  Secretaries  12/31/86  12/31/87 

MAG 

AMA * 

MAG 

AMA * 

Colquitt 
Norman  Reese 
Moultrie 

30 

15 

30 

15 

Decatur-Seminole 
K.  Dean  Burke 
Bainbridge 

17 

10 

15 

11 

Mitchell 

A.  A.  McNeill,  Jr. 
Camilla 

4 

2 

5 

3 

Southwest  Georgia 
Virendra  M.  Saxena 
Fort  Gaines 

10 

3 

12 

4 

Thomas  Area 
W.  A.  Lardin 
Thomasville 

60 

38 

60 

38 

Tift 

Indra  C.  Shah 
Tifton 

44 

24 

51 

27 

Worth 

H.  G.  Davis,  Jr. 
Sylvester 

4 

3 

4 

3 

* Members  paying  AMA  dues  via  MAG 

169 

95 

177 

101 

THIRD  DISTRICT  MEDICAL  SOCIETY 

V.  W.  McEver,  Jr.,  M.D.,  Director 


Members 


Members 


Counties  and  Secretaries 

12/31/86 

12/31/87 

MAG 

AMA* 

MAG 

AMA* 

Flint 

John  B.  Adams,  Jr. 
Cordele 

11 

6 

13 

4 

Peachbelt 
Manoj  H.  Shah 
Warner  Robins 

54 

38 

51 

36 

Randolph-Stewart-Terrell 
Emilio  Delgado 
Dawson 

5 

1 

3 

1 

Sumter 

William  R.  Anderson 
Americus 

31 

16 

25 

13 

* Members  paying  AMA  dues  via  MAG 

101 

61 

92 

54 
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DEKALB  MEDICAL  SOCIETY 

Charles  McDowell,  Jr.,  M.D.,  Director 

Members  Members 

County  and  Secretary  12/31/86  12/31/87 

MAG  AMA * MAG  AMA* 

345  191  320  184 


* Members  paying  AMA  dues  via  MAG 


DeKalb 
Gary  Botstein 
Decatur 


MEDICAL  ASSOCIATION  OF  GEORGIA 


William  C.  Collins,  M.D.,  Director 
T.  J.  Anderson,  Jr.,  M.D.,  Director 
J.  Harold  Harrison,  M.D.,  Director 

Members  Members 

County  and  Secretary  12/31/86  12/31/87 


M.A.A. 

Teresa  Clark 
Atlanta 


MAG 

1702 


AMA * 
897 


MAG 

1888 


AMA* 

989 


* Members  paying  AMA  dues  via  MAG 


A portion  of  the  head  table  of  the  House. 
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SIXTH  DISTRICT  MEDICAL  SOCIETY 

Werner  A.  Linz,  M.D.,  Director 

Members  Members 

Counties  and  Secretaries  12/31/86  12/31/87 

MAG 

AMA * 

MAG  AMA * 

Coweta 

Joe  W.  Parks,  III 
Newnan 

37 

20 

31  19 

Henry 

(no  officers) 

10 

4 

5 3 

Meriwether-Harris-Talbot 
James  Knowles 
Warm  Springs 

7 

3 

9 4 

Spalding 

Kenneth  R.  Lindyberg 
Griffin 

48 

25 

52  22 

Troup 

J.  Connor  Smith 
LaGrange 

62 

48 

58  47 

Upson 

Dan  J.  Bramlett 
Thomaston 

26 

9 

26  9 

* Members  paying  AMA  dues  via  MAG 

190 

109 

181  94 

SEVENTH  DISTRICT  MEDICAL  SOCIETY 

B.  L.  Harbin,  Jr.,  M.D.,  Director 

Members  Members 


Counties  and  Secretaries 

12/31/86 

12/31/87 

MAG 

AMA* 

MAG 

AMA* 

Bartow 
John  T.  Perry 
Cartersville 

6 

3 

12 

7 

Carroll-Haralson 
Frederick  Martin 
Carrollton 

41 

26 

44 

25 

Gordon 
Richard  Gusso 
Calhoun 

22 

7 

21 

8 

Douglas 
Veeni  S.  Kumar 
Douglasville 

20 

12 

23 

10 

Walker-Catoosa-Dade 
Bruce  A.  Elrod 
Ft.  Oglethorpe 

46 

28 

44 

2 

Whitfield-Murray 
Robert  A.  Burns 
Dalton 

80 

65 

79 

66 

* Members  paying  AMA  dues  via  MAG 

215 

141 

223 

118 
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Another  portion  of  the  head  table. 


m 


' ‘ 


■ 

■'  T\,  ‘Zb*; 


M\CH&EL 


MILLIE  PIERCE 


EIGHTH  DISTRICT  MEDICAL  SOCIETY 

Joe  C.  Stubbs,  M.D.,  Director 

Members  Members 

Counties  and  Secretaries  12/31/86  12/31/87 

MAG 

AMA * 

MAG 

AMA* 

Altamaha 
B.  S.  Patel 
Baxley 

8 

2 

8 

3 

Ben  Hill-Irwin 
William  J.  Hammond 
Fitzgerald 

7 

7 

8 

8 

Coffee 

A.V.S.  Sarma 
Douglas 

11 

8 

12 

5 

Camden-Charlton 
Frank  Scarvey,  111 
St.  Mary’s 

13 

3 

16 

5 

Glynn 

Turner  W.  Rentz 
Brunswick 

76 

38 

77 

41 

Ocmulgee 
Emil  B.  Georgi 
Eastman 

20 

16 

20 

12 

South  Georgia 
Donald  J.  Mirate 
Valdosta 

82 

41 

90 

38 

Ware 

S.  William  Clark,  III 
Waycross 

58 

36 

54 

29 

Wayne 

Ollie  0.  McGahee 
Jesup 

15 

4 

12 

2 

* Members  paying  AMA  dues  via  MAG 

290 

155 

297 

143 
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NINTH  DISTRICT  MEDICAL  SOCIETY 

Rupert  H.  Bramblett,  M.D.,  Director 

Members  Members 

Counties  and  Secretaries  12/31/86  12/31/87 

MAG 

AMA * 

MAG  AMA* 

Barrow 

William  T.  MacNew,  Jr. 
Winder 

11 

2 

11 

3 

Blue  Ridge 
Robert  A.  Burns 
Blue  Ridge 

7 

4 

11 

4 

Elbert 

Zeb  L.  Burrell 
Elberton 

7 

3 

9 

6 

Gwinett-Forsyth 
Rupert  H.  Bramblett 
Cumming 

79 

31 

96 

46 

Cherokee-Pickens 
Gerald  J.  Hobson  (Pres.) 
Canton 

22 

14 

21 

10 

Habersham 
James  C.  Harmon 
Cornelia 

9 

7 

11 

6 

Hart 

L.  G.  Cacchioli  (Pres.) 
Hartwell 

5 

3 

5 

1 

Jackson-Banks 
Susan  Alexander 
Commerce 

8 

6 

9 

6 

Lumpkin 
David  Causey 
Dahlonega 

7 

3 

9 

5 

Stephens-Rabun 
John  V.  Glisson 
Toccoa 

33 

8 

32 

8 

* Members  paying  AMA  dues  via  MAG 

188 

81 

214 

95 
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TENTH  DISTRICT  MEDICAL  SOCIETY 

William  M. 

Headley,  M.D., 

Director 

Members 

Members 

Counties  and  Secretaries 

12/31/86 

12/31/87 

MAG 

AMA 

* MAG 

AMA* 

Baldwin 

59 

24 

51 

24 

Pedro  Tamayo 

Milledgeville 

Franklin 

5 

4 

5 

4 

Hoyt  Crump 

Royston 

Jefferson 

3 

1 

3 

0 

(no  officers) 
McDuffie 

3 

3 

3 

3 

Michael  Powell  (Pres.) 

Thomson 

Newton-Rockdale 

48 

20 

45 

20 

Millard  I.  Ross 

Conyers 

Oconee  Valley 

13 

5 

12 

3 

Rakesh  Kumar 

Eatonton 

Walton 

15 

8 

20 

12 

Jeff  Cohenour 

Monroe 

Washington 

8 

1 

6 

1 

W.  M.  Rawlings,  Jr.,  (Pres.) 

Sandersville 

Wilkes 

5 

4 

5 

4 

C.  W.  Pollock 

Washington 

159 

70 

150 

71 

* Members  paying  AMA  dues  via  MAG 

BIBB  COUNTY  MEDICAL  SOCIETY 

Charles  A. 

Lanford,  M.D., 

Director 

Members 

Members 

County  and  Secretary 

12/31/86 

12/31/87 

MAG 

AMA 

* MAG 

AMA* 

Bibb 

344 

206 

354 

233 

Ronald  A.  Freeman 

Macon 
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Dr.  James  A.  Kaufmann,  of  Atlanta , 
Speaker  of  the  House. 


CLAYTON-FAYETTE  COUNTY  MEDICAL 

SOCIETY 

Selwyn  T.  Hartley,  M.D.,  Director 


County  and  Secretary 


Clayton-Fayette 
Rayasam  Prasad 
Riverdale 


Members 

12/31/86 


MAG  AMA * 

115  56 


Members 

12/31/87 


MAG  AMA* 
124  51 


* Members  paying  AMA  dues  via  MAG 


COBB  COUNTY  MEDICAL  SOCIETY 


Dan  B.  Stephens,  M.D.,  Director 


County  and  Secretary 


Cobb 

Rene  A.  Morell 
Austell 


Members 

12/31/86 


MAG  AMA* 
334  203 


Members 

12/31/87 


MAG  AMA* 
355  200 


* Members  paying  AMA  dues  via  MAG 


CRAWFORD  W.  LONG  MEDICAL  SOCIETY 


Philip  A.  Sheffield,  M.D.,  Director 


County  and  Secretary 


Crawford  W.  Long 
James  E.  Dempsey 
Athens 


Members 

12/31/86 


MAG  AMA* 
113  75 


Members 

12/31/87 

MAG  AMA* 
106  77 


* Members  paying  AMA  dues  via  MAG 
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DOUGHERTY  COUNTY  MEDICAL  SOCIETY 

Frank  F.  Middleton,  III,  M.D.,  Director 


County  and  Secretary 

Members 

12/31/86 

Members 

12/31/87 

Dougherty 

Atwood  M.  Freeman,  Jr. 
Albany 

MAG  AMA* 
136  93 

MAG  AMA* 
151  102 

* Members  paying  AMA  dues  via  MAG 

FLOYD-POLK-CHATTOOGA  COUNTY 
MEDICAL  SOCIETY 

Joel  Todino,  M.D.,  Director 

County  and  Secretary 

Members 

12/31/86 

Members 

12/31/87 

Floyd-Polk-Chattooga 
John  T.  Collins 
Rome 

MAG  AMA* 
141  76 

MAG  AMA* 
149  71 

* Members  paying  AMA  dues  via  MAG 

GEORGIA  MEDICAL  SOCIETY 

J.  Patrick  Evans,  M.D.,  Director 

County  and  Secretary 

Members 

12/31/86 

Members 

12/31/87 

Georgia  Medical  Society 

MAG  AMA* 
276  182 

MAG  AMA* 
290  193 

Lawrence  E.  Ruf 
Savannah 


Among  those  shown  here  are  M.  Julian 
Duttera,  M.D.,  of  LaGrange,  a member 
of  the  Journal’s  Editorial  Board;  and 
William  C.  Collins,  M.D.  of  Atlanta, 
Chairman  of  MAG’s  Board  of  Directors. 


* Members  paying  AMA  dues  via  MAG 


HALL  COUNTY  MEDICAL  SOCIETY 

John  Reed,  M.D.,  Director 


County  and  Secretary 


Members 

12/31/86 


Members 

12/31/87 


Hall 

W.  Jackson  Thompson 
Gainesville 


MAG 

125 


AMA* 

91 


MAG 

133 


AMA* 

88 


* Members  paying  AMA  dues  via  MAG 
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MUSCOGEE  COUNTY  MEDICAL  SOCIETY 

E.  M.  Molnar,  M.D.,  Director 

Members  Members 

County  and  Secretary  12/31/86  12/31/87 

MAG  AM  A*  MAG  AM  A* 

Muscogee  258  156  266  151 

William  H.  Hayes 
Columbus 

* Members  paying  AMA  dues  via  MAG 


RICHMOND  COUNTY  MEDICAL  SOCIETY 

Luther  M.  Thomas,  M.D.,  Director 
James  L.  O’Quinn,  M.D.,  Director 

Members  Members 

County  and  Secretary  12/31/86  12/31/87 

MAG  AMA*  MAG  AMA* 

Richmond  541  280  575  285 

A.  Bleakley  Chandler 
Augusta 


* Members  paying  AMA  dues  via  MAG 


JOURNAL  OF  THE 
MEDICAL 
ASSOCIATION  OF 
GEORGIA 

Charles  R.  Underwood, 
M.D.,  Editor 

Your  Journal  continues  healthy. 

We  are  at  present  blessed  with 
a surfeit  of  articles  which  have  been 
submitted  to  us,  reviewed,  and  ac- 
cepted for  publication.  While  trying 
to  accurately  interpret  the  position 
of  the  Journal  as  a medium  for  pub- 
lication of  scientific  articles  by  the 
membership,  your  Editorial  Board 
has  nonetheless  made  a conscious 
effort  to  carefully  and  critically  eval- 
uate this  material  submitted  for 
publication  with  a view  toward  con- 
stantly upgrading  the  quality  of 
these  scientific  articles.  We  also 


view  the  publication  as  a means  of 
bringing  to  the  attention  of  the 
members  of  the  Association  mat- 
ters other  than  scientific  — partic- 
ularly in  the  area  of  financial  and 
sociological  material. 

We  continue  to  strive  toward 
keeping  the  Journal  fiscally  sound. 
Our  income  derives  from  two  main 
sources,  namely  paid  advertising 
and  a certain  portion  of  member- 
ship dues  designated  as  a “sub- 
scription cost”  for  the  monthly  re- 
ceipt of  the  Journal.  A small  amount 
of  additional  income  is  received 
from  subscriptions  to  individuals 
not  members  of  the  M.A.G.  The  past 
year  has  seen  a slackening  of  in- 
come from  paid  advertising,  a mat- 
ter which  is  of  concern  to  your  Ed- 
itor and  which  is  at  the  present  time 
being  aggressively  pursued  in  an  ef- 
fort to  maximize  this  particular 
source  of  income.  From  a fiscal 
standpoint,  the  Journal  strives  to  ar- 


rive at  a “break-even  point”  and 
must  not  in  our  view  be  considered 
as  an  income  producing  vehicle  for 
the  Association. 

The  Editorial  Board  remains  in- 
tact and  functioning  smoothly.  We 
keep  in  close  touch  with  each  other 
and  make  an  attempt  to  gather  for 
a meeting  to  discuss  the  function- 
ing of  the  Journal  as  often  as  prac- 
tical. 

It  is  the  hope  of  your  Editor,  Man- 
aging Editor,  and  all  members  of 
the  Editorial  Board  that  you  the 
membership  find  the  Journal  to  be 
helpful  and  interesting.  We  are  con- 
stantly looking  for  new  avenues  by 
which  we  might  accomplish  these 
ends.  We  appreciate  your  plaudits 
but  are  even  more  in  need  of  your 
honest  and  carefully  considered 
criticism  and  to  that  end  would  ap- 
preciate hearing  from  anyone  who 
might  feel  that  they  have  sugges- 
tions by  which  we  might  improve 
your  Journal. 


AMA  DELEGATION 

C.  Emory  Boher,  M.D. 


Introduction 

The  AMA  House  of  Delegates  met 
in  Atlanta,  December  6-9,  1987 
with  41 1 delegates  seated  including 
the  following  five  new  specialty  so- 
cieties that  were  admitted  to  this 
meeting: 

— American  Rheumatism  Associ- 
ation 

— American  Association  of  Elec- 
tromyography and  Electrodi- 
agnosis 

— American  Society  for  Dermato- 
logic Surgery,  Inc. 

— American  Society  of  Clinical 
Oncology 

— American  Society  of  Maxillofa- 
cial Surgeons 

The  House  composition  is: 

— 327  delegates  representing  state 
medical  associations 
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— 74  delegates  representing  na- 
tional medical  specialty  socie- 
ties 

— 10  Section  and  Service  dele- 
gates representing  medical  stu- 
dents, medical  schools,  resi- 
dent physicians,  hospital 
medical  staffs,  young  physi- 
cians, Army,  Navy,  Air  Force, 
USPHS,  and  the  Veterans 
Administration. 

Address  of  the  President 

William  S.  Hotchkiss,  M.D.,  AMA 
President,  offered  a clear  message 
regarding  two  major  challenges  fac- 
ing the  profession  — maintaining 
unity  in  medicine  and  ensuring 
professional  autonomy  in  decision- 
making. He  observed  that  the  AMA 
is  working  to  foster  close  and  con- 
genial working  relationships  with 
specialty  societies  in  a concerted 
effort  to  help  physicians  maintain 
control  over  patient  care.  To  ensure 
success  in  these  efforts,  Dr.  Hotch- 
kiss called  for  physicians  to  be- 
come personally  involved  and  to 
stand  together  without  fractional 
strife. 

Items  of  Business 

The  delegates  considered  76  re- 
ports and  146  resolutions.  Prob- 
lems associated  with  physician 
reimbursement  under  Medicare, 
PRO  regulations,  professional  lia- 
bility, and  the  complex  social,  eth- 
ical, and  medical  aspects  of  the 
AIDS  epidemic  occupied  the  dele- 
gates’ attention.  A number  of  other 
issues  affecting  the  future  of  med- 
ical practice  and  medical  educa- 
tion were  on  the  agenda. 

The  AIDS  Epidemic 

The  House  filed  an  important  re- 
port of  the  Council  on  Ethical  and 
Judicial  Affairs  providing  ethical 
guidelines  to  physicians  on  three 
significant  issues  related  to  the  AIDS 
epidemic: 

1.  A physician  may  not  ethically  re- 
fuse to  treat  a patient  solely  be- 
cause the  patient  is  seropositive. 


2.  Where  there  is  no  statute  that 
mandates  or  prohibits  the  re- 
porting of  seropositive  individ- 
uals to  public  health  authorities 
and  a physician  knows  that  a 
seropositive  patient  is  endan- 
gering a third  party,  the  physi- 
cian should: 

a.  attempt  to  persuade  the  in- 
fected patient  to  cease; 
c.  if  persuasion  fails,  notify  the 
authorities; 

c.  if  the  authorities  take  no  ac- 
tion, notify  the  endangered 
third  party. 

3.  A physician  who  knows  that  he 
or  she  has  an  infectious  disease 
should  not  engage  in  any  activity 
that  creates  a risk  of  transmis- 
sion of  the  disease  to  others. 

AMA  Activities  Related  to  AIDS 

The  House  adopted  a Board  re- 
port that  describes  a full  range  of 
Association  activities  in  response 
to  the  growing  AIDS  crisis,  includ- 
ing: 

— Publication  and  distribution  of 
1 1 informational  reports  on  AIDS 
to  370,000  physicians. 

— Regional  AIDS  health  education 
programs  were  conducted  in 
Pennsylvania,  Texas,  California, 
and  Illinois. 

— A national  conference  on  “AIDS 
and  Public  Policy:  A Commu- 
nity Response”  was  held  in  April 
with  800  attendees. 

— Another  national  conference 
planned  for  March,  1988  and  a 
video  clinic  on  “AIDS  in  the 
Workplace”  is  under  develop- 
ment. 

— Through  the  judicial  process  the 
AMA  has  continued  to  exercise 
leadership  in  protecting  pa- 
tients with  AIDS  from  unrea- 
soned discrimination  based  on 
their  handicap. 

— A number  of  other  educational 
activities  were  reported  includ- 
ing cooperating  with  the  CDC  in 
the  development  of  informa- 
tional brochures  for  the  public, 


public  service  announcements, 
and  radio  programming. 

Problems  in  AIDS  Education 

The  House  approved  a report 
outlining  various  national  efforts  in 
educating  the  public  on  the  pre- 
vention of  AIDS.  The  report  claims 
that  efforts  in  health  education  and 
prevention  have  been  inadequate 
in  scope  and  lack  coordination. 

The  report,  submitted  by  the  AMA 
Council  on  Scientific  Affairs,  rec- 
ommended that  the  AMA  support 
AIDS  education  in  the  United  States 
by: 

— Encouraging  national  coordi- 
nation and  tracking  of  all  major 
AIDS  health  education  and  pre- 
vention activities. 

— Encouraging  the  federal  govern- 
ment through  AMA  policy  state- 
ments and  recommendations  to 
increase  funding  for  prevention 
and  education  significantly  in 
accordance  with  Public  Health 
Service  Projections  of  the  inci- 
dence of  HIV-related  disease. 

— Encouraging  the  federal  govern- 
ment through  AMA  policy  state- 
ments and  recommendations  to 
take  a stronger  leadership  role 
in  ensuring  interagency  coop- 
eration, private  section  involve- 
ment, and  the  dispensing  of 
funds  based  upon  real  and 
measurable  needs. 

— Organizing,  in  collaboration 
with  other  groups,  a national 
conference  aimed  at  develop- 
ing strategies  and  recommen- 
dations for  AIDS  education  in 
the  United  States. 

— Developing  and  facilitating  by 
all  methods  available  to  the  AMA 
educational  resources  and  ef- 
fective delivery  programs  for 
specific  targeted  groups. 

— Encouraging  physicians  to  as- 
sist parents  in  providing  human 
sexuality  education  to  children 
and  adolescents. 
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Professional  Liability 

Professional  liability  continues  to 
be  of  critical  importance  to  medi- 
cine, generating  much  discussion 
at  the  Interim  Meeting. 

The  House  adopted  a compre- 
hensive report  prepared  by  the 
AMA’s  Special  Task  Force  on 
Professional  Liability  and  Insur- 
ance and  the  AMA’s  Advisory  Panel 
on  Professional  Liability.  The  Re- 
port: 

— described  recent  federal  activity 
in  this  area 

— described  recently  developed 
alternatives  to  the  civil  justice 
system 

— discussed  risk  retention  groups, 
procedural  based  insurance  rat- 
ing plans,  and  the  availability  of 
Directors  and  Officers  liability 
insurance. 

The  House  also  considered  a 
number  of  resolutions  on  this  issue 
and  approved: 

— a resolution  calling  upon  the 
AMA  to  compile  a report  of  state 
tort  reforms  that  have  been  over- 
turned by  the  courts  in  the  past 
15  years. 

— a resolution  calling  on  the  AMA 
to  support  and  commend  the  ef- 
forts of  the  Florida  Medical  As- 
sociation in  seeking  enactment 
of  an  alternative  mechanism  to 
the  current  tort  system  for  re- 
solving medical  liability  dis- 
putes; called  “Medical  Incident 
Compensation  Act”  (MICA).  The 
resolution  also  asked  the  AMA 
to  carefully  evaluate  MICA  along 
with  other  tort  reform  measures. 

— a resolution  calling  on  the  AMA 
to  seek  the  cooperation  of  state 
medical  associations  and  con- 
sumer groups  to  procure  the  en- 
actment of  legislation  that  will 
limit  contingent  lawyer’s  fees  to 
a reasonable  percentage  of  the 
net  recovery. 

Physician  Reimbursement  under 
Medicare 

Numerous  reports  and  resolu- 
tions addressed  the  continuing 


problems  physicians  are  having 
with  the  administration  of  the  Med- 
icare Program. 

They  considered  a comprehen- 
sive informational  report  providing 
an  update  on  the  current  status  of 
the  Medicare  physician  payment  is- 
sue and  detailing  the  intensive  AMA 
activities  in  this  area. 

The  House  also  approved  a res- 
olution that  calls  on  the  AMA  “to 
reaffirm  to  the  public  the  principle 
that  payment  schedules  adopted  by 
third  party  payors  shall  be  con- 
strued as  schedules  of  benefits  to 
their  covered  insureds  except  in 
cases  where  physicians  have  vol- 
untarily contracted  with  the  insurer 
to  accept  those  benefits  as  payment 
in  full  for  services  rendered,  or  as 
required  by  law.” 

Protection  for  Medicare  Patients 
of  Limited  Means 

A resolution  was  adopted  that 
asks  the  AMA  to  aid  and  encourage 
individual  state  medical  societies 
to  develop  voluntary  Medicare  as- 
signment programs  which  will  as- 
sist in  the  protection  of  the  financial 
resources  of  the  elderly  of  limited 
means  and  which  will  ensure  ac- 
cess to  health  care  for  all  of  the 
elderly. 

The  House  also  recognized  the 
National  Eye  Care  Project  of  the 
American  Academy  of  Ophthal- 
mology as  an  example  of  other  so- 
cieties to  follow. 

In  a final  word  on  the  subject,  the 
House  approved  a resolution  call- 
ing on  the  AMA  Board  of  Trustees 
to  continue  to  actively  oppose, 
through  appropriate  political  and 
legal  means,  any  and  all  actions  by 
any  governmental  agency  or  legis- 
lative body  which  would  require 
mandatory  acceptance  of  Medicare 
assignment  and  that  all  concerned 
physicians  be  encouraged  to  join 
with  the  AMA  in  the  active  oppo- 
sition to  such  oppressive  action. 

Maximum  Allowable  Actual 
Charge  (MAAC) 

Inequities  in  Medicare’s  maxi- 


mum allowable  actual  charge  lim- 
its stimulated  several  resolutions 
and  stirred  considerable  debate 
among  the  physicians. 

The  House  approved  policy  to: 

— seek  legislation  to  eliminate  un- 
fair fee  distortions  created  by  the 
current  MAAC  implementations 

— exert  every  effort  to  prevent  phy- 
sicians from  being  penalized, 
persecuted,  or  prosecuted  for 
unintentional  possible  MAAC 
violations 

— relieve  physicians  of  the  ineq- 
uitable MAAC  provisions 

— eliminate  the  artificial  and  mis- 
leading categorization  of  phy- 
sicians as  “participating”  or 
“nonparticipating” 

— seek  to  correct  MAAC  discrim- 
ination against  young  physi- 
cians 

— oppose  efforts  by  commercial 
carriers  or  the  federal  govern- 
ment which  would  require  phy- 
sicians to  predict  reimburse- 
ment for  services  rendered 

— work  for  repeal  of  the  provision 
of  the  Omnibus  Budget  Recon- 
ciliation Act  of  1986  regarding 
notification  of  patients  receiv- 
ing elective  surgery  of  the  phy- 
sician charge  and  the  amount 
the  patient  would  be  expected 
to  pay  when  the  charge  is  $500 
or  more  and  the  claim  is  not 
accepted  on  an  assigned  basis 

— work  to  repeal  provisions  that 
require  physicians  to  refund 
payments  associated  with  Med- 
icare services  that  are  deemed 
medically  unnecessary  by  HCFA 
after  the  fact 

— communicate  to  the  federal 
government  that: 

1.  increases  in  Medicare  reim- 
bursement need  to  be  uni- 
versal 

2.  current  reimbursement  needs 
to  be  adjusted 

3.  discrimination  in  schedules 
between  participating  and 
nonparticipating  physicians 
should  be  ended. 
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Peer  Review  Organizations 
(PRO’s) 

The  House  considered  a status 
report  on  current  PRO  program  de- 
velopments and  on  the  activities  of 
the  Ad  Hoc  Committee  on  PRO.  The 
House  learned  that  significant 
progress  has  been  made  in  working 
with  HCFA,  as  well  as  Congress,  on 
PRO  concerns.  The  House  noted  the 
current  willingness  of  federal  PRO 
program  officials  to  listen  to  the 
concerns  of  physicians. 

The  House  took  a number  of  ac- 
tions to  seek  redress  of  weaknesses 
in  the  PRO  program,  asking  the  AMA 
to: 

— challenge  both  the  PRO’S  and 
HCFA  publicly  and  politically, 
to  develop  a program  that  hon- 
estly promotes  high  quality  and 
the  delivery  of  efficient  medical 
care 

— take  appropriate  steps  to  assure 
that  the  PRO  statutes  as  now 
written  and  implemented 
through  HCFA  guidelines  reflect 
the  community  standards  for 
high  quality  care 

— call  upon  Congress  and  HCFA 
to  assure  sufficient  funding  for 
programs  to  inform  patients  and 
physicians  concerning  the  ac- 
tions of  PRO’S 

— urge  that  peer  review  organiza- 
tion review  be  extended  to  all 
care  rendered  in  government- 
managed  hospitals  and  systems 

— work  to  eliminate  the  bounty 
system  in  the  Office  of  HHS  In- 
spector General  which  provides 
employees  with  bonuses  based 
on  the  number  of  sanctions  im- 
posed and  penalties  recovered 

— take  appropriate  steps  to  assure 
that  physicians  have  early  input 
in  the  PRO  complaint  process 
and  receive  appropriate  due 
process  review  opportunities 
prior  to  any  report  being  sent  to 
the  patient  regarding  the  quality 
of  care  provided. 


Unreferred  Reports 


Resident  Physician  Working 
Hours 

The  AMA  Council  on  Medical  Ed- 
ucation submitted  a far-reaching  re- 
port setting  forth  10  guiding  prin- 
ciples on  issues  of  resident  working 
hours  and  supervision. 

The  Council  asked  the  House  to: 

— recognize  that  problems  exist 
with  regard  to  resident  super- 
vision, which  may  compromise 
the  educational  program,  the 
health  of  residents,  and  patient 
care 

— urge  the  ACGME  to  revise  the 
Essentials  of  Accredited  Resi- 
dencies in  GME  to  emphasize 
the  importance  of  resident  su- 
pervision, work  hours,  and 
stress 

— urge  each  Residence  Review 
Committee  to  revise  its  Special 
Requirements  to  define  the  su- 
pervision and  the  maximum 
work  hours  to  avoid  excessive 
stress  and  fatigue,  to  assure 
quality  patient  care  and  to  attain 
the  objectives  of  the  educa- 
tional program. 

Nursing  Education  and  the 
Supply  of  Nursing  Personnel  in 
the  United  States 

The  House  adopted  a report  that 
concluded  that  a shortage  of  nurses 
impacts  safe  and  effective  medical 
services  in  hospitals  and  the  home. 

The  Board  called  for  incentives 
that  will  effectively  help  recruit,  re- 
tain, and  encourage  the  continuing 
formal  education  of  skilled  person- 
nel who  will  work  at  the  bedside  in 
hospitals. 

The  House  approved  the  follow- 
ing recommendations  to  address 
this  growing  problem: 

1.  Support  all  levels  of  nursing 
education,  at  least  until  the  crisis 
in  the  supply  of  bedside  care  per- 
sonnel is  resolved. 

2.  Support  government  and  pri- 
vate initiatives  that  would  facilitate 
the  recruitment  and  education  of 
nurses  to  provide  care  at  the  bed- 
side. 


3.  Support  economic  and  pro- 
fessional incentives  to  attract  and 
retain  high  quality  individuals  to 
provide  bedside  nursing  care. 

4.  Support  hospital-based  con- 
tinuing education  programs  to  pro- 
mote the  education  of  caregivers 
who  assist  in  the  implementation 
of  medical  procedures  in  critical 
care  units,  the  operating  and  emer- 
gency rooms,  and  medical-surgical 
care. 

5.  Cooperate  with  other  organi- 
zations concerned  with  acute  and 
chronic  care  to  develop  quality  ed- 
ucational programs  and  methods  of 
accreditation  of  programs  to  in- 
crease the  availability  of  caregivers 
at  the  bedside  and  to  meet  the  med- 
ical needs  of  the  public. 

AMA  Budget,  Fiscal  1988 

The  House  considered  the  1988 
plan  and  budget  and  commended 
the  Board  and  its  Finance  Commit- 
tee and  the  Executive  Vice  Presi- 
dent for  their  skillful  management 
of  the  Association’s  financial  re- 
sources. 

The  budget  includes  operating 
revenues  of  $165,870,000  and  op- 
erating expenses  of  $163,090,000. 

AMA  Membership 

The  House  learned  that  the  AMA 
made  record-breaking  membership 
gains  in  1987  resulting  in  an  in- 
crease in  AMA  market  share. 

Membership  Incentive  Program 

The  House  adopted  a Board  Re- 
port describing  the  implementation 
of  a financial  incentive  program  de- 
signed to  reward  state  medical  so- 
cieties for  achieving  AMA  member- 
ship growth  beyond  established 
revenue  goals  based  on  each  state’s 
own  past  performance. 

Members  Insurance  Plan 

The  House  approved  a Board  of 
Trustees  recommendation  to  form 
an  in-house,  for-profit  insurance 
agency  subsidiary  to  handle  the 
administration,  brokerage,  and 
marketing  of  the  AMA’s  insurance 
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plans.  These  plans  will  now  be  of- 
fered to  non-members.  This  expan- 
sion of  the  target  market  is  de- 
signed to  result  in  augmentation  of 
non-dues  income  and  increased 
profitability  to  the  AMA. 

Resident  Physician  Involvement 
in  AMA 

The  House  adopted  a resolution 
asking  the  AMA  to  determine  the 
number  of  AMA  delegates  allocated 
to  each  state  due  to  resident  phy- 
sician membership  and  to  encour- 
age equitable  resident  representa- 
tion in  each  state’s  AMA  delegation. 

FMG  Participation 

The  House  adopted  a resolution 
asking  the  AMA  to  offer  encourage- 
ment and  assistance  to  state  and 
county  medical  societies  in  foster- 
ing greater  participation  of  foreign 
medical  graduates  in  leadership 
positions  at  all  levels  of  organized 
medicine 

Medical  Staff  Participation  in  the 
Joint  Commission  Site  Surveys 

The  House  voted  to  have  the  AMA 
work  with  the  Joint  Commission  to 
assure  that  appropriate  members  of 
the  medical  staff,  along  with  their 
designated  support  personnel,  rep- 
resent the  medical  staff  during  the 
Joint  Commission  site  survey. 

Contractual  Relations  — 
Alternative  Health  Plans 

The  House  called  for  an  AMA 
study  on  the  implications  of  hos- 
pitals’ contractual  relationships  with 
alternative  health  plans. 

The  Role  of  the  Hospital 
Medical  Director 

A resolution  was  adopted  calling 
for  the  development  of  guidelines 
for  the  role  of  medical  director  that 
will  maintain  the  autonomy  of  the 
self-governing  medical  staff  and  en- 
couragement of  a cooperative  and 
effective  relationship  between  the 

medical  staff  and  the  medical  di- 
rector. 


Harvard/ AM  A Relative  Value 
Study 

The  Board  of  Trustees  submitted 
a status  report  on  the  Harvard/AMA 
Relative  Value  Study,  a national 
study  of  resource-based  relative 
value  scales  for  physician  services. 
Several  resolutions  on  the  issue 
were  also  introduced  and  referred 
for  action. 

One  resolution  asked  the  Board 
to  develop  criteria  by  which  the  Rel- 
ative Value  Study  could  be  evalu- 
ated seeking  input  from  the  various 
national  specialty  organizations. 

Also,  the  resolution  asked  the 
Board  to  develop  recommenda- 
tions for  implementation  of  the  RVS, 
assuming  acceptance  by  the  AMA, 
to  include  both  specific  method- 
ology and  time  to  achieve  full  re- 
alignment. 

Conclusion 

AMA  House  meetings  provide  a 
unique  opportunity  and  I would  en- 
courage you  to  attend  and  partici- 
pate. Any  member  of  the  Associa- 
tion may  present  testimony  at  the 
Reference  Committee  hearings  and, 
of  course,  corridor  discussions  on 
the  issues  provide  additional  op- 
portunities to  get  your  views  across. 

If  you  can’t  come  to  the  meeting 
you  can  still  be  represented  through 
your  delegate.  Let  your  delegation 
know  your  opinions.  You  can  also 
prepare  a resolution  and  request 
that  it  be  submitted  to  the  House. 

Many  AMA  policies  began  with 
an  individual  physician  who  had  a 
good  idea  and  coaxed  it  through 
the  democratic  process. 


GEORGIA  HEALTH 
NETWORK 

S.  William  Clark,  Jr.,  M.D. 

During  1987,  Georgia  Health 
Network  — as  IPA  — contin- 
ued in  its  role  as  physician  advo- 
cate in  the  medical  marketplace; 


this  was  the  mission  which  the  IPA 
was  originally  conceived  to  fulfill, 
and  it  has  emerged  as  the  principal 
activity  of  the  GHN  venture.  Also 
during  1987,  the  GHN  Board  of  Di- 
rectors made  the  difficult  decision 
to  suspend  marketing  of  our  HMO 
health  insurance  product. 

The  decision  by  the  Board  of  Di- 
rectors to  cease  marketing  our  HMO 
was  a difficult  one,  but  was  virtually 
dictated  by  widespread  underpric- 
ing in  the  health  insurance  market. 
Virtually  none  of  the  insurance 
companies  operating  in  Georgia 
during  1987,  whether  HMO  or  tra- 
ditional indemnity  plans,  was  prof- 
itable. Group  health  insurance  pre- 
miums have  risen  dramatically 
since  the  last  quarter  of  1987,  and 
all  signs  are  that  the  insurance  mar- 
ket will  remain  unstable  for  some 
time  to  come.  Such  instability 
makes  the  pricing  of  HMO  products 
extremely  risky,  and  the  risk  for  GHN 
is  magnified  by  our  thin  capital  po- 
sition. 

Under  the  circumstances,  the 
most  prudent  course  for  our  com- 
pany was  to  minimize  our  expo- 
sure, protect  our  capital  position, 
and  reenter  the  market  at  a more 
favorable  time.  This  does  not  mean 
that  the  HMO  is  out  of  business. 
The  insurance  company  is  quite 
solvent  — and  the  Board’s  decision 
is  intended  to  assure  that  it  stays 
that  way  — and  we  retain  our  in- 
surance charter  and  license.  In  the 
meantime,  our  insurance  company 
continues  to  be  courted  by  poten- 
tial joint  venture  partners. 

On  the  other  side  of  the  equation, 
the  factors  that  are  negative  for  the 
insurance  industry  underscore  the 
positive  need  for  GHN  and  in  its 
primary  role  as  IPA.  As  premiums 
have  risen,  there  have  been  pre- 
dictable attempts  by  insurers  and 
other  third  parties  to  “control  costs” 
in  ways  that  adversely  affect  patient 
care  or  attempt  to  cast  greater  eco- 
nomic risks  upon  individual  phy- 
sicians. In  addition,  Medicare  has 
already  committed  itself  publicly  to 
the  development  of  physician 


382 


Journal  of  MAG 


U preferred  Reports 


PPO’s,  and  CHAMPUS  will  un- 
doubtedly pursue  its  plan  to  put 
most  of  military  health  care  into  a 
“pre-paid,  managed-care  plan.”  One 
of  the  primary  missions  of  GHN  is 
to  negotiate  on  behalf  of  its  mem- 
bers to  assure  that  such  third-party 
plans  are  “doctor  friendly,”  to  the 
extent  that  is  possible  in  today’s  en- 
vironment. 

From  an  historical  perspective, 
GHN  has  already  produced  many  of 
the  positive  results  that  were  pre- 
dicted in  1985.  As  a result  of  the 
organizational  efforts  of  GHN:  a) 
Georgia  physicians’  understanding 
and  level  of  consciousness  have 
been  raised  about  many  of  the  tech- 
nical aspects  of  managed  care;  b) 
Georgia  physicians  individually  are 
better  equipped  to  critically  evalu- 
ate managed  care  agreements;  and 
c)  Georgia  physicians  are  legally 
able  to  speak  with  a single  voice 
on  matters  of  common  concern. 
Stated  differently,  GHN  is  having  a 
fundamental  and  beneficial  impact 
on  the  medical/economic  environ- 
ment in  Georgia. 

During  1986-87  in  Georgia,  we 
saw: 

— The  federal  government  — 
through  CHAMPUS  — dealing 
directly  with  GHN,  and  with  the 
national  consortium  of  physi- 
cian groups  that  spun-off  from 
Georgia’s  program  (the  Alliance 
of  State  Physician  Networks). 

— Since  GHN  published  its  “Prin- 
ciples of  Contracting,”  man- 
aged care  programs  have  faced 
an  increasingly  knowledgeable 
and  independent  group  of  phy- 
sician prospects.  When  some 
managed  care  programs  unilat- 
erally moved  to  individual  phy- 
sician capitation  systems,  they 
saw  large  numbers  of  individual 
doctors  choose  to  discontinue 
their  participation. 

— GHN  has  developed  an  in-house 
contract  analysis  program,  and 
member  physicians  are  taking 
advantage  of  that  service  to 
strengthen  their  bargaining  po- 


sition with  the  third  parties  who 
tend  to  draft  such  agreements 
with  primary  emphasis  on  their 
own  economic  interests. 

— Without  a doubt,  the  presence 
of  GHN  in  the  marketplace  has 
brought  about  change  in  the  way 
“managed  care”  is  managed,  al- 
though it  is  difficult  to  precisely 
quantify  those  influences.  GHN 
continues  to  negotiate,  as  IPA, 
with  three  of  the  larger  em- 
ployer coalitions  in  Georgia  to 
assure  that  their  programs  are 
“physician  friendly.”  And,  in  re- 
sponse to  a GHN  Freedom  of 
Information  Act  demand,  HCFA 
produced  the  MAAC  data  that  all 
Georgia  physicians  need  to 
make  the  critical  participation 
decision  in  that  largest  of  man- 
aged care  plans,  Medicare. 

Predictions  are  risky  in  this  vol- 
atile field  of  medical  economics. 
But  into  the  foreseeable  future,  the 
MAG-sponsored  IPA  will  continue 
to  be  uniquely  positioned  as  the 
only  statewide,  physician-spon- 
sored entity  that  can  monitor,  ed- 
ucate, and  negotiate  for  its  physi- 
cian members  across  the  entire 
spectrum  of  medical  economic  ac- 
tivities. 

As  we  look  to  the  future,  it  is  im- 
portant for  us  to  remember  why  we 
are  in  this  venture  in  the  first  place. 
Maximizing  physician  influence  in 
the  emerging  medical  marketplace, 
and  with  respect  to  “managed  care 
plans”  in  particular,  often  requires 
that  we  make  difficult  choices 
among  undesirable  alternatives.  We 
are  now  making  those  tough,  un- 
desirable decisions.  But  make  them 
we  must,  if  we  are  to  have  any  con- 
trol over  the  future  of  our  profes- 
sion. The  alternative  is  to  have  them 
made  by  others  less  friendly  to  us. 


JUDICIAL  COUNCIL 

C.  Emory  Bohler,  M.D., 
Chairman 

MAG’s  Judicial  Council  is  man- 
dated to  serve  as  the  judicial 
authority  of  the  Association.  It  func- 
tions as  an  appellate  “court”  to 
decide  matters  concerning  mem- 
bership, interpretation  of  the  Con- 
stitution and  Bylaws,  disputes  be- 
tween county  societies,  medical 
ethics,  etc.  The  vast  majority  of  the 
Judicial  Council’s  activities  were 
carried  out  administratively  without 
the  necessity  of  formal  meeting. 
Numerous  requests  for  member- 
ship status  changes  and  the  review 
and  appropriate  response  to  licen- 
sure sanctions  were  handled 
through  correspondence  with  each 
Council  member.  The  Council’s  one 
formal  meeting  was  to  consider 
proper  resolution  of  several  ap- 
peals by  members  of  changes  in 
their  membership  status. 


REPORT  OF  THE 
AUXILIARY  TO  THE 
MEDICAL 
ASSOCIATION  OF 
GEORGIA 

Mrs.  Maureen  T.  Vandiver 
(Roy  W.),  President 

Theme  for  1987-88  “ Auxiliaries 
on  the  Move  — Moving 
Expressly  for  Progress” 

Organization 

There  are  thirty-five  county  aux- 
iliaries including  one  reorga- 
nized county,  Gwinnett-Forsyth 
Auxiliary.  Others  are:  Baldwin,  Bibb, 
Carroll-Haralson,  Cobb,  Colquitt, 
Crawford  W.  Long,  DeKalb,  Dough- 
erty, Floyd-Polk-Chatooga,  Frank- 
lin, Georgia  Medical,  Glynn,  Gor- 
don, Hall,  Hart,  Jackson-Banks, 
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Laurens,  Medical  Association  of  At- 
lanta, Muscogee,  Newton-Rock- 
dale,  Ogeechee  River,  Peachbelt, 
Randolph-Stewart-Terrell,  Rich- 
mond, South  Georgia,  Sumter, 
Thomas  Area,  Tift,  Troup,  Walker- 
Catoosa-Dade,  Walton,  Ware, 
Wayne,  and  Whitfield-Murray. 

Directed  by  MAG  Committee 
on  Auxiliary 

Roy  W.  Vandiver,  M.D.,  Chair- 
man; Jack  F.  Menendez,  M.D.;  Wil- 
liam C.  Collins,  M.D.;  Ralph  A.  Till- 
man, M.D.;  Maurice  G.  Patton,  M.D.; 
David  C.  Thibodeaux,  M.D.;  Robert 
Burns,  M.D. 

MAG  Committees 

Twelve  (12)  auxiliary  members 
sit  on  MAG  Committees. 

Membership 

To  date:  March  14,  1988  — 2,224 
members. 

Auxiliary  Executive  Board 

The  Executive  Board  of  the  Aux- 
iliary to  MAG  is  composed  of  ten 
(10)  elected  and  two  (2)  appointed 
officers;  all  past  state  presidents; 
county  presidents;  and  current 
chairmen  of  standing  and  special 
committees  and  committee  mem- 
bers. 

State  Meetings 

Post  Convention  Executive  Board 
Meeting  — April  25, 1987  in  Atlanta. 
Speakers:  Jack  F.  Menendez,  M.D., 
President,  MAG;  Mrs.  Jean  Hill  (J. 
Edward),  Southern  Regional  Vice 
President  of  the  Auxiliary  to  the 
AMA;  Mrs.  Virginia  Hopper  (John), 
President,  Southern  Medical  Asso- 
ciation Auxiliary;  Dr.  Richard  Du- 
bois — on  AIDS;  Dr.  Robert  Burns 

— on  Seat  Belt  Safety;  Dr.  Ed  Waits 

— on  the  Impaired  Physician  Pro- 
gram; Dr.  Dirk  Huttenbach  — on 
The  Adolescent  Urine  Drug  Screen- 
ing Progect. 

Summer  Executive  Board  Meet- 
ing — July  26-28,  1987  at  Callaway 
Gardens.  Workshops  presented  in 
the  areas  of  Leadership  Skills, 


Membership,  Parliamentary  Proce- 
dure, The  Dangers  of  Tobacco 
Products,  and  Seat  Belt  Safety/Oc- 
cupant Restraint  Seats  for  Children/ 
Head  Injury.  An  AIDS  Education 
Seminar  was  presented.  Invited 
Speakers:  Ms.  Rebecca  Waide, 
President,  Georgia  Chapter  of  the 
National  Head  Injury  Foundation; 
Douglas  Skelton,  M.D.,  Chairman, 
Georgia  Task  Force  on  AIDS;  James 
H.  Coil  III,  Esq.,  Labor  Relations 
lawyer;  Ms.  Nancy  Paris,  Financial 
Development  Manager,  Visiting 
Nurse  Association;  Harold  Katner, 
M.D.,  Medical  Center  of  Central 
Georgia;  Mrs.  Marilyn  Self,  Director 
Health  Services,  Atlanta  Chapter, 
American  Red  Cross. 

Winter  Executive  Board  Meeting 

— November  15-17,  1987,  Atlanta 

— Seminar  and  Panel  discussion 
on  Alcohol  and  Drugs  sponsored  by 
the  MAG  Impaired  Physicians  Com- 
mittee — Speakers:  Jackie  Cox, 
M.D.,  Staff  Psychiatrist,  Ridgeview 
Institute  — “Drugs  of  Choice  in  the 
80’s”;  G.  Douglas  Talbott,  M.D., 
Program  Director,  Impaired  Physi- 
cians Program  — “The  Dilemma  of 
the  Medical  Marriage”;  Noel  Bur- 
tenshaw,  Spiritual  Counselor, 
Ridgeview  Institute  — “Spirituality 
in  Addiction  and  Recovery.”  Work- 
shops on  Lobbying  Techniques  and 
Legislative  Issues  — Speakers:  Ms. 
Maureen  Lok,  Chief  Lobbyist, 
League  of  Women  Voters;  Senator 
Roy  E.  Barnes;  Representative 
Eleanor  Richardson.  Workshop  — 
Communication  Skills  — Speaker: 
Mr.  Dave  Partridge,  Director  of  Pub- 
lic Relations,  Greenville,  S.C.  Hos- 
pital System.  Other  Speakers:  Mrs. 
Iris  Bolton,  Executive  Director,  Link 
Counseling  Center  — “Teen  Sui- 
cide — Causes  and  Prevention”; 
Joseph  Wilbur,  M.D.,  Medical  Di- 
rector AIDS  Program,  Georgia  De- 
partment of  Human  Resources  — 
“AIDS  Update.” 

"Can  We  Talk”  Lobbying  Work- 
shop and  visit  from  AMA  Auxiliary 
Officers.  Speakers:  Representative 
Mary  Jane  Galer;  Representative 
Dorothy  Felton:  Senator  Bud  Stum- 


baugh;  Senator  Paul  Coverdell;  Mrs. 
Betty  Szewczyk  (Edward),  President 
American  Medical  Association 
Auxiliary,  Inc.;  Mrs.  Mary  Strauss 
(Albert  J.  Jr.),  President-Elect,  AMA- 
A;  Mrs.  Sherry  Strebel  (Gary  F.), 
Legislation  Chairman,  AMA-A;  Mrs. 
Hazel  Lewis,  Executive  Director, 
AMA-A. 

Legislative  Day  at  the  Capitol  — 
Please  see  section  on  Legislation. 

Annual  Convention  of  the  House 
of  Delegates  — April  29-30,  1988  — 
Savannah,  Georgia.  Speakers:  Mrs. 
Ann  Pitchford,  AMA  Auxiliary 
Southern  Regional  Vice  President; 
Mrs.  Joan  Milburn,  President, 
Southern  Medical  Association  Aux- 
iliary; Jack  F.  Menendez,  M.D., 
President,  MAG;  Joe  M.  Sanders,  Jr., 
M.D.,  Director,  Adolescent  Medi- 
cine Services,  Medical  College  of 
Georgia. 

AMA  Auxiliary  and  Other 
Meetings 

AMA  Auxiliary  Annual  Conven- 
tion — June,  1987  — in  Chicago. 
Nine  delegates  attended. 

AMA-A  Leadership  Confluence  I 

— October,  1987  — in  Chicago.  The 
State  President,  President-Elect  and 
six  county  presidents-elect  at- 
tended. 

AMA-A  Leadership  Confluence  II 

— February,  1988  — in  Chicago. 
The  State  President,  President-Elect, 
Nominated  President-Elect,  and  six 
county  presidents-elect  attended. 

Southern  Medical  Association 
Auxiliary  Annual  Convention  — 
November,  1987  in  San  Antoni, 
Texas.  State  President  attended. 

Southern  Regional  Meeting  of  the 
White  House  Conference  on  a Drug 
Free  America  — November  30-De- 
cember3,  1987  — Jacksonville,  FL. 
State  President  attended. 

National  White  House  Confer- 
ence on  a Drug  Free  America  — 
February  28-March  3,  1988  — 
Washington,  D.C.  State  President 
attended. 

County  Meetings 

The  A-MAG  President  visited  the 
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following  auxiliaries:  Baldwin,  Bibb, 
Carroll-Haralson,  Cobb,  Crawford 
W.  Long,  DeKalb,  Dougherty,  Floyd- 
Polk-Chatooga,  Georgia  Medical, 
Glynn,  Gwinnett-Forsyth,  Hall,  Lau- 
rens, Medical  Association  of  At- 
lanta, Muscogee,  Newton-Rock- 
dale,  Peachbelt,  Richmond,  South 
Georgia,  Sumter,  Thomas  Area,  Tift, 
Troup,  Walker-Catoosa-Dade,  Ware, 
Wayne,  Whitfield-Murray. 

The  President-Elect,  the  First  Vice 
President,  and  the  Area  Vice  Pres- 
idents traveled  with  the  President 
at  their  convenience. 

The  President  addressed  the 
counties  on  the  areas  of  Health 
Projects,  Membership,  Liability 
Support  Groups,  AMA-ERF,  Legis- 
lation, and  the  Healthy  Life  Styles 
Campaign  of  MAG. 

The  Legislative  Chairman  trav- 
eled to  several  auxiliaries  speaking 
on  important  legislative  issues  and 
encouraging  legislative  involve- 
ment. 


Publications 

Pulseline  — Four  issues  were 
mailed  to  every  auxiliary  member. 

Pulsations  Newsletter  — Two  is- 
sues were  mailed  to  every  auxiliary 
member. 

Auxiliary  Directory  — The  direc- 
tory was  updated  to  include  mem- 
ber’s first  names  and  telephone 
numbers.  It  was  mailed  to  each 
member. 

Annual  Report  — Copies  were 
mailed  to  each  member  of  the  Ex- 
ecutive Board. 

Auxiliary  Issue  of  the  Journal  of 
the  MAG  — Copies  were  mailed  to 
each  member  of  the  Auxiliary  Ex- 
ecutive Board  in  addition  to  the 
members  of  MAG. 

Projects  and  Programs 

State 

AMA-ERF  — Funds  were  raised 
on  a state  and  county  level  to  be 
used  for  medical  education  and  re- 
search. “No  Smoking”  pins  were 


made  and  sold  in  conjunction  with 
our  health  project  — The  Dangers 
of  Tobacco  Products.  The  Holiday 
Sharing  Card  and  a Silent  Auction 
were  also  done  on  the  state  level. 
Physicians  were  encouraged  to 
make  their  alumna  contributions 
through  AMA-ERF.  Many  activities 
such  as  auctions,  luncheons,  wine 
tasting,  local  sharing  cards,  the  sale 
of  wrapping  paper  and  others  were 
done  on  the  county  level. 

Membership  — A membership 
packet  “Roadmap  to  Membership” 
was  developed  and  distributed  to 
every  county  president  and  mem- 
bership chairman  to  offer  ideas  and 
encourage  recruiting  and  retaining 
of  members.  The  informational  bro- 
chure “Did  You  Know”  was  also 
used  throughout  the  state.  Two 
workshops  on  membership  recruit- 
ment were  held  for  the  county  pres- 
idents and  membership  chairmen. 

William  R.  Dancy,  M.D.,  Student 
Loan  Fund  — is  a loan  to  aid  Geor- 
gia Medical  Students  with  the  costs 


(L-R)  The  Journal  editor  and  members  of  the  Editorial  Board:  Charles  R.  Underwood,  M.D.,  Marietta;  Louis  Sullivan, 
M.D.,  Atlanta;  M.  Julian  Duttera,  M.D.,  LaGrange;  and  William  C.  Waters,  M.D.,  Atlanta.  Members  of  the  Board  met  over 
dinner  to  discuss  current  and  future  plans  for  the  Journal. 
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of  medical  school.  The  fund  was 
audited  and  policies  were  restruc- 
tured to  conform  with  the  Trust 
Agreement  drawn  up  between  the 
MAG  Foundation  Inc.  and  the  Wil- 
liam R.  Dancy,  M.D.  Student  Loan 
Fund  Committee. 

Doctors’  Day  — March  30  — Aux- 
iliaries were  encouraged  to  have 
community  service  projects  to 
honor  the  physicians  in  addition  to 
social  events. 

Legislative  Programs 

Spouse  Involvement  Program  — 
was  continued  and  spouses  of  phy- 
sicians were  encouraged  to  visit  the 
Capitol  to  meet  with  their  legisla- 
tors to  discuss  pending  legislation. 

Legislative  Phone  Bank  — The 
“Hot  Line”  phone  bank  was  re- 
organized. Auxiliary  members 
manned  these  phones  four  days  a 
week  throughout  the  Session  of  the 
General  Assembly  for  the  purpose 
of  contacting  physicians  through- 
out the  state  and  in  designated  areas 
encouraging  them  to  contact  their 
legislators  on  pending  bills  requir- 
ing immediate  action. 

Key  Contact  Program  — This  pro- 
gram was  continued  — matching 
the  names  of  auxilians  with  those 
of  legislators  for  the  purpose  of  get- 
ting to  know  the  legislators  thus 
communicating  to  them  medicine’s 
views  on  certain  legislative  issues. 

GaMPAC  — AMPAC  — One  aux- 
ilian  from  each  congressional  dis- 
trict served  on  the  GaMPAC  Board. 
The  President  served  on  the  Board 
as  an  ex-officio  member,  and  she 
also  served  on  the  GaMPAC  Bylaws 
Committee. 

Legislative  Day  at  the  Capitol  — 
was  a three-pronged  effort: 

1)  Sponsored  a program  on  Seat 
Belt  Safety  for  Legislative  Forum 
which  is  held  each  Tuesday  dur- 
ing the  Session  of  the  General 
Assembly  and  is  attended  by 
representatives  from  civic, 
church,  and  volunteer  groups  for 
the  purpose  of  receiving  in  depth 
background  on  legislation  be- 
fore the  General  Assembly. 


2)  Auxilians  received  a briefing  by 
MAG  legislative  staff  on  issues 
of  concern  to  medicine  during 
the  Session. 

3)  Spouses  of  legislators  were  in- 
vited as  guests  of  the  Auxiliary 
for  lunch  in  an  effort  to  increase 
communications.  A program  on 
AIDS  education  was  offered  fol- 
lowing lunch. 

National  recognition  was  given 
to  the  Georgia  Auxiliary  during  the 
1987  AMA-A  Convention  in  Chi- 
cago. Our  “Hot  Line”  Phone  Bank 
and  Spouse  Involvement  Programs 
were  chosen  for  presentation  dur- 
ing county  program  previews.  Only 
one  other  state  was  so  recognized 
in  the  area  of  legislation. 

Health  Projects 

AIDS  Education  — Educational 
programs  were  presented  to  the 
Auxiliary  Board  Members  at  the 
Summer  and  Winter  Board  meet- 
ings. An  educational  packet  “Fight- 
ing Fear  with  Facts”  was  developed 
in  conjunction  with  the  Medical  As- 
sociation of  Georgia  and  distrib- 
uted to  every  member  of  the  Ex- 
ecutive Board.  Auxiliaries  were 
encouraged  to  work  in  coalition 
with  their  local  medical  societies  to 
present  AIDS  education  programs 
in  their  communities.  Many  auxili- 
aries responded  with  programs  for 
their  members  as  well  as  their  com- 
munities. The  Auxiliary  President 
and  AIDS  Education  Chairman 
completed  the  Red  Cross  AIDS  Ed- 
ucation Facilitator  Course.  Approx- 
imately thirty  (30)  other  Auxiliary 
members  in  four  counties  have  also 
completed  this  course  and  have 
presented  programs  to  schools,  and 
community  groups  across  the  state. 
The  Auxiliary  President  served  on 
the  MAG  AIDS  Task  Force. 

Seat  Belt  Safety  — The  A-MAG 
President  and  state  Safety  Chair- 
man attended  a workshop  on  Oc- 
cupant Restraint  Seats  and  Seat  Belt 
Safety  in  Chapel  Hill,  N.C.  in  May 
of  1987.  Based  on  the  information 
gathered,  a workshop  was  pre- 
sented at  the  Summer  Board  Meet- 


ing to  educate  board  members  and 
county  auxiliary  presidents.  A 
workshop  was  presented  in  coop- 
eration with  the  Cooperative  Exten- 
sion Service  by  the  Whitfield-Mur- 
ray  Auxiliary.  Three  auxiliaries  in 
the  northern  part  of  the  state  were 
also  represented.  This  workshop 
keyed  in  on  child  restraint  seats  and 
their  proper  and  improper  use.  This 
project  was  highlighted  in  the  March 
issue  of  the  AMA-A  magazine  Fac- 
ets. In  this  area  auxilians  worked 
toward  the  passage  of  the  Manda- 
tory Seat  Belt  Law. 

The  Dangers  of  Tobacco  Prod- 
ucts — The  Richmond  County  Aux- 
iliary presented  its  Tobacco  Haz- 
ards project  at  the  Summer  Board 
Meeting.  Auxiliaries  were  encour- 
aged to  take  this  project  into  their 
communities.  This  project  and  all 
the  “How  To’s”  was  presented  at 
the  AMA-A  Confluences  in  Chicago. 
“No  Smoking”  pins  were  sold  for 
AMA-ERF  to  further  extend  the  mes- 
sage of  the  dangers  of  tobacco.  The 
Muscogee  County  Auxiliary  ex- 
panded on  this  project  and  pre- 
sented “No  Smoking  Gift  Packets” 
to  300  mothers  of  new  babies  born 
in  the  month  of  March  in  Colum- 
bus. 

“You  Can  Say  No"  — Postponing 
Teenage  Sexual  Involvement  — 
Phase  II  was  initiated.  Packets  of 
materials  continue  to  be  distributed 
in  the  state  and  throughout  the 
country.  Ten  (10)  auxiliaries  are 
training  and  presenting  Dr.  Marion 
Howard’s  “Postponing  Sexual  In- 
volvement” program  in  their  schools 
and  to  other  organizations.  A coa- 
lition of  twenty  (20)  organizations 
interested  in  the  teen  pregnancy 
problem  was  formed  in  the  Spring 
of  1987  and  has  continued  to  meet 
under  the  name  of  The  Adolescent 
Coalition.  Mrs.  Barbara  Tippins,  Im- 
mediate Past  President  of  the  Aux- 
iliary, was  elected  chairman  of  this 
coalition. 

Impairment  and  Drugs  and  Al- 
cohol — A workshop  on  Impair- 
ment was  presented  to  the  Auxiliary 
Board  at  the  Winter  Board  meeting. 


386 


Journal  of  MAG 


Unreferred  Reports 


The  Adolescent  Urine  Drug  Screen- 
ing Project  was  supported  by  the 
Auxiliary.  Letters  were  sent  to  each 
county  auxiliary  president  encour- 
aging them  to  work  with  their  med- 
ical societies  to  begin  this  project. 

Many  of  the  auxiliaries  are  work- 
ing in  coalition  with  other  volunteer 
organizations  presenting  programs 
on  the  dangers  of  drugs  and  alco- 
hol. The  Auxiliary  President  at- 
tended the  regional  and  national 
White  House  Conference  on  a Drug 
Free  America.  Two  auxiliaries  have 
distributed  cards  to  local  florists  re- 
minding teens  not  to  drink  and 
drive.  These  are  placed  in  corsage 
boxes  and  delivered  with  the  flow- 
ers for  dances  and  during  the  prom 
season.  A brochure  entitled  “Like 
Say  No  To  Drugs  Man  and  Say  Yes 
To  Life”  was  developed  by  Mrs. 
Laura  Crawley  of  the  Walker-Ca- 
toosa-Dade  Auxiliary  and  used  in  a 
packet  of  materials  given  to  teens 
at  a Teen  Health  Workshop  at  the 
University  of  Tennessee  in  Chatta- 
nooga sponsored  by  the  Tennessee 
Medical  Auxiliary. 

Suicide  Prevention  — Educa- 
tional materials  were  distributed  to 
every  county  auxiliary  and  every  ex- 
ecutive board  member.  Mrs.  Iris 
Bolton,  Director  of  the  Link  Coun- 
seling Center  in  Atlanta  and  a na- 
tionally known  Suicidologist,  spoke 
to  the  Executive  Board  at  the  Winter 
Board  Meeting.  The  Richmond 
County  Auxiliary  working  in  coali- 
tion with  the  Richmond  County 
Mental  Health  Association  and  the 
school  board  developed  a flyer 
warning  of  the  danger  signals  of  su- 
icides which  were  distributed  to 
33,000  households  in  Richmond 
County  with  report  cards. 

Child  Abuse  Prevention  — The 
puppet  show  “It’s  OK  to  Tell”  con- 
tinues to  be  shown  in  the  schools 
by  several  of  our  county  auxiliaries. 

The  Learning  Center  — The  cat- 
alogue was  revised,  reprinted  and 
distributed  to  every  county  auxil- 
iary. The  Learning  Center  was  dis- 
played at  the  Auxiliary  Summer 
Board  meeting;  the  Wellness  Week 


I meeting  in  Jekyll  Island  in  June 
sponsored  by  the  State  Department 
of  Education  and  the  Department  of 
Human  Resources;  and  at  a meet- 
ing of  the  State  Health  and  Physical 
Education  Coordinators  at  the  Fal- 
con Inn  Complex  in  Suwanee, 
Georgia  in  August,  1987. 

Older  Americans  — The  distri- 
bution of  medi-file  cards  contin- 
ued. 

Liability  Support  Groups  — The 
A-MAG  President  continued  to  serve 
on  this  MAG  committee.  Encour- 
agement was  given  to  each  county 
auxiliary  to  work  with  their  medical 
society  to  form  such  groups.  Bro- 
chures on  How  To  Form  A Liability 
Support  Group  and  Tips  on  How  to 
Support  were  sent  to  counties  within 
the  state  and  out  of  state  to  Indiana, 
Illinois,  and  North  Carolina. 

The  Surviving  Spouse  — How  to 
Cope  — This  special  committee  has 
developed  a booklet  to  aid  the 
spouse  of  the  physician  in  the  set- 
tling of  the  estate  and  selling  the 
practice  following  the  death  of  the 
physician. 

County  Programs  and  Projects 

The  county  auxiliaries  are  en- 
couraged to  participate  in  projects 
that  meet  the  needs  in  their  indi- 
vidual communities  taking  into 
consideration  the  number  of  vol- 
unteers and  volunteer  hours  they 
have  to  expend.  Many  have  partic- 
ipated in  the  health  projects  de- 
scribed above.  However,  they  are 
also  involved  in  numerous  other 
projects  which  do  meet  needs  in 
the  local  communities.  Some  of 
these  include:  Health  Fairs,  Screen- 
ing for  high  blood  pressure,  vision, 
self  breast  examinations;  funding 
loans  for  students  in  medically  re- 
lated fields;  Adopt-a-School  Pro- 
grams; Rape  Crisis  Centers;  pur- 
chase of  eye  glasses  for  needy 
children;  CPR  training;  Hospice; 
Community  shelters;  blood  drives; 
and  many  more.  The  work  of  the 
Auxiliary  is  carried  out  at  the  county 
level.  The  state  and  national  levels 
of  the  federation  provide  materials, 


ideas  for  programs  and  projects, 
leadership  training  and  motivation. 

The  county  auxiliaries  are  en- 
couraged to  work  in  coalition  with 
other  volunteer  organizations  and 
with  their  local  medical  societies. 
Many  of  our  auxiliary  members  are 
also  members  of  other  organiza- 
tions. Volunteer  hours  can  best  be 
utilized  by  the  sharing  of  talents  and 
time. 

On  behalf  of  the  members  of  the 
Auxiliary  to  the  Medical  Associa- 
tion of  Georgia  appreciation  is  ex- 
tended to  the  members  of  the  MAG 
Committee  on  the  Auxiliary  and  the 
MAG  Board  of  Directors  for  their 
continuing  support. 

A hearty  thank  you  is  also  ex- 
tended to  the  MAG  staff  members 
for  their  help  and  advice  through- 
out this  year. 

Thanks  to  all  of  you,  we  have 
been  “Auxiliaries  on  the  Move  — 
Moving  Expressly  For  Progress.” 


RESIDENT 

PHYSICIAN 

SECTION 

Greg  Foster,  M.D., 
Chairperson 

The  Medical  Association’s  Res- 
ident Physician  Section  (RPS) 
represents  all  of  MAG’s  intern/res- 
ident members.  As  of  this  writing, 
the  RPS  has  538  members,  reflect- 
ing continuing  interest  by  interns 
and  residents  in  MAG  and  its  com- 
ponent county  societies. 

County  societies’  efforts  remain 
central  to  MAG’s  resident  member- 
ship. Vigorous  recruitment  during 
the  past  year  has  been  conducted 
by  the  Muscogee  County  Medical 
Society,  Medical  Association  of  At- 
lanta, Bibb  County  Medical  Society 
and  others.  A vital  factor  in  resident 
membership  recruitment  is  also  the 
cooperation  of  the  local  teaching 
hospital.  In  several  areas  of  our 
state,  the  hospital  Director  of  Med- 
ical Education  assists  in  orientation 
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sessions  for  residents  about  the 
MAG,  or  contributes  toward  pay- 
ment of  the  residents’  membership 
dues. 

This  year,  MAG  Mutual  Insurance 
company  continues  its  generous  of- 
fer of  paying  county  and  MAG  res- 
ident dues,  up  to  $45  total  for  in- 
terns and  residents  joining  MAG  for 
the  first  time. 

The  challenge  before  MAG’s  RPS 
is  to  derive  from  our  membership 
a cadre  of  residents  willing  to  in- 
volve themselves  actively  in  the  ac- 
tivities of  our  section  and  of  MAG 
as  a whole.  We  have  discussed  sev- 
eral tactics  toward  this  end,  partic- 
ularly those  that  elicit  some  meas- 
ure of  participation  without 
attendance  at  meetings  (which  is 
hard  for  many  residents). 

Having  attended  the  AMA  House 
of  Delegates  meeting  last  year,  I 
wish  to  express  my  appreciation  to 
the  Medical  Association  of  Georgia 
for  its  support  and  funding  of  our 
Section.  We  will  continue  our  ef- 
forts toward  securing  resident 
membership  and  involvement  in 
MAG. 


MEDICAL  STUDENT 
SECTION 

Bonnie  Brinson, 
Chairperson 

The  purpose  of  the  MAG  Student 
Section  is  to  provide  student 
participation  in  the  activities  of  the 
Medical  Association  of  Georgia  and 
the  American  Medical  Association 
to  develop  medical  leadership;  to 
promote  activity  within  organized 
medicine  on  the  local,  state,  and 
national  levels;  and  to  work  coop- 
eratively with  other  student  groups. 

The  Executive  Council  is  elected 
once  yearly  at  the  annual  meeting 
of  the  MAG  Medical  Student  Sec- 
tion. This  year  the  officers  were 
Chairperson  Bonnie  Brinson,  Mer- 
cer; Vice  Chairperson  Chris  Larsen, 
Emory;  Secretary  Chandra  Webb, 


Morehouse;  Delegates  — Gus  Ste- 
phens, Morehouse;  William  Tid- 
more,  Emory;  Scott  Fowler,  MCG; 
Richard  Culp,  Mercer.  The  Execu- 
tive Council  members  act  on  behalf 
of  the  MSS  members  throughout  the 
year.  Their  activities  included  ad- 
vancing and  monitoring  interests  of 
the  MSS;  promoting  the  MSS  reso- 
lutions in  the  AMA  MSS  meetings; 
developing  organizational  pro- 
grams; providing  communication 
between  MSS  chapters  within  the 
state  and  between  AMA  MSS  mem- 
bers nationally;  and  recruiting  new 
members  to  the  MAG  MSS. 

The  Executive  Council  had  three 
projects  for  this  past  year.  The  first 
was  the  recruitment  of  new  mem- 
bers for  the  MAG  MSS  and  AMA  MSS. 
For  their  efforts  and  success  Rich- 
ard Culp  and  William  Tidmore  were 
awarded  plaques  at  the  AMA-MSS 
interim  meeting  in  Atlanta.  The  sec- 
ond project  was  to  host  a mixer  for 
the  AMA-MSS  delegates  who  at- 
tended the  interim  meeting  in  At- 
lanta. With  each  school  MSS  con- 
tributing funds,  we  reserved  a room 
at  Fitzgerald’s  and  arranged  for 
cocktails  and  hors  d’oeuvres  to  be 
available  for  the  delegates  on  Fri- 
day, December  5,  after  the  com- 
mittee meeting  ended.  This  was  to 
provide  an  atmosphere  that  con- 
tributed to  discussion  of  the  reso- 
lutions that  had  been  presented 
earlier  in  the  day  and  to  promote 
the  establishment  of  communica- 
tions contacts  nationwide.  We  also 
wanted  to  show  the  meaning  of 
Southern  Hospitality.  From  all  of  the 
positive  feedback  that  we  received 
from  other  states’  school  delegates, 
we  believe  that  the  mixer  was  a huge 
success.  The  third  project  that  we 
had  this  year  was  to  prepare  a res- 
olution addressing  Medical  Student 
Liability.  We  based  our  resolution 
on  the  Georgia  Bill  which  ad- 
dressed this  problem  in  the  state  of 
Georgia  and  which  the  MAG  backed. 
With  very  little  discussion  this  res- 
olution was  unanimously  passed  by 
the  AMA  MSS  assembly  and  referred 
to  the  AMA  House.  The  following  is 


the  resolution  which  sent  to  the  AMA 
House  of  Delegates  and  subse- 
quently referred  to  the  Board  of 
Trustees: 

RESOLVED,  that  the  American 
Medical  Association  investigate  the 
prevalence  of  problems  regarding 
medical  student  liability  insurance 
and  report  its  findings  at  the  1988 
Interim  Meeting. 

The  Executive  Council  feels  that 
we  have  had  a very  successful  year 
with  the  positive  outcome  of  our 
projects.  We  plan  to  hold  our  an- 
nual meeting  April  16  with  plans  to 
elect  new  officers  next  year  and  to 
develop  resolutions  for  submission 
for  the  annual  AMA  MSS  meeting  in 
June. 

The  MAG-MSS  members  and  Ex- 
ecutive Council  want  to  thank  the 
Medical  Association  of  Georgia 
members,  delegates  and  staff  for 
their  guidance  and  help  in  nurtur- 
ing our  medical  education  in  all  as- 
pects from  classroom  and  clinical 
experience  to  developing  our  lead- 
ership abilities. 


COMMITTEE  ON 
THE  AUXILIARY 

Roy  W.  Vandiver,  M.D. 

Committee  Members 

Roy  W.  Vandiver,  M.D.,  Chair- 
man; Jack  F.  Menendez,  M.D.;  Wil- 
liam C.  Collins,  M.D.;  Ralph  A.  Till- 
man, M.D.;  Maurice  G.  Patton,  M.D.; 
David  C.  Thibodeaux,  M.D.;  Robert 
Burns,  M.D. 

The  first  meeting  of  the  Commit- 
tee on  Auxiliary  was  held  April  4, 
1987.  The  Committee  met  to  review 
and  approve  the  Auxiliary’s  pro- 
posed budget  and  plans  for  the  year, 
all  committee  members  were  pres- 
ent. Also  in  attendance  were  Mrs. 
Talitha  Russell,  Executive  Director 
of  the  Auxiliary;  Mike  Fowler,  Ex- 
ecutive Director  of  MAG,  and  the 
spouses  of  the  Committee  mem- 
bers. 
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The  second  meeting  took  place 
at  the  Auxiliary  Post  Convention  Ex- 
ecutive Board  Meeting  and  lunch- 
eon at  the  Hyatt  Ravinia  on  April 
25,  1987  in  Atlanta.  The  members 
of  the  committee  were  introduced 
to  the  Auxiliary  Executive  Board  by 
the  Chairman  of  the  Committee. 
Speakers  were  heard  in  the  areas 
of  AIDS  Education,  Seat  Belt  Safety, 
The  Impaired  Physicians  Program, 
and  the  Adolescent  Urine  Drug 
Screening  Program. 

The  third  meeting  of  the  com- 
mittee will  be  held  in  Savannah  at 
the  Annual  Convention  of  the  House 
of  Delegates  on  April  29,  1988. 

Auxiliary  Programs  & Projects 

Health  Projects: 

AIDS  Education  — Educational 
programs  were  presented  to  Aux- 
iliary Executive  Board  members  at 
the  Summer  and  Winter  Executive 
Board  Meetings.  Auxiliaries  were 
encouraged  to  work  with  their  med- 
ical societies  to  present  AIDS  edu- 
cation programs  in  their  commu- 
nities. An  educational  packet 
“Fighting  Fear  with  Facts”  was  de- 
veloped in  conjunction  with  the 
MAG  and  distributed  to  every  county 
auxiliary.  The  Auxiliary  President 
and  Auxiliary  AIDS  Education 
Chairman  completed  the  Red  Cross 
AIDS  Education  Facilitator  Course. 

Approximately  thirty  (30)  auxil- 
iary members  in  four  county  auxi- 
liaries also  completed  the  Red  Cross 
AIDS  course  have  presented  pro- 
grams to  schools,  and  community 
groups  across  the  state. 

Seat  Belt  Safety 

A workshop  was  presented  to  the 
Executive  Board  in  July.  Educa- 
tional materials  including  kits  from 
General  Motors  were  distributed  to 
every  county  auxiliary.  A workshop 
on  Child  Restraint  Seats  was  held 
in  Dalton,  Georgia,  in  coalition  with 
the  Regional  Coordinator  of  the 
Child  Safety  Seat/Safety  Belt  Pro- 
gram of  the  Cooperative  Extension 
Service.  The  county  auxiliaries 
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worked  to  educate  their  members 
on  the  importance  of  proper  in- 
stallation of  child  restraint  seats  and 
use  of  seat  belts. 

Substance  Abuse 

The  Tobacco  Hazards  slide  show 
and  presentation  of  the  Richmond 
County  Auxiliary  was  presented  at 
the  Summer  Executive  Board  Meet- 
ing. Auxiliaries  were  encouraged  to 
take  this  program  into  their  com- 
munities. This  project  and  all  “How 
To’s”  was  exhibited  at  AMA-A  Con- 
fluence I and  II  in  Chicago. 

The  Auxiliary  President  attended 
the  regional  and  National  White 
House  Conference  on  a Drug  Free 
America. 

Drugs  and  Alcohol 

A workshop  on  Impairment  was 
presented  to  the  Auxiliary  Board  at 
the  Winter  Executive  Board  meet- 
ing. 

Adolescent  Urine  Drug  Screening 
Program 

Letters  were  written  to  each 
county  president  encouraging  them 
to  work  with  their  medical  societies 
to  begin  this  program. 

Suicide  Prevention 

Educational  materials  were  dis- 
tributed to  every  county  auxiliary 
and  all  executive  board  members. 
Mrs.  Iris  Bolton,  a nationally  rec- 
ognized Suicidologist,  spoke  to  our 
Executive  Board  in  November.  A 
program  was  developed  in  Rich- 
mond County  reaching  4000  fami- 
lies with  a flyer  stating  the  danger 
signals  of  suicide.  The  flyer  was  sent 
home  with  the  report  cards. 

“You  Can  Say  No”  Postponing 
Teenage  Sexual  Involvement 

Phase  II  was  initiated.  Kits  de- 
veloped by  MAG  continue  to  be  dis- 
tributed in  the  state  and  across  the 
country.  Ten  (10)  auxiliaries  are 
training  and  presenting  Dr.  Marion 
Howard’s  “Postponing  Teenage 
Sexual  Involvement”  Program  in 
their  schools  and  to  other  organi- 


zations. A coalition  of  twenty  (20) 
interested  organizations  was 
formed. 

Child  Abuse  Prevention 

The  puppet  show  “Someone  To 
Talk  To”  continues  to  be  shown  in 
elementary  schools. 

Learning  Center 

The  catalogue  was  revised,  re- 
printed, and  distributed  to  every 
county  auxiliary.  The  center  was 
displayed  three  (3)  times. 

Medical  Society /Auxiliary  Projects 

The  Auxiliary  has  continued  to 
work  with  the  medical  society  in  the 
areas  of  AIDS  education,  adoles- 
cent urine  drug  screening,  impair- 
ment physicians  and  spouses  pro- 
grams, and  malpractice  support 
groups. 

AMA-ERF 

No  smoking  pins  were  produced 
and  sold.  The  holiday  sharing  card, 
a silent  auction,  and  wrapping  pa- 
per were  just  a few  fundraisers  used 
this  year  for  medical  education  and 
research.  Physicians  were  encour- 
aged to  make  their  alumna  contri- 
butions through  AMA-ERF. 

Surviving  Spouse  — How  To 
Cope 

A special  committee  developed 
a booklet  to  aid  the  spouse  in  set- 
tling the  estate  and  selling  the  prac- 
tice following  the  death  of  the  phy- 
sician. 

Legislative  Programs 

The  Key  Contact  Program  has 
been  continued. 

Spouse  Involvement  Program 

Spouses  of  physicians  from 
across  the  state  continued  to  visit 
the  Capitol  to  meet  with  their  leg- 
islators to  discuss  pending  legis- 
lation. 

Legislative  Phone  Bank 

Reorganized  “Hot  Line”  Phone 
Bank.  Auxiliary  members  manned 
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these  phones  four  days  a week 
throughout  the  session  of  the  Gen- 
eral Assembly.  The  purpose  was  to 
contact  physicians  in  designated 
areas  to  contact  their  legislators  on 
pending  bills  requiring  immediate 
action. 

Legislative  Day  at  the  Capitol 

The  Auxiliary  participated  in  the 
Legislative  Forum  — made  up  of 
civic  groups,  church  groups,  etc. 
for  the  purpose  of  receiving  in-depth 
background  on  legislation  before 
the  General  Assembly.  The  Auxil- 
iary sponsored  a program  on  Seat 
Belts. 

The  spouses  of  the  legislators 
were  invited  to  join  the  Auxiliary  for 
lunch  in  the  Floyd  Room  of  the  Twin 
Towers  Building  in  Atlanta  in  Jan- 
uary. A program  on  AIDS  Education 
was  presented  following  lunch. 

A “Can  We  Talk”  Lobbying  Work- 
shop was  held  in  December  at  the 
Academy  of  Medicine.  Two  state 
Senators  and  two  Representatives 
presented  a panel  discussion  on 
Lobbying  and  then  small  groups 
were  led  by  legislators  for  further 
discussion  of  pending  legislation. 

William  R.  Dancy,  M.D.  Student 
Loan  Fund 

This  is  a project  to  help  Georgia 
residents  with  costs  of  medical 
school.  Policies  have  been  restruc- 
tured to  conform  with  the  Trust 
Agreement  between  the  MAG  Foun- 
dation, Inc.  and  the  William  R. 
Dancy,  M.D.  Student  Loan  Fund 
Committee. 

Membership 

A membership  packet  “Road  Map 
to  Membership”  was  developed  and 
distributed  to  every  County  Presi- 
dent and  Membership  Chairman  to 
offer  ideas  and  encourage  recruit- 
ing and  retaining  of  members.  The 
information  brochure  “Did  You 
Know”  was  also  used  throughout 
the  State. 


Meetings 

The  President  of  the  Auxiliary  has 
attended  the  following: 

State:  Post  Convention  Executive 
Board  Meeting,  April  25,  1987,  in 
Atlanta;  Summer  Executive  Board 
Meeting,  July  26-28,  1987  at  Calla- 
way Gardens;  Winter  Executive 
Board  Meeting,  November  15-17, 

1987,  at  the  Marriott  at  Perimeter 
Center,  Atlanta.  “Can  We  Talk”  Lob- 
bying Workshop  and  visit  by  AMA 
Auxiliary  National  President,  Pres- 
ident-Elect, Legislative  Chairman 
and  Executive  Director,  December 
7,  1987  at  the  Academy  of  Medicine 
in  Atlanta;  and  the  Annual  Conven- 
tion of  the  House  of  Delegates  April 
29-30,  1988  in  Savannah. 

National:  Annual  Convention  of 
the  AMA  Auxiliary  House  of  Dele- 
gates, June,  1987  in  Chicago.  Lead- 
ership Confluence  I and  II  in  Chi- 
cago in  October,  1987  and  February, 

1988. 

Southern  Medical  Association 
Auxiliary:  Annual  Meeting  in  San 
Antonio,  Texas  in  November,  1987. 

White  House  Conference  on  A 
Drug  Free  America:  Regional  Con- 
ference November  30-December  3, 
1987  in  Jacksonville,  Florida  and 
National  Conference  February  28- 
March  3,  1988  in  Washington,  D.C. 

County  Visits:  Visited  twenty-five 
(25)  county  auxiliaries. 

Publications 

Pulseline  — Four  issues  a year. 

Pulsations  — Two  issues  a year. 

Directory  of  The  Auxiliary  — re- 
ceived by  every  Auxiliary  member. 

Annual  Report  — distributed  to 
each  member  of  the  Executive 
Board. 

April  Issue  of  the  Journal  of  the 
MAG  was  the  Auxiliary  special  is- 
sue. 


BUILDING  & LAND 
COMMITTEE 

H.  Duane  Blair,  M.D., 
Chairman 

Growth  in  the  area  of  MAG 
Headquarters  has  proven  un- 
paralleled in  recent  years.  We  have 
seen  the  construction  of  the  nearby 
Marta  Station,  a 610,000  square  foot 
office  building,  and  a multi-story 
hotel.  The  corner  of  Peachtree  and 
10th  Street  is  now  under  construc- 
tion and  plans  indicate  within  a few 
years  this  area  will  be  an  even  more 
desirable  location. 

Last  year  at  the  time  of  the  House 
of  Delegates,  the  Building  & Land 
Committee  was  approached  by  real 
estate  investors  interested  in  pur- 
chasing MAG’s  headquarters.  Ne- 
gotiations have  been  put  on  hold, 
but  not  before  discussions  indi- 
cated just  how  valuable  our  prop- 
erty is  becoming. 

The  Building  & Land  Committee 
does  not  feel  we  need  to  rush  into 
selling  our  building  at  this  time.  As 
long  as  we  do  not  wait  too  long,  we 
should  be  able  to  sell  our  building 
and  find  a suitable  relocation  site 
while  establishing  a substantial 
“cash  reserve”  for  future  needs. 


CANCER 

COMMITTEE 

LaMar  S.  McGinnis,  M.D., 
Chairman 

The  Cancer  Committee  planned 
to  work  with  the  Georgia  Chap- 
ter of  the  American  Cancer  Society 
and  others  toward  the  development 
of  a comprehensive,  statewide  Can- 
cer Program. 

The  Cancer  Society  initiated  this 
activity.  Your  chairman,  other 
members  of  the  Cancer  Committee 
and  staff  are  participating  in  the  on- 
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going  efforts  to  initiate  this  program 
throughout  the  state. 


IMPAIRED 

PHYSICIANS 

COMMITTEE 

Edward  J.  Waits,  M.D., 
Chairman 

The  Impaired  Physicians  Com- 
mittee met  regularly  through- 
out the  past  year,  represented  by 
Medical  Directors  of  all  the  major 
treatment  centers  throughout  the 
state,  physicians  treating  alcohol 
and  drug  patients,  and  physicians 
active  in  MAG  affairs.  Outstanding 
among  its  many  accomplishments 
were: 

1.  There  was  implementation  of  a 
Liaison  Committee  to  the  Board 
of  Medical  Examiners  courtesy 
of  Drs.  Waits,  Mooney,  Gallegos 
and  Jones.  The  objective  of  this 
committee  is  to  examine  and  at- 
tempt to  aid  the  Medical  Board 
in  dealing  with  impaired  physi- 
cians and  their  licensure  issues. 

2.  Meetings  were  held  with  the 
Auxiliary  of  the  Medical  Asso- 
ciation of  Georgia  culminating 
in  a dinner  for  the  psychiatric 
residents  of  Emory,  where  the 
stresses  of  a resident’s  profes- 
sional life,  marriage,  and  per- 
sonal life  are  examined  in  re- 
lationship to  substance  abuse. 

3.  The  Fourth  Annual  Impaired 
Physicians  Advocacy  Workshop 
was  held  on  December  12,  1987 
in  Atlanta  in  conjunction  with 
the  Winter  Board  Meeting  of  the 
Auxiliary  to  the  Medical  Asso- 
ciation of  Georgia. 

4.  Vigorous  support  was  pursued 
for  a half-time  paid  Medical  Di- 
rector which  would  be  interim 
for  two  to  three  years  until  a full- 
time Medical  Director  is  real- 
ized. The  Executive  Committee 
of  the  Impaired  Physicians  Pro- 
gram met  with  Dr.  William  Hard- 


castle  and  his  Committee  to  at- 
tempt to  realize  this  desirable 
goal. 

5.  There  was  a suggested  change 
in  the  name  of  the  Program  to 
“The  Physicians  Assistance  Pro- 
gram” as  the  word  “impaired” 
has  gained  undesirable  legal 
interpretation  which  would  pro- 
foundly negatively  impact  the 
physician  who  is  in  two  to  five 
years  of  recovery. 

6.  The  addition  of  new  members  to 
the  Committee  as  interest  con- 
tinues to  grow  in  the  Impaired 
Physicians  Program. 

Once  again  the  Budget  was  held 
to  the  fifty  thousand  dollar  limit,  al- 
though the  number  of  patients 
treated  continued  to  grow.  Alter- 
native funding  continued  to  be  ex- 
plored, as  related  to  modestly  rais- 
ing licensure  fee  to  support  the 
program.  The  number  of  physicians 
treated  in  the  MAG  Program  has  now 
exceeded  fifteen  hundred. 


MATERNAL  & 
INFANT  HEALTH 
CARE  COMMITTEE 

Luella  M.  Klein,  M.Do, 
Chairman 

The  Maternal  & Infant  Health 
Committee  continues  to  review 
maternal  deaths. 

At  this  time,  consideration  is 
being  given  to  identifying  ways  to 
deal  with  the  problems  associated 
with  preterm  deliveries. 

The  following  statistical  data  was 
provided  by  the  Georgia  Depart- 
ment of  Human  Resources,  Vital 
Statistics  Department: 


Number  Rate 


Total 

White 

Black 

Total 

White 

Black 

Live  Births 

98175 

63474 

33547 

16.0 

14.2 

20.2 

Age  of  Mother 

10-14 

467 

93 

371 

1.8 

0.5 

4.4 

15-17 

6362 

2997 

3346 

37.4 

26.1 

60.2 

Unwed  Mother  Birth  Rate 

26774 

6746 

19947 

18.1 

6.4 

47.4 

Age  of  Mother 

10-14 

434 

62 

370 

1.7 

0.4 

4.4 

15-17 

4402 

1178 

3212 

25.8 

10.3 

57.8 

Spontaneous  Abortion  Rate 

6511 

4155 

2266 

4.4 

3.9 

5.4 

Age  of  Mother 

10-14 

43 

13 

30 

0.2 

0.1 

0.4 

15-17 

355 

189 

163 

2.1 

1.6 

2.9 

Induced  Termination  Rate 

32154 

17992 

12948 

21.7 

17.0 

30.7 

Age  of  Recipient 

10-14 

439 

140 

287 

1.7 

0.8 

3.4 

15-17 

3593 

2111 

1385 

21.1 

18.4 

24.9 

Birth  Weight 

<1500  gm 

1556 

660 

882 

1.6 

1.0 

2.6 

1500-2499  gm 

6411 

3149 

3209 

6.5 

5.0 

9.6 

2500-3999  gm 

80573 

51778 

27786 

82.1 

81.6 

82.8 

>4000  gm 

9635 

7887 

1670 

9.8 

12.4 

5.0 

% out  of  Hospital  Births 

634 

295 

316 

0.6 

0.5 

0.9 

Total  Deaths 

49336 

35517 

13729 

8.1 

8.0 

8.3 

Lifestages 
Infancy  (<1) 

1225 

590 

627 

12.5 

9.3 

18.7 

Neonatal 

835 

405 

424 

8.5 

6.4 

12.6 

Post-Neonatal 

390 

185 

203 

4.0 

2.9 

6.1 
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COMMITTEE  ON 
MEDICAL  ASPECTS 
OF  SPORTS 

Letha  Y.  Hunter-Griffin, 
M.D. 

The  Medical  Aspects  of  Sports 
Committee  met  to  determine 
the  content  of  the  annual  MAG 
Sports  Medicine  Newsletter.  Topics 
chosen  for  the  1987  newsletter  were: 
AIDS,  The  Coach  and  Pre-Season 
Medical  Screening,  A Guide  to  Ex- 
amination of  the  Unconscious  Ath- 
lete, Management  of  Soft  Tissues  of 
the  Face  in  Athletic  Competition, 
Low  Back  Pain  in  the  High  School 
Football  Player,  The  Knee  Brace  Di- 
lemma, Medical  Concerns  of  Dia- 
betic Athletes,  Secondary  School 
Athletes  Deserve  First  Class  Care, 
Sports  Related  Ocular  Injuries,  Nu- 
trition In  Sports  and  Home  Health 
Care  Guidelines.  There  was  an  in- 
sert placed  in  the  newsletter  enti- 
tled: Specialized  Taping  Tech- 
niques for  the  Injured  Athlete. 

Of  continued  concern  to  the 
Committee  is  the  education  of 
coaches.  Discussion  at  each  meet- 
ing focuses  on  whether  to  have  a 
yearly  or  semi-annual  sports  med- 
icine meeting  for  coaches  put  on 
by  the  Medical  Aspects  of  Sports 
Committee.  The  question  of  where 
this  meeting  should  be  located  has 
always  been  of  concern. 

As  in  the  past,  the  Committee 
continues  to  support  the  ongoing 
sports  medicine  programs  already 
in  existence  in  the  various  coun- 
ties, and  to  re-emphasize  the  Com- 
mittee is  willing  to  participate  as 
speakers  or  provide  educational 
materials  to  any  of  these  ongoing 
programs. 

Georgia  has  no  process  for  cer- 
tification of  coaches  as  neighbor- 
ing states  have.  At  present  there  is 
no  interest  on  the  part  of  the  school 
system  to  proceed  in  this  direction. 
One  offshoot  advantage  to  such  a 
certification  program  would  be  that 


school  systems  would  reimburse 
coaches  for  time  spent  at  continued 
education  courses.  These  could  be 
the  areas  not  only  of  prevention  and 
treatment  of  injuries,  but  also  First 
Aid  and  CPR. 

Emphasis  during  the  next  year 
will  be  to  publish  our  annual  news- 
letter and  to  serve  as  educational 
sources  for  county  school  systems 
on  issues  of  sports  medicine. 

The  Chairman  expresses  appre- 
ciation to  the  members  of  the  Com- 
mittee who  give  a great  deal  of  time 
to  the  writing  of  the  newsletter:  Fred 

L.  Allman,  Jr.,  M.D.,  John  F.  Atha, 

M. D.,  Robert  L.  Brand,  M.D.,  Greg 
Foster,  M.D.,  J.  Nicholas  Gordon, 
M.D.,  James  F.  Hammersfahr,  M.D., 
Stephen  C.  Hunter,  M.D.,  William 
B.  Mulherin,  M.D.,  William  B. 
Strong,  M.D.,  David  T.  Watson,  M.D., 
Mrs.  Talley  Eddings,  Robert  Crow, 
M.D.,  and  Talitha  Russell  of  the  MAG 
Staff. 


MEDICINE  & 
HUMAN  VALUES 
COMMITTEE 

Richard  B.  Stewart,  M.D., 
Chairman 

This  committee  met  on  Novem- 
ber 5,  1987  to  discuss  what 
direction  the  committee  should 
take,  i.e.,  what  can  the  MAG  do  to 
help  physicians  and  their  patients 
deal  with  the  very  real  issues  which 
demand  the  application  of  strong, 
sometimes  conflicting,  human  val- 
ues/mortality/ethics along  with  cur- 
rent medical  treatment  modalities. 

After  a lengthy  discussion  about 
the  issues  and  the  committee  mem- 
bers’ frustrations  about  the  amount 
of  time  and  energies  expended  to 
develop  recommendations  which 
are  frequently  not  accepted,  there 
was  a consensus  that  it  would  make 
more  sense  to  try  to  find  out  what 
physicians  throughout  the  state 
would  like  to  have  the  committee/ 
MAG  address. 


The  committee  requested  Dr. 
Payne  to  write  an  article  for  the 
Journal  of  the  Medical  Association 
of  Georgia  expressing  the  frustra- 
tion of  the  committee  and  request- 
ing that  physicians  respond  by 
prioritizing  their  preferences  for 
MAG  recommendations  relative  to 
the  following  issues:  indigent  care; 
street  people/homeless;  care  of  the 
mentally  ill;  allocation  of  re- 
sources; AIDS;  STD/herpes,  etc.;  or- 
gan transplants;  abortions;  repro- 
ductive issues  (whole  gambit); 
DNR;  and  euthanasia.  It  was  agreed 
that  the  article  would  reflect  the 
clear-cut  moral  issues  involved  and 
further  request  that  physicians  ex- 
press their  opinions  as  to  how  to 
deal  with  these  issues,  e.g.,  edu- 
cational conferences,  publications, 
etc.  A “tear-out”  could  be  included 
to  allow  easy  response. 

If  little  or  no  response  is  gener- 
ated by  the  article,  the  committee 
feels  that  a consideration  to  dis- 
solve would  be  in  order. 


PRISON  HEALTH 
CARE  COMMITTEE 

Robert  H.  DeJamette,  Jr., 
M.D.,  Chairman 

The  Prison  Health  Care  Com- 
mittee continues  under  the 
leadership  of  Dr.  DeJarnette,  and 
met  four  times  during  the  past  year. 
Funding  for  the  program  of  accred- 
itation and  technical  assistance 
conducted  by  this  committee  con- 
tinues through  a contract  with  the 
Georgia  Department  of  Corrections. 
For  the  year  1987-88  the  amount  of 
this  contract  is  $45,744,  paid  in  12 
equal  installments  over  the  fiscal 
year.  This  level  of  funding  is  ex- 
pected to  continue  in  the  ’88  to  ’89 
contract  which  is  currently  being 
developed.  Accreditation  fees  con- 
tinue to  be  collected  for  all  site  vis- 
its conducted. 

Members  of  this  committee  are 
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often  called  upon  to  conduct  site 
visits  for  accreditation  at  both  pris- 
ons and  jails.  During  the  year  there 
were  nine  state  prisons  reviewed  for 
accreditation,  all  being  successful 
in  gaining  reaccreditatiion.  Of  these, 
there  were  two  new  facilities  enter- 
ing the  accreditation  process  for  the 
first  time,  those  being  Leesburg  In- 
stitution in  Leesburg,  Georgia;  and 
“Al”  Burruss  Correctional  Training 
Center  at  Forsyth,  Georgia. 

Local  jails  are  finding  more  dif- 
ficulties in  meeting  the  standards 
than  do  the  prisons.  One  jail  was 
not  reaccredited  upon  site  visit,  but 
does  plan  to  reenter  into  the  ac- 
creditation process  in  July  of  1988. 
During  the  past  year  there  were  three 
jails  visited  for  reaccreditation,  and 
two  are  currently  scheduled  in  the 
next  few  months.  Presently,  there 
are  about  five  jails  about  to  move 
into  new  facilities  which  are  pre- 
paring to  enter  into  the  accredita- 
tion process. 

During  this  past  year  Dr.  De- 
Jarnette  was  appointed  to  the  MAG 
Ad  Hoc  Committee  on  AIDS.  This 
committee  met  several  times 
through  the  summer,  fall  and  early 
winter,  and  produced  a report  rep- 
resenting all  areas  of  concern  to  the 
Medical  Association.  This  report 
supported  the  AMA  position  on 
AIDS.  Testing  of  inmates  for  AIDS 
is  recommended  in  this  report. 

One  member  of  the  committee, 
Charles  A.  Meyer,  Jr.,  M.D.,  of  Au- 
gusta, has  been  appointed  as  rep- 
resentative from  the  Academy  of 
Psychiatry  and  the  Law  to  be  a Board 
member  of  the  National  Commis- 
sion on  Accreditation.  This  ap- 
pointment will  certainly  bring  the 
activities  of  the  National  Commis- 
sion a bit  closer  to  this  committee. 

Dr.  Cassandra  Newkirk,  commit- 
tee member,  has  served  this  past 
year  as  chairperson  for  the  Georgia 
Chapter  of  the  American  Correc- 
tional Health  Services  Association. 
This  committee  and  the  Georgia 
Chapter  cosponsored  the  Fourth 
Symposium  on  Correctional  Health 
Care  in  Georgia,  which  was  held 


February  18-20,  1988  at  the  Atlanta 
Marriott  Hotel  at  Gwinnett  Place. 
Some  very  excellent  programs  were 
presented  during  this  symposium, 
with  the  keynote  speaker  being 
David  C.  Evans,  Commissioner  of 
the  Georgia  Department  of  Correc- 
tions. At  the  awards  breakfast  on 
the  20th  there  were  several  accred- 
itation certificates  presented  to  fa- 
cilities accredited  by  this  commit- 
tee. In  addition,  Dorothy  Parker,  staff 
person,  was  presented  with  a plaque 
“in  recognition  and  appreciation  of 
her  many  contributions  which  have 
set  the  standard  for  quality  correc- 
tional health  care  throughout  the 
State  of  Georgia.”  The  award  was 
presented  to  Dorothy  by  Dr.  New- 
kirk. 

In  October,  1987,  the  committee 
endorsed  the  newly  revised  Georgia 
Jail  Standards  as  those  standards 
which  will  be  used  for  accreditation 
of  Georgia  jails  by  this  committee. 
These  are  the  same  set  of  standards 
developed  last  year  by  the  Depart- 
ment of  Community  Affairs  Com- 
mission to  Revise  Jail  Standards,  on 
which  Dr.  DeJarnette  served.  In  Jan- 
uary, 1988,  the  committee  unani- 
mously decided  to  endorse  the  Na- 
tional Commission  Standards  on 
Prison  Health  Care  to  use  as  their 
standards  for  accreditation  of  Geor- 
gia prisons.  These  standards  will  be 
voluntary  during  the  balance  of 
1 988,  but  mandatory  beginning  Jan- 
uary 1,  1989.  It  is  expected  that  this 
year  will  begin  some  activity  work- 
ing with  accreditation  of  juvenile  in- 
stitutions in  Georgia.  This  commit- 
tee has  endorsed  the  work  of  the 
Adolescent  Committee  of  the  Amer- 
ican Academy  of  Pediatrics,  who 
has  just  completed  a study  of  Geor- 
gia juvenile  institutions  and  made 
recommendations  to  the  Gover- 
nor’s Coordinating  Council. 

Unfortunately,  in  February  of  this 
year,  the  committee  experienced  the 
loss  of  one  if  its  very  devoted  mem- 
bers, Henry  (Hank)  A.  Robinson, 
Jr.,  M.D.  He  was  presented  with  a 
MAG  certificate  of  appreciation  and 
a Resolution  unanimously  passed 


by  the  MAG  Committee  on  Prison 
Health  Care  at  its  January  31,  1988 
meeting,  just  a few  days  before  his 
passing.  Committee  members, 
Floyd  A.  Bliven,  Jr.,  M.D.,  and 
Charles  A.  Meyer,  Jr.,  M.D.,  both  of 
Augusta,  Georgia,  presented  these 
tributes  to  Dr.  Robinson.  Dr.  Robin- 
son was  a retired  Army  Colonel  and 
was  laid  to  rest  at  Arlington  Na- 
tional Cemetary  on  February  17, 
1988,  with  full  military  honors.  Dur- 
ing the  seven  years  of  his  member- 
ship on  this  committee,  he  was 
highly  regarded  by  his  colleagues 
for  his  leadership  in  the  field  of  cor- 
rectional medicine. 

This  committee  appreciates  the 
support  given  by  MAG  and  respect- 
fully submits  this  report  as  infor- 
mation on  the  progress  experi- 
enced during  the  past  year. 


SCIENTIFIC 

ASSEMBLY 

COMMITTEE 

Roland  S.  Summers,  M.D. 

Our  recent  Scientific  Assembly, 
held  last  November  in  At- 
lanta, was  another  successful  ef- 
fort. 

We  had  772  registrants  — a little 
off  from  our  previous  (1985)  meet- 
ing, but  certainly  a good  showing 
for  the  eleven  specialty  society 
meetings  held  during  our  weekend. 
A specialty-by-specialty  breakdown 
of  registration  is  below: 

Attendance  by  Specialty 


Allergy  and  Immunology 47 

Chest  Disease  56 

Neurology 49 

Neurosurgery 37 

Obstetrics-Gyncology  73 

Ophthalmology 82 

Otolaryngology  31 

Pathology  144 

Plastic  Surgery  22 

Psychiatry  121 

Surgery 1 10 


772 
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We  are  especially  pleased  that  the 
income  from  our  registration  fees 
and  a modest  commercial  exhibit 
area  not  only  offset  our  direct  out- 
of-pocket  expenses  payments  to 
participating  specialty  societies, 
publicity,  hotel,  audio  visuals,  etc.), 
but  went  significantly  toward  help- 
ing to  pay  MAG’s  indirect  costs  such 
as  staff  time. 

Once  more,  our  attendees  over- 
whelmingly expressed  their  liking 
of  the  Ritz-Carlton  Buckhead  Hotel, 
so  we  will  meet  there  again  this  fall, 
November  11-13. 

Thank  you  for  your  support  of  our 
efforts. 


COMMITTEE  ON 
SPECIALTY 
SOCIETY 
RELATIONS 

Ellis  B.  Keener,  M.D., 
Chairman 

The  Committee  on  Specialty  So- 
ciety Relations  met  once  dur- 
ing the  past  year.  Fourteen  of  the 
specialty  societies  were  repre- 
sented. In  addition  the  Committee 
has  carried  on  extensive  corre- 
spondence and  telephone  com- 
munications with  all  of  the  26  med- 
ical specialty  societies  that 
comprise  the  makeup  of  the  Com- 
mittee. 

The  principal  business  of  the 
Committee  during  the  1987-88  year 
has  been  to  address  the  question 
of  a possible  merger,  or  reunifica- 
tion, of  the  spring  meeting  of  the 
House  of  Delegates  and  the  fall 
meeting  of  the  Scientific  Assembly 
into  a single  Annual  Session,  more- 
or-less  as  it  existed  prior  to  1974. 

Inasmuch  as  the  Scientific  As- 
sembly is  a forum  of  the  specialty 
societies  it  was  clear  to  the  Com- 
mittee that  the  level  of  participation 
by  the  specialty  societies  was  crit- 
ical to  the  success  of  a merger.  It 
was  also  known  that  several  of  the 


specialties  who  meet  regularly  at 
the  Scientific  Assembly  consider 
that  meeting  to  be  their  Annual 
Meeting.  To  change  the  meeting 
date  of  the  Scientific  Assembly,  or 
to  attach  other  meetings  and  activ- 
ities to  it  could  have  a serious  im- 
pact on  the  established  Scientific 
Assembly. 

Because  of  the  foregoing,  the 
Specialty  Society  Relations  Com- 
mittee made  a strong  effort  to  meas- 
ure, as  accurately  as  they  could,  the 
extent  to  which  we  could  expect 
specialty  societies  to  cooperate  with 
a merger  that  might  result  in  a dif- 
ferent date  for  the  Scientific  Assem- 
bly and  possibly  a different  format. 

Twenty-three  (23)  of  the  twenty- 
six  (26)  specialties  responded  to  the 
committee’s  efforts  to  get  a feel  for 
the  level  of  specialty  society  partic- 
ipation in  a merged  House-Scien- 
tific Assembly  meeting. 

The  majority  opinion  expressed 
was  to  leave  the  two  meetings  sep- 
arate. Most  of  the  specialty  socie- 
ties had  established  their  meeting 
patterns  following  the  separation  of 
the  House  and  Scientific  Assembly 
in  1974  to  accommodate  their  own 
needs  and  scheduled  so  as  not  to 
conflict  with  their  national  organi- 
zations. The  study  revealed  very  lit- 
tle interest  in  seeing  the  two  sep- 
arate meetings  merged  into  a single 
Annual  Session.  The  results  of  the 
Committee’s  study  was  duly  re- 
ported to  the  Board  of  Directors  at 
the  meeting  on  February  20,  1988. 

Medical  specialty  societies  con- 
tinue to  grow  as  vibrant,  involved 
and  articulate  representatives  of 
their  respective  groups.  They  rep- 
resent, perhaps,  the  fastest  growing 
segment  in  all  of  organized  medi- 
cine. They  should  be  recognized  as 
full  partners  by  the  Medical  Asso- 
ciation of  Georgia  as  soon  as  pos- 
sible and  in  the  most  meaningful 
way  possible. 

I want  to  thank  all  the  represent- 
atives of  the  specialty  societies  for 
their  participation  in  the  business 
of  the  Committee  and  through  them 
to  convey  our  collective  apprecia- 


tion to  the  specialty  societies  for  the 
support  they  have  given  to  the  Med- 
ical Association  of  Georgia  and  to 
organized  medicine  throughout  the 
State. 


TRUSTEE 

ADVISORY 

COMMITTEE 

Cyler  D.  Gamer,  M.D., 
Chairman 

Last  year  we  completed  conver- 
sion of  the  MAG  Retirement 
Plan  to  a more  predictable  money 
purchase  pension  plan.  This  con- 
version had  the  dual  effect  of  ben- 
efiting our  employees  while  limit- 
ing MAG’s  financial  liability  should 
investment  earnings  not  meet  ex- 
pectations considering  recent  de- 
velopments in  securities  markets. 
This  change  has  proven  timely. 

This  new  plan  will  provide  em- 
ployees a choice  of  investments  to 
meet  their  individual  needs.  How- 
ever, the  new  plan  does  not  place 
MAG  at  risk  beyond  the  annual  con- 
tribution of  8%  of  eligible  employ- 
ees’ salaries.  This  is  a significant 
change  from  the  previous  retire- 
ment plan  and  safeguards  the  as- 
sets of  the  Association. 


AD  HOC 
COMMITTEE  ON 
ALTERNATIVE 
SOLUTIONS  TO 
NURSING  CARE 
CRISIS 

Joseph  P.  Bailey,  Jr., 
M.D.,  Chairman 

At  the  request  of  the  MAG  Board 
of  Directors,  the  Executive 
Committee  appointed  this  commit- 
tee November  16,  1987  with  the  fol- 
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lowing  charge: 

“This  Committee  is  established 
to  evaluate  possible  solutions  to  the 
crisis  created  by  deficiencies  in  the 
provision  of  nursing  care  in  Geor- 
gia. Its  recommendations  will  be 
submitted  to  the  appropriate  MAG 
authority  for  approval  and  subse- 
quent implementation.” 

There  is  no  question  that  a nurs- 
ing care  crisis  exists  in  Georgia, 
particularly  in  Georgia  hospitals. 
The  reasons  are  many  — e.g., 
change  in  nursing  education;  de- 
cline in  nursing  school  enrollment; 
alternative  positions  available  in 
nursing,  medicine  and  business; 
increased  intensity  of  hospital  serv- 
ices; etc. 

The  committee  recognizes  that 
nursing  may  be  represented  by  a 
number  of  different  organizations. 
Every  entity  involved  with  nursing 
seems  to  be  concerned  and  trying 
to  develop  ways  to  address  the  myr- 
iad of  issues  involved.  Options  vary 
depending  on  local  factors. 

The  committee  recommended, 
and  both  the  Executive  Committee 
and  Board  approved  the  following 
actions: 

1.  That  the  MAG  and  the  GHA 
conduct  a nursing  care  crisis  con- 
ference, invitees  to  include  a phy- 
sician, nurse  and  administrative 
representative  from  each  Georgia 
acute  care  hospital. 

It  is  recommended  that  this  con- 
ference be  held  as  soon  as  possible 
(between  now  and  spring)  in  Ma- 
con. 

The  letter  of  invitation  would  re- 
quest that  each  hospital  provide 
statistics  relative  to  its  facility:  num- 
ber of  physicians  in  hospital;  num- 
ber empty;  turnover;  cost  of  nursing 
care;  specific  problems;  ways  they 
are  dealing  with  them. 

2.  That  the  MAG  write  a letter  to 
the  Governor  requesting  that  he  ap- 
point a multi-disciplinary  task  force 
composed  of  representatives  from 
RNs,  LPNs,  hospitals,  physicians, 
Board  of  Nursing,  and  educators 
(Board  of  Regents  and  Post  Sec- 
ondary Education)  to  look  at  all  as- 


pects of  the  nursing  care  crisis  and 
develop  ways  to  work  together  to 
resolve  current  and  future  prob- 
lems. 

Subsequent  to  these  actions,  it 
was  learned  that  the  Georgia  Hos- 
pital Association  (GHA)  conducted 
a similar  type  meeting  in  October 
’87  and  has  plans  to  hold  three  re- 
gional conferences  relating  to  nurs- 
ing care  the  latter  part  of  April  ’88. 
At  the  time  of  this  report,  consid- 
eration is  being  given  to  the  pos- 
sibility of  MAG  cosponsoring  the  re- 
gional conferences  in  lieu  of  the 
statewide  meeting.  It  is  not  clear  at 
this  time  if  these  regional  confer- 
ences will  sufficiently  address  the 
concerns  of  the  MAG. 


AD  HOC 
COMMITTEE  ON 
LIAISON  WITH 
GEORGIA 
OSTEOPATHIC 
MEDICAL 
ASSOCIATION 

Alexander  H.  S.  Weaver, 
M.D.,  Chairman 

This  committee  has  not  meet  this 
year. 

The  Georgia  Osteopathic  Medi- 
cal Association  would  like  the  com- 
mittee to  continue  as  an  existing 
forum  to  address  mutual  issues  as 
they  may  arise. 


IMPAIRED 

PHYSICIANS 

OVERSIGHT 

COMMITTEE 

William  R.  Hardcastle, 
M.D.,  Chairman 

The  1987  House  of  Delegates 
created  the  Impaired  Physi- 
cians Oversight  Committee  as  an 
Ad  Hoc  Committee  of  the  Board  of 
Directors  to  evaluate  the  contin- 
uation and  direction  of  the  Im- 
paired Physicians  Program.  Specif- 
ically the  Oversight  Committee  was 
directed  to  present  a report  to  the 
Board  of  Directors  concerning  the 
following  matters: 

a)  The  need  for  a permanent  over- 
view committee  to  evaluate  the 
on-going  Impaired  Physicians 
Program; 

b)  The  need  for  program  enhance- 
ments including  employment  of 
a full-time  Medical  Director; 

c)  Other  possible  sources  of  fund- 
ing including  designating  a por- 
tion of  physician  licensure  fees, 
payments  and/or  donations  by 
institutions  treating  impaired 
physicians,  and  solicitation  of 
voluntary  contributions; 

d)  The  finances  of  the  entire  Pro- 
gram including  those  of  all  re- 
lated organizations  such  as  the 
Caduceus  Foundation;  and 

e)  Any  and  all  other  matters  af- 
fecting the  continued  operation, 
direction  and  management  of 
this  worthwhile  Program. 

From  the  outset  it  was  clear  that 
there  has  been  a great  deal  of  mis- 
understanding surrounding  the  op- 
eration of  the  Impaired  Physicians 
Program.  Past  misunderstandings 
were  further  complicated  when 
G.  Douglas  Talbott,  M.D.,  an- 
nounced that  his  group  practice, 
Georgia  Alcohol  & Drug  Associates 
(GAD A),  would  be  leaving  Ridge- 
view  Institute  early  in  1988  to  start 
an  independent  treatment  facility  in 
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Atlanta.  GADA  has  had  the  respon- 
sibility for  implementing  and  main- 
taining the  Impaired  Physicians 
Program  for  MAG,  reporting  admin- 
istratively to  the  Impaired  Physi- 
cians Committee  chaired  by  Ed- 
ward R.  Waits,  M.D. 

Realizing  the  Program  is  in  a state 
of  flux,  the  Oversight  Committee  felt 
it  appropriate  to  concentrate  on  fu- 
ture needs  as  opposed  to  rehashing 
past  points  of  contention.  Accord- 
ingly the  full  Oversight  Committee 
met  twice  and  various  Committee 
members  and  MAG  staff  met  on  sev- 
eral other  occasions  to  collect  req- 
uisite information. 

As  background,  GADA  provided 
the  following  information  concern- 
ing past  activities  of  the  Program: 

1)  Almost  100%  of  physicians 
completing  treatment  have  re- 
turned to  “useful  practice.” 

2)  In  the  last  three  years  481  phy- 
sicians and  38  D.O.s  have  been 
treated  through  the  Program. 

3)  Of  this  group  approximately 
12.5%  were  from  Georgia. 

4)  Currently,  two  M.D.s  are  in  ac- 
tive treatment,  with  51  in  After- 
care. 

5)  Regarding  the  $50,000  budgeted 
by  MAG  last  year  a rough  break- 
down would  show  $18,000  for 
part-time  Medical  Director, 
$12,000  for  group  counselors  in 
Aftercare,  $14,000  for  counse- 
lors in  Education  & Training, 
$4,290  in  clerical  costs  and 
$1,710  for  miscellaneous  items. 
All  payments  for  personnel  were 
made  to  GADA  employees  and 
associates. 

6)  Although  we  were  not  able  to 
collect  an  exact  count,  most  pa- 
tients were  treated  through 
Ridgeview  and  GADA  although 
there  are  nine  treatment  facili- 
ties approved  in  Georgia. 

The  Oversight  Committee  was 
impressed  by  the  reported  success 
rate  of  the  Program.  Also,  the  Im- 
paired Physicians  Committee  vol- 
unteers should  be  commended  for 
the  amount  of  time  they  have  de- 


voted to  this  Program.  The  hours 
involved  are  worthy  of  note. 

Perhaps  as  a result  of  the  increas- 
ing demands  placed  upon  these 
volunteers,  the  Impaired  Physicians 
Committee,  chaired  by  Dr.  Ed  Waits, 
has  recommended  the  employment 
of  a Medical  Director  housed  at 
MAG.  Under  this  proposal  the  Med- 
ical Director  would  have  five  major 
duties: 

A.  Identification  and  verification  of 
impaired  physicians  to  improve 
the  “penetration”  rate; 

B.  Coordination  of  medical  inter- 
ventions; 

C.  Assessment  of  appropriate  treat- 
ment and  placement  in  selected 
facilities; 

D.  Re-entry  monitoring  after  phy- 
sician returns  to  practice;  and 

E.  Solicitation  of  funding  for  the 
Program. 

Regarding  funding  for  this  new 
proposal,  a budget  of  $50,000  is  re- 
quested by  the  Impaired  Physicians 
Committee  for  fiscal  year  1988-1989. 
This  would  provide  for  hiring  a 
Medical  Director  November  1,  1988, 
a secretarial  position,  payments  to 
group  counselors,  travel  & miscel- 
laneous expenses.  Until  November 
1,  GADA  and  the  Impaired  Physi- 
cians Committee  would  volunteer 
services.  This  level  of  funding  does 
not,  however,  include  payment  by 
MAG  for  professional  liability  cov- 
erage for  the  Medical  Director  nor 
MAG  as  the  sponsoring  organiza- 
tion. 

During  the  fiscal  year  beginning 
June  1,  1989,  the  funding  require- 
ment would  increase  to  $85,000  to 
$95,000  (excluding  liability  cover- 
age) assuming  the  Medical  Director 
continues  to  draw  a salary  of  only 
$40,000.  During  subsequent  years, 
funding  requirements  will  ap- 
proach $200,000  annually  under  the 
Impaired  Physicians  Committee’s 
proposal. 

The  Impaired  Physicians  Com- 
mittee would  propose  funding  these 
costs  based  upon  an  annual  $50,000 
contribution  from  MAG  and  a sur- 


charge placed  upon  physician  li- 
censure fees  if  approved  by  the  State 
Legislature.  Alternative  sources 
proposed  by  the  Impaired  Physi- 
cians Committee  include  assessing 
treatment  facilities  although  this 
idea  has  not  proved  feasible  in  the 
past.  Additionally,  solicitation  of 
grants  from  other  groups  such  as 
liability  insurance  companies  have 
been  suggested. 

With  this  background,  it  is  ap- 
propriate to  address  specifically  the 
five  items  which  comprise  the 
Oversight  Committee  charge: 

a)  Need  for  Permanent  Overview 
Committee  — It  was  the  con- 
sensus of  the  members  that  the 
Oversight  Committee  should 
continue  if  a Medical  Director  is 
hired.  Should  a Medical  Director 
not  prove  a viable  alternative,  the 
Oversight  Committee  should  not 
be  reappointed. 

b)  Need  for  Program  Enhance- 
ments Including  Employment  of 
a Full-time  Medical  Director  — 
This  item  resulted  in  extensive 
discussion  among  Committee 
members  as  well  as  members 
of  the  Impaired  Physicians 
Committee.  Basically  of  the  5 
members  of  the  Oversight  Com- 
mittee present  at  the  last  meet- 
ing, a vote  of  3 to  2 was  in  favor 
of  employment  of  a Medical  Di- 
rector. 

The  three  members  voting  for 
the  Medical  Director  felt  this  ap- 
proach was  the  best  way  for 
MAG  to  insure  the  proper  direc- 
tion of  the  Program.  This  ap- 
proach was  viewed  as  the  only 
hope  to  convince  treatment  fa- 
cilities to  help  fund  the  cost  as- 
sociated with  the  program  en- 
hancements. 

These  members  stated  that  if  a 
Medical  Director  is  approved, 
he/she  should  be  employed  by 
MAG  considering  recommen- 
dations from  the  Impaired  Phy- 
sicians Committee.  These 
members  also  expressed  the 
desire  for  a better  definition  of 
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the  Medical  Director’s  function 
and  responsibilities. 

The  two  members  opposed  to 
MAG’s  hiring  a Medical  Director 
cited  their  concern  for  MAG  be- 
coming too  heavily  involved  in 
the  practice  of  psychiatry.  Ad- 
ditionally, these  members  were 
concerned  about  future  funding 
sources  to  pay  for  the  proposed 
enhancement  and  felt  other  al- 
ternatives are  available  to  con- 
tinue the  Program. 

In  fact,  all  members  present  ex- 
pressed the  realization  that 
$50,000  required  for  7 months 
of  operation  in  1988-1989  was 
only  the  “tip  of  the  iceberg”  and 
that  costs  could  reach  $200,000 
annually  within  two  years.  Since 
outside  funding  is  not  assured 
at  this  point,  it  might  be  impru- 
dent to  commit  MAG  too  quickly 
to  a proposal  which  could  re- 
quire an  additional  $30  dues  in- 
crease (above  the  current  $10 
required  to  provide  $50,000  in 
funding). 

Until  such  time  that  details  be- 
come more  certain,  the  Over- 
sight Committee  hopes  the  Im- 
paired Physicians  Committee 
will  continue  to  coordinate  the 
Program.  Some  alternatives  dis- 
cussed at  the  meetings  are  in- 
cluded in  (e)  below, 

c)  Evaluation  of  Funding  Scores  — 
The  Oversight  Committee  was 
unanimous  in  questioning 
whether  a substantial  MAG  dues 
increase  would  be  feasible  to 
fund  the  proposed  Medical  Di- 
rector. The  Committee  also  ex- 
pressed reservations  concern- 
ing a license  fee  surcharge  since 
there  would  be  no  guarantee  the 
State  Legislature  would  appro- 
priate required  funds. 

The  Committee  felt  the  most  log- 
ical source  of  funding  would  be 
institutions  involved  in  treat- 
ment. The  following  is  an  aver- 
age example  of  the  level  of  cur- 
rent charges  to  a physician 
completing  the  Program  through 
Ridgeview  Institute: 


29  days  Inpatient 
Treatment  $11,000 

Psychiatric  Evaluation  600 
Coverage  from  GADA  3,300 
Caduceus  Outpatient 
Recovery  2,400 

S.A.F.E.  Center  3,800 

TOTAL  COST:  $21,180 

An  objective  Medical  Director 


housed  at  MAG  might  help  con- 
vince institutions  of  the  appro- 
priateness of  paying  the  cost  of 
coordinating  the  Program.  In  any 
case,  the  Committee  felt  that  in 
the  past  certain  treatment  facil- 
ities have  substantially  bene- 
fited from  MAG’s  Program  and 
should  help  pay  the  cost  of  pro- 
gram enhancements. 

d)  Finances  of  Entire  Program  — 
Due  to  the  proposed  changes  in 
direction  of  the  Program,  the 
Committee  did  not  delve  into 
past  financial  arrangements  be- 
yond that  discussed  earlier  in 
this  report. 

e)  Other  Considerations  — There 
was  a consensus  of  opinion  that 
the  Impaired  Physicians  Pro- 
gram should  continue;  however, 
there  were  numerous  ideas  as 
to  how  the  Program  should  be 
coordinated  in  the  future.  The 
Committee  did  not  feel  the  Pro- 
gram would  necessarily  end  be- 
cause a Medical  Director  is  not 
appointed.  Some  of  the  alter- 
natives presented  at  Committee 
meetings  follow  and  are  not 
necessarily  mutually  exclusive. 
One  proposal  would  envision 
increased  coordination  at  the 
MAG  staff  level.  This  might  en- 
tail utilizing  members  of  the  Im- 
paired Physicians  Committee 
promoting  the  Program  around 
the  state  and  discussing  ways  to 
receive  treatment.  A MAG  staff 
member  would  be  on  call  to  ar- 
range interventions  and  direct 
physicians  needing  treatment 
and  their  families  to  appropriate 
physicians  or  facilities. 

Under  this  plan,  the  Impaired 
Physicians  Committee  might  be 
provided  funding  to  develop  an 


educational  presentation,  a 
statewide  network  of  physicians 
willing  to  perform  interventions, 
monitor  aftercare,  and  the  like. 
The  Impaired  Physicians  Com- 
mittee currently  apprised  of  29 
members  would  take  a more  ac- 
tive role  utilizing  the  resources 
available  throughout  the  state. 
Another  suggestion  would  in- 
clude aspects  of  the  previous  al- 
ternatives along  with  the  estab- 
lishment of  a loan  fund  to  help 
physicians  in  need  of  treatment. 
Such  loan  funds  would  antici- 
pate repayment  once  the  phy- 
sician returns  to  active  practice. 
The  loan  fund  could  be  admin- 
istered by  the  Impaired  Physi- 
cians Committee. 

Another  possibility  would  be 
simply  to  provide  funding  to  a 
particular  treatment  facility  or 
group  of  facilities  to  coordinate 
the  program  under  the  auspices 
of  the  MAG  Impaired  Physicians 
Committee.  Essentially,  the  cur- 
rent Program  has  worked  in  this 
respect  with  some  attempt  to  al- 
low treatment  in  other  institu- 
tions in  the  state. 

A corollary  to  this  would  be  to 
identify  a group  practice  inter- 
ested in  coordinating  the  Pro- 
gram again  under  the  auspices 
of  the  Impaired  Physicians  Com- 
mittee. This  would  alleviate  the 
concern  for  MAG  becoming  too 
actively  involved  in  direct  iden- 
tification and  treatment  of  phy- 
sicians needing  help. 

In  summary,  and  perhaps  ex- 
pectedly, the  Oversight  Committee 
experienced  a diversity  of  opinion 
among  its  members.  Continuation 
of  MAG’s  efforts  to  help  physicians 
in  need  of  care  was  not,  however, 
a point  of  contention.  On  a 3 to  2 
vote  the  Committee  recommends 
employment  of  a Medical  Director 
with  the  proviso  that  appropriate 
funding  sources  can  be  found  to 
cover  this  Program  enhancement. 
A number  of  alternatives  were  dis- 
cussed which  might  at  a minimum 
provide  an  interim  plan  while  other 
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details  are  evaluated  and  funding 
sources  “tied  down.” 

As  Chairman,  1 would  like  to 
thank  the  members  of  the  Oversight 
Committee  who  have  considered  an 
extremely  emotional  and  important 
issue  for  the  physicians  of  Georgia. 
Members  of  the  Committee  are: 
William  H.  Biggers,  M.D.;  Rupert 
H.  Bramblett,  M.D.;  Mark  Coppage, 
M.D.;  Dave  M.  Davis,  M.D.;  James 
S.  Goodlet,  M.D.;  Bob  G.  Lanier, 
M.D.;  Dan  B.  Stephens,  M.D. 

Finally,  on  behalf  of  the  Over- 
sight Committee  I wish  to  thank 
those  physicians  who  have  been  in- 
strumental in  guiding  MAG’s  Im- 
paired Physicians  Program  since  its 
inception. 


AD  HOC  MAG  IPA/ 
HMO  STUDY 
COMMITTEE 

Richard  W.  Cohen,  M.D., 
Chairman 

The  MAG  IPA/HMO  Study  Com- 
mittee was  established  by  the 
1986  House  of  Delegates.  The  Com- 
mittee is  charged  with  the  respon- 
sibility of  studying  and  reporting  on 
the  activities  and  finances  of  the 
MAG  IPA/HMO.  In  this  regard,  the 
Committee  evaluated  the  progress 
of  the  IPA  and  HMO  in  accomplish- 
ing the  goals  and  objectives  im- 
plicit in  the  authorization  passed 
during  the  1985  Annual  Session. 

From  an  historical  perspective,  a 
Special  Session  of  the  House  of 
Delegates  was  convened  in  Octo- 
ber 1984  to  address  MAG’s  role  vis- 
a-vis  the  proliferation  of  Alternative 
Delivery  Systems  in  Georgia.  At  that 
time  it  was  apparent  that  HMO’s 
were  beginning  to  establish  a mar- 
ket base  in  the  state.  More  impor- 
tantly, it  was  apparent  that  other 
forms  of  alternative  systems  — 
PPO’s,  indemnity  plans  with  strin- 
gent managed  care  components, 


and  the  like  — were  on  the  verge 
of  spreading  throughout  the  state  as 
major  insurors  moved  toward  of- 
fering “triple  option”  products,  i.e., 
indemnity  plans  packaged  with  an 
HMO  and  other  managed  care 
products  such  as  PPOs. 

The  questions  before  the  House 
was  the  manner  in  which  MAG 
should  respond  to  the  perceived 
threats  that  alternative  delivery  sys- 
tems placed  upon  physicians’  abil- 
ity to  practice  quality  medical  care 
for  the  good  of  Georgia  patients.  In 
addressing  this  question  the  House 
considered  the  financial  and  ad- 
ministrative resources  required  un- 
der various  proposals.  And  the 
House  debated,  at  length,  the  phil- 
osophical aspects  of  such  propos- 
als. 

All  of  this  debate  centered  upon 
prognostications  of  future  devel- 
opments with  the  realization  that  if 
“one’s  worse  fears  materialized”  in- 
dividual physicians  would  be  at  the 
mercy  of  large  insurors  and  for-profit 
health  chains.  Virtually  none  of  the 
Delegates  was  supportive  of  the 
changes  adversely  impacting  tra- 
ditional modes  of  medical  care  de- 
livery. It  was  apparent  to  the  House 
that  some  action  was  required  to 
preserve  the  quality  of  care  deliv- 
ered, and  to  insure  organized  phy- 
sician input  into  the  emerging 
trends. 

As  a result  of  the  Special  Session, 
a business  plan  was  introduced  at 
the  regular  House  meeting  in  April 
1985.  After  lengthy  debate,  the 
House  approved  establishment  of  a 
MAG-sponsored  IPA  with  a separate 
health  insurance  component  or 
HMO.  Basically,  the  House  ap- 
proved a plan  designed  to  give  phy- 
sicians a voice  in  the  way  medical 
care  is  delivered  in  Georgia. 

Since  that  time  MAG  has  devel- 
oped an  IPA,  Georgia  Physicians 
Health  Network  (GPHN),  with  some 
2,400  physician  members.  Surpris- 
ingly, almost  65%  of  these  mem- 
bers are  outside  the  Atlanta  area. 
Also,  in  January  1986,  the  Georgia 
Health  System  (GHS)  — the  HMO 


component  — was  granted  the  first 
statewide  license  in  Georgia.  Col- 
lectively, GPHN  and  GHS  are  known 
as  the  Georgia  Health  Network 
(GHN).  For  clarity,  the  terms  IPA 
and  HMO  will  be  used  in  the  re- 
mainder of  this  report  as  appropri- 
ate since  these  are  two  distinct  and 
separate  entities. 

It  is  important  to  remember  that 
the  IPA  is  the  key  or  “center  piece” 
of  MAG’s  sponsored  activities.  The 
IPA  is  the  entity  with  the  greatest 
potential  to  meet  the  goals  and  OB- 
JECTIVES implicit  in  the  House’s 
actions. 

The  basic  tenets  of  the  IPA  and 
HMO  can  be  summarized  as  fol- 
lows: 

— Maintenance  of  physician  input 
in  all  professional  aspects  of 
medical  care  delivered  to  Geor- 
gia patients; 

— The  provision  of  quality  medi- 
cal care  to  Georgia  residents; 

— Opposition  to  payment  mech- 
anisms which  do  not  provide 
proper  incentives  for  quality  care 
such  as  individual  physician 
capitation,  overly  restrictive 
gatekeeper  systems,  and  across- 
the-board  fee  discounts  or  dis- 
counts disguised  as  withholds; 

— Preservation  of  those  aspects  of 
traditional  medical  practice  to 
which  physicians  are  dedicated 
within  changing  market  condi- 
tions; 

— Establishment  of  an  organiza- 
tion with  wide  appeal  among 
physicians  that  will  become  the 
example  of  contractual  princi- 
ples for  all  alternative  delivery 
systems. 

As  we  reported  last  year,  we  have 
seen  growing  dissatisfaction  among 
patients  and  physicians  with  HMO’s 
and  with  “managed  care”  in  gen- 
eral. Some  would  argue  that  this 
will  lead  to  a return  to  traditional 
delivery  systems.  It  may  well  be  that 
HMO’s  proliferation  subsides,  but 
the  odds  are  that  they  will  retain  a 
place  in  the  market  (10-15%),  with 
PPO’s  in  various  nuances,  and  in- 
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demnity  insurance  under  strict 
managed  care  arrangements  cap- 
turing the  remainder  of  the  market. 

In  a special  report  entitled 
“Health  Care  Outlook  for  1988  — 
Turnaround”  by  Russell  C.  Coile, 
Jr.,  the  following  two  statements 
appear  applicable  to  our  current  sit- 
uation: 

“The  battle  is  far  from  over,  but 
PPOs  pulled  ahead  of  Health 
Maintenance  Organizations  in 
enrollment  in  1987  and  will 
broaden  the  gap  in  1988,”  and 
“Managed  care  is  rapidly  over- 
whelming all  payment  ap- 
proaches. All  buyers  will  manage 
their  care.  At  the  moment,  HMOs 
are  dead  in  the  water.  After  three 
years  of  bruising  competition, 
fewer  than  half  of  all  HMOs  are 
profitable.” 

These  changes  could  severely  im- 
pact our  ability  to  practice  in  the 
best  interest  of  our  patients.  Phy- 
sicians must  have  a strong  voice  in 
the  development  of  acceptable 
contractual  relationships  with  these 
plans  to  assure  fair  treatment  for 
both  the  patient  and  physician. 

We  have  seen  carriers  offer  con- 
tracts to  physicians  with  across-the- 
board  fee  discounts.  We  have 
watched  “withholds”  become  dis- 
counts and  the  physicians  lose  faith 
in  promises  that  withheld  fees  will 
be  repaid.  We  have  witnessed  hos- 
pitals propose  PPO’s  allowing  par- 
ticipation by  only  a small  portion 
of  physicians  on  staff. 

We  have  seen  physician  fees 
capped  at  ever  increasing  percen- 
tile levels.  We  expect  more  HMO’s 
to  move  to  physician  capitation  and 
to  tighten  utilization  review  criteria 
which  could  adversely  affect  the 
quality  of  medical  care.  We  have 
heard  more  and  more  talk  of  the 
use  of  “gatekeeper”  systems  to  re- 
strict freedom  of  patient  choice. 

In  short,  the  fears  which  lead  to 
the  House’s  action  in  1985  have 
materialized  and  will  continue  to 
become  more  and  more  prevalent. 
MAG’s  IPA  is  postured  to  help  main- 


tain physician  control  in  critical 
areas  of  medical  practice.  As  you 
will  see  in  the  remainder  of  this  re- 
port, Georgia  Physicians  Health 
Network  (the  IPA)  activities  — be- 
yond its  relationship  with  MAG’s 
captive  HMO,  Georgia  Health  Sys- 
tem (GHS)  — have  not  been  easy 
and  could  not  be  termed  an  “over- 
night” success  on  paper.  However, 
the  IPA  is  taking  steps  toward  ac- 
complishing its  goal  of  protecting 
those  aspects  of  medical  practice 
to  which  Georgia  physicians  are 
dedicated. 

HMO  Activities 

S.  William  Clark,  Jr.,  M.D.,  in  the 
February  issue  of  the  Journal  of  the 
MAG,  made  the  following  an- 
nouncement: 

“After  careful  analysis  of  the 
group  health  insurance  market, 
the  capital  position  of  the  HMO, 
and  much  soul-searching,  the 
Board  of  Directors  of  the  HMO 
voted  to  non-renew  all  existing 
insurance  accounts  as  of  Decem- 
ber 31,  1987.  . . . This  does  not 
mean  that  the  HMO  is  out  of  busi- 
ness. . . .” 

Effectively,  this  announcement 
stated  that  the  HMO  has  been 
“mothballed.”  It  is  important  to  state 
at  the  outset  that  this  decision, 
though  regrettable,  was  wise,  pru- 
dent, and  courageous.  The  reasons 
for  the  decision  are  numerous  and 
need  to  briefly  be  touched  upon. 

There  are  certain  realities  in  At- 
lanta, as  well  as  in  the  State  of  Geor- 
gia, with  respect  to  HMO  activities. 
These  realities  boil  down  to  the  fact 
that  our  HMO  was  running  high 
costs  for  medical  care,  combined 
with  low  demand  for  our  services, 
plus  high  utilization  by  patients, 
plus,  because  of  the  small  number 
of  covered  lives,  we  had  a dispro- 
portional  number  of  high-risk  pa- 
tients and  catastrophic  cases.  Add 
to  this,  relatively  thin  capitalization 
at  the  outset,  as  well  as  an  ex- 
tremely competitive  HMO  pricing 
market,  leading  to  a basic  under- 


pricing of  all  HMO’s  as  well  as 
Georgia  Health  Network,  and  the  net 
effect  was  impending  financial  dis- 
aster. 

The  choices  were  1)  to  accept  the 
above,  continue  on,  and  become 
insolvent  within  the  next  twelve 
months;  or  2)  to  increase  premiums 
to  a point  where  we  could  break 
even  and  cover  expenses  on  paper 
and  thus  further  limit  the  attractive- 
ness of  our  HMO;  or  3)  to  success- 
fully bid  on  several  potential  state- 
wide contracts  with  utilization  levels 
built  at  such  a low  level  that  they, 
too,  would  have  been  losing  prop- 
ositions; or  4)  to  consider  selling 
individual  packages  which  would 
further  attract  high-risk  groups  with 
continued  catastrophic  problems; 
or  5)  The  last  option  would  have 
been  to  go  into  the  Atlanta  metro- 
politan area  market  to  compete  with 
deep  pockets  far  greater  than  ours 
and,  thus,  assure  nothing  less  than 
financial  disaster. 

The  only  realistic  alternative  after 
considering  the  options  was  to 
“mothball”  the  HMO  and  to  wait  for 
a brighter  day.  We  still  have  an  HMO 
license,  and  it  is  the  only  statewide 
HMO  license.  Having  “mothballed” 
the  HMO  there  are  no  on-going  ex- 
penses referable  to  the  HMO,  and 
we  can  wait  for  a brighter  day  when 
prices  have  stabilized  at  a more  re- 
alistic premium  level  and,  in  ad- 
dition, look  for  an  opportunity  to 
increase  our  capital  base. 

Notwithstanding  our  experiences 
in  the  health  insurance  business,  it 
is  clear  that  much  good  has  come 
from  the  HMO  activity.  Many  may 
question  where  the  silver  lining 
could  be,  but  the  realities  are  that 
the  physicians  of  the  State  of  Geor- 
gia have  come  together,  have 
formed  under  one  umbrella,  and 
have,  therefore,  taken  a proactive 
stance  in  order  to  better  secure  the 
patient  care  within  the  state  and  to 
protect  physicians  rights.  In  addi- 
tion the  HMO  increased  substan- 
tially the  education  of  the  physi- 
cians in  the  State  of  Georgia 
regarding  alternative  delivery  sys- 
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terns,  and  ultimately,  we  have  been 
able  to  give  physicians  around  the 
state  the  opportunity  to  take  a sec- 
ond look  at  what  HMO’s  really  are 
and  to  develop  a balanced  view  re- 
garding the  negatives  as  well  as  the 
positives  of  HMO’s. 

IPA  Activities 

In  retrospect,  enough  emphasis 
was  not  placed  on  educating  our 
membership  of  the  potential  activ- 
ities of  the  IPA.  Many  have  contin- 
ued to  see  the  HMO  as  MAG’s  thrust 
in  the  area  of  medical  economics. 
The  fact  is,  the  IPA  is  the  “future” 
to  fulfilling  the  goals  and  objectives 
expressed  earlier  in  this  report. 

Dr.  Clark,  in  his  February  report 
in  the  Journal  of  the  MAG,  made 
several  statements  worth  repeating 
at  this  time: 

“.  . . (the)  medical  market- 
place . . . underscores  the  com- 
pelling need  for  Georgia  physi- 
cians to  be  represented 
economically,  and  for  GHN  as  the 
vehicle  through  which  to  exer- 
cise their  influence.  The  primary 
mission  of  GHN  is  to  negotiate 
on  behalf  of  the  members  . . .” 
and 

“From  an  historic  perspective, 
GHN  has  already  produced  many 
positive  results  ...  (a)  Georgia 
physicians’  understanding  and 
level  of  consciousness  have  been 
raised  about  many  of  the  tech- 
nical aspects  of  managed  care; 
(b)  Georgia  physicians  individ- 
ually are  better  equipped  to  crit- 
ically evaluate  managed  care 
agreements;  and  (c)  Georgia 
physicians  are  legally  able  to 
speak  with  a single  voice  on  mat- 
ters of  common  concern.  Stated 
differently,  GHN  is  having  a fun- 
damental and  beneficial  impact 
on  the  medical/economic  envi- 
ronment in  Georgia.” 

As  a result  of  the  foregoing  feel- 
ings and  philosophy,  the  Board  of 
Directors  of  the  IPA  in  December 
drew  up  a work  program  for  the  1988 


calendar  year.  This  program  has 
many  facets,  several  of  which  have 
been  on-going  for  the  last  three 
years  and  have  reaped  substantial 
benefits.  It  is  hoped  in  the  coming 
year  that  the  IPA  will  be  able  to  de- 
velop local  panels  or  chapters  to 
better  represent  and  educate  phy- 
sicians in  different  regions  through- 
out the  state,  thus  creating  a more 
formal  network  as  well  as  lines  of 
communication. 

Advocacy  and  representation  are 
truly  “where  it’s  at.”  The  IPA,  there- 
fore, continues  to  serve  as  your  ad- 
vocate, representative,  and  educa- 
tor regarding  many  issues.  It  is 
intended  that  the  IPA  will  become 
active  with  the  PRO  to  assist  indi- 
vidual physicians,  as  well  as  all 
physicians,  in  their  relationships 
with  the  PRO.  At  the  request  of  the 
Third  Party  Relations  Committee  of 
MAG  the  IPA  has  developed  a con- 
tract review  service,  in  order  to  as- 
sist physicians  who  receive  con- 
tracts from  third  parties  such  as 
HMO’s,  PPO’s,  and  other  alternative 
delivery  contracts.  The  IPA  will  rep- 
resent, educate,  evaluate,  and  sup- 
port our  goals  regarding  legislative 
initiatives  such  as  this  past  year’s 
PPO  legislation  (H.B.  507)  where 
both  MAG  and  the  IPA  were  instru- 
mental in  creating  a bill  that  was 
supportive  and  protective  of  our  in- 
terests. The  IPA  will  continue  and 
hopefully  become  even  more  active 
in  the  area  of  local  alternative  de- 
livery system  initiatives  such  as  have 
occurred  in  Gainesville,  Savannah, 
and  Albany  in  the  past  year,  and 
continue  to  act  as  an  organizing 
body  to  represent  IPA  members 
within  the  local  setting.  Addition- 
ally, the  IPA  was  able  to  represent 
members  in  the  IPA  regarding  the 
dispute  with  HCFA  and  the  obtain- 
ing of  individual  physician’s 
“MAAC’s”  so  that  physicians  would 
be  able  to  make  an  informed  de- 
cision regarding  participation  within 
the  Medicare  program.  The  area  of 
advocacy  is  wide  open  and  is  con- 
sidered a safe  area  for  activity  by 
the  IPA. 

Since  the  IPA  is  the  only  state- 


wide panel  of  physicians,  the  pos- 
sibility exists  for  negotiation  of  PPO 
contracts  on  both  statewide  as  well 
as  local  and  network  bases.  It  is 
intended  that  any  PPO  activity  that 
is  entered  into  by  the  IPA,  and  any 
other  discussions  with  alternative 
delivery  systems,  will  continue  the 
same  principles  that  have  been  used 
for  negotiation  between  the  IPA  and 
our  own  HMO.  The  principles  have 
not  been  negotiable  in  the  past  and 
will  continue  in  the  future  to  remain 
non-negotiable.  Through  PPO  ac- 
tivities it  is  possible  to  generate  dol- 
lars to  the  IPA  that  can  substantially 
offset  the  cost  of  running  the  IPA. 
And  it  is  this  area  that  may  well  be 
able  to  provide  the  IPA  with  finan- 
cial self-sufficiency. 

The  IPA  intends  in  the  coming 
year  to  continue  to  communicate 
and  to  provide  education  to  the  in- 
dividual members  of  the  IPA  through 
newsletters,  county  visits,  and 
through  constant  communication 
with  the  Board  of  Directors  of  MAG 
and  the  House  of  Delegates  of  MAG. 

Future  thoughts  for  appropriate 
activities  of  the  IPA  may  well  en- 
compass utilization  review  and 
quality  assurance  contracts  as  well 
as  the  establishment  of  a wellness 
program  to  help  support  MAG’s 
“Healthy  Lifestyles.” 

Financial  Results 

From  the  outset,  it  has  been  ob- 
vious to  this  Committee  that  the  fi- 
nancial aspects  of  these  activities 
have  proven  difficult  to  communi- 
cate to  the  membership.  All  Finan- 
cial aspects  concerning  the  IPA  and 
HMO  have  been  available  through 
MAG’s  Annual  Audit,  reports  to  the 
Board  and  House;  the  “Proceed- 
ings” issue  of  JMAG;  and  financial 
reports  by  GHN. 

However,  it  is  clear  that  these  re- 
ports have  been  extremely  compli- 
cated considering  the  number  and 
complexity  of  the  entities  involved. 
Notwithstanding  these  past  com- 
munication problems,  this  Com- 
mittee would  like  to  present  a con- 
cise picture  of  financial  transactions 
to  insure  membership  understand- 
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ing  of  what  has  transpired  during 
the  past  three  years.  The  following 
section  summarizes  financial  trans- 
actions within  MAG. 

All  expenditures  related  to  the 
IPA/HMO,  even  those  associated 
with  the  Special  Session  of  the 
House  of  Delegates  in  October  1984, 
have  been  allocated  to  this  project 
and  charged  against  assessment 
proceeds.  This  allocation  includes 
all  MAG  staff  time  chargeable  to  the 
project. 

The  $650,000  of  voting  stock  was 
carried  as  an  investment  on  MAG’s 
Balance  Sheet  for  the  year  ended 
May  31,  1986.  In  fiscal  year  1987, 
accounting  conventions  required 
MAG’s  auditors  to  “write-off”  this 
investment  since  GHN  experienced 
aggregate  losses  in  excess  of 
$650,000.  This  “write-off’  was  a non- 
cash item  during  fiscal  year  1987. 

The  $500,000  in  surplus  certifi- 
cates purchased  during  fiscal  year 
1988  are  repayable  to  MAG.  Ex- 
penditures such  as  the  last  $400,000 
approved  by  the  Board  in  Septem- 
ber 1987  will  show  as  an  expense 
on  MAG’s  books  when  disbursed. 
They  are  not,  however,  considered 
as  part  of  the  Regular  Operating 
Budget.  Please  note,  these  amounts 
are  still  within  the  funds  originally 
assessed  in  1985.  Again,  MAG  dues 
have  not  been  used  to  fund  this 
project. 

Consequently,  funds  in  GHN  of 
$927,000  plus  $303,000  remaining 
provide  $ 1 ,230,000  available  for  the 
project.  Graphically,  this  can  be 
displayed  as  follows: 

This  summary  fully  delineates  the 
financial  transactions  during  the 
past  3 years.  After  careful  review, 
this  Committee  is  satisfied  that  all 
transactions  have  been  appropriate 
and  consistent  with  the  language 
and  intent  of  the  original  House  of 
Delegates  action  in  April  1985.  In 
addition,  we  would  like  to  reassure 
the  members  of  the  House  that  the 
IPA  is  solvent  and  that  there  are  no 
dues  monies  contributed  by  the 
MAG  for  this  project. 


Financial  Activities  Within  MAG 


Receipt  of  Assessment  for  Medical  Economic  Activity  — June 
1985-December  1985 


Expenditures  incurred  by  MAG  for  consulting,  legal  and  edu- 
cational activities  — October  1984-February  1986: 


Salaries  & Benefits  $132,000 

Legal  Fees  181,000 

Travel  11,000 

Telephone,  Printing,  Office  57,000 

Consulting  163,000 

Data  Processing  109,000 


GHN  Voting  Stock  purchased  by  MAG  — January  1986: 
Sub-total  Funds  Remaining  5/31/87 

Purchased  of  GHN  Surplus  Certificate  by  MAG — June-September 
1987 


Additional  Commitments  Approved  by  MAG  Board  of  Directors 
— September  1987 

“Unobligated”  funds  remaining  in  MAG  — December  31,  1987 


$2,506,000 


($  653,000) 
($  650,000) 
$1,203,000 

($  500,000) 

($  400,000) 
$ 303,000 


Summary  of  Financial  Results  of  GHN 

Sources  of  Funds: 

GHN  Voting  Stock  Purchased  by  MAG  $ 650,000 

Purchase  of  GHN  Preferred  Stock  by  Individual  MAG  Members  1 ,052,000 
Purchase  of  GHN  Surplus  Certificates  by  MAG  500,000 

Additional  Commitment  Approved  by  MAG  Board  of  Directors, 


Sept.  1987 

400,000 


Total  Sources  of  Funds 

$2,602,000 

Uses  of  Funds: 

Gross  Income  (Premium  Revenue  Less  Benefit  Expenses): 

Calendar  Year  1986  Income 

$ 28,000 

Calendar  Year  1987  Deficit 

($  570,000) 

Administrative  Expenses: 

Calendar  Year  1986 

($  536,000) 

Calendar  Year  1987 

($  597,000) 

Total  Uses  of  Funds 

($1,675,000) 

Funds  Remaining  at  December  31,  1987 

$ 927,000 
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Report  Summary 

We  are  witnessing  the  matura- 
tion of  a system  developed  to  give 
physicians  a voice  in  the  way  health 
care  is  delivered  and  financed,  all 
consistent  with  the  House  of  Del- 
egates’ actions  of  1985.  And  we  must 
not  lose  sight  of  the  fact  that  the 
IPA  is  the  only  vehicle  available  to 
represent  physicians’  economic 
best  interest  and  at  the  same  time 
support  the  high  principles  and  ide- 
als regarding  patient  care  and  the 
delivery  of  health  care  within  the 
State  of  Georgia. 

We  would  again  like  to  quote  Dr. 
Clark  in  this  article  in  the  Journal 
of  the  MAG: 

“.  . . your  MAG-sponsored  IPA 
will  continue  to  be  uniquely  po- 
sitioned as  the  only  statewide, 
physician-sponsored  entity  that 
can  monitor,  educate,  and  ne- 


gotiate for  its  physician  members 
across  the  entire  spectrum  of 
medical  economic  activity.” 

We,  lastly,  feel  it  is  appropriate 
to  restate  the  contracting  principles 
which  govern  these  activities. 

— The  IPA  will  OPPOSE  individual 
physician  capitation  reimburse- 
ment systems;  they  inject  incen- 
tives into  the  medical  care  sys- 
tem that  are  prejudicial  to  high 
quality  patient  care; 

— The  IPA  will  OPPOSE  “gate- 
keeper” systems  of  case  man- 
agement; they,  too,  inject  in- 
centives that  are  prejudicial  to 
high  quality  care  and  impose 
undue  financial  risks  on  pri- 
mary care  physicians; 

— The  IPA  will  OPPOSE  straight 
percentage  fee  discounts;  they 
penalize  the  efficient,  low-cost 
physician  even  more  severely 


than  the  high-cost  physician 
who  is  supposedly  the  target  of 
these  types  of  “controls”  and  do 
not  offer  proper  utilization  con- 
trol incentives; 

— The  IPA  will  SUPPORT  reason- 
able ceilings  on  fees  to  meet 
competitive  marketplace  forces, 
while  adequately  compensating 
physicians; 

— The  IPA  will  SUPPORT  risk/in- 
centive systems  that  provide  for 
the  return  of  monies  held  “at 
risk”  if  reasonably  attainable 
cost-control  criteria  are  met  by 
the  physician  group; 

— The  IPA  will  INSIST  that  profes- 
sional aspects  of  the  practice  of 
medicine  (such  as  credential- 
ing,  quality  assurance,  utiliza- 
tion review,  retrospective  peer 
review,  and  professional  disci- 
pline) be  controlled  by  our  bona 
fide  professional  peers. 
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In  concluding,  your  Committee  is 
satisfied  that  the  Boards  of  the  IPA 
and  the  HMO  have  acted  openly, 
honestly,  and  decisively  in  their  ac- 
tions of  the  past  year  and  after  hear- 
ing all  of  the  facts  your  Committee 
is  supportive  of  the  action  to  “moth- 
ball” the  HMO  and  to  redirect  the 
emphasis  toward  creating  a more 
efficient,  more  successful  and,  in 
the  future,  hopefully  self-sufficient 
IPA  that  will  be  able  to  meet  the 
challenges  in  the  medical  eco- 
nomic arena  of  the  State  of  Georgia 
in  a proactive  rather  than  reactive 
mode. 


AD  HOC 
COMMITTEE  ON 
PROFESSIONAL 
LIABILITY  SUPPORT 
GROUPS 

Earnest  C.  Atkins,  M.D. 

Our  Committee  has  continued 
to  inform  Georgia  physicians 
and  their  spouses  about  the  emo- 
tional and  psychological  stress  of 
being  sued  for  medical  malprac- 
tice. 

Last  year  the  MAG  House  of  Del- 
egates passed  a resolution  urging 
county  medical  societies  to  spon- 
sor “an  educational  program  on  the 
psychological  and  physical  impact 
of  liability  lawsuits  on  physicians, 
and  on  the  benefits  of  peer  ‘support 
groups’  in  alleviating  these  symp- 
toms of  malpractice  stress.”  I am 
pleased  to  report  that  a number  of 
societies  have  held  these  meetings, 
at  several  of  which  I or  MAG  staff 
have  been  invited  as  speaker: 
DeKalb  Medical  Society,  Richmond 
County  Medical  Society,  Hall  County 
Medical  Society,  and  Clayton-Fay- 
ette  County  Medical  Society.  I have 
also  addressed  the  Troup  County 
Medical  Auxiliary  on  the  subject  of 
“Medical  Malpractice  — A Family 
Affair.” 


The  1987  House  also  resolved  that 
the  MAG  should  work  with  the  ma- 
jor medical  liability  insurance  car- 
riers in  the  state  to  see  that  physi- 
cians are  sent  information  on 
malpractice  support  groups  when 
they  notify  their  company  of  a pos- 
sible or  impending  suit. 

We  have  met  with  executives  of 
both  St.  Paul  and  MAG  Mutual  on 
this  point,  and  learned  from  them 
their  concerns  over  publicizing  or 
encouraging  support  group  lis- 
teners for  their  insureds.  The  com- 
panies’ concerns,  we  feel,  are  un- 
derstandable: a sued  physician, 
explaining  the  emotional  stress  he 
or  she  is  undergoing,  will  likely  di- 
vulge the  clinical  and  legal  details 
of  his  suit  to  the  listener.  In  this  way 
the  “listener”  involuntarily  be- 
comes involved  in  the  lawsuit  and 
may  even  be  subpoenaed  at  the  trial, 
even  if  the  “listener”  avoids  giving 
any  advice.  Moreover,  the  insur- 
ance companies  have  a procedure 
of  urging  their  insureds  not  to  dis- 
cuss the  details  of  their  cases  with 
other  parties;  our  suggestion  that 
the  companies  encourage  the  sued 
physician  to  call  a colleague,  even 
an  anonymous  one,  contravenes 
those  procedures. 

For  these  reasons,  the  compa- 
nies felt  it  best  that  they  refrain  from 
involvement  in  further  educating 
Georgia  physicians  about  medical 
malpractice  stress  syndrome,  and 
about  our  support  group  mechan- 
isms. 

Having  discharged  its  duties,  both 
as  imposed  by  the  House  of  Dele- 
gates over  the  past  two  years,  and 
as  imposed  by  our  own  Committee 
membership,  we  feel  our  ad  hoc 
Committee  merits  dismantling.  I 
therefore  have  plans,  at  the  time  of 
this  writing,  to  recommend  to  the 
MAG  Executive  Committee  that  our 
Committee  be  abolished. 

We  have  only  been  able  to  ac- 
complish our  mission  during  these 
two  years  through  the  energetic 
work  of  our  committee  members.  I 
wish  to  commend  them  for  their 
generous  support  and  assistance: 


Hoyt  C.  Dees,  M.D.;  David  M. 
Nichols,  M.D.;  Mrs.  Maureen  Van- 
diver; Mrs.  Jan  Collins;  Mrs.  Bar- 
bara Tippins;  Mrs.  Pearline  Thomas. 

I would  be  remiss  too  if  I did  not 
express  my  hearty  appreciation  to 
Mrs.  Talitha  Russell  and  Dr.  Steve 
Davis  of  our  staff  for  their  assist- 
ance and  initiative.  In  travelling 
about  the  state  speaking  for  the 
Committee  I have  gotten  to  know 
our  staff  more  closely,  and  have 
richly  enjoyed  the  experience. 


AD  HOC 
COMMITTEE  ON 
RADIOLOGY 
TECHNOLOGISTS 

John  D.  Watson,  Jr.,  M.D., 
Chairman 

The  1987  session  of  the  Georgia 
General  Assembly  saw  the  in- 
troduction of  House  bill  143  which 
would  have  created  a new  two-tier 
system  of  mandated  certification  for 
any  person  operating  X-ray  and  re- 
lated equipment.  The  new  “sun- 
rise” statute  requires  an  adminis- 
trative review  of  any  new  licensure 
or  certification  to  determine  if  there 
is  a sufficient  public  “need”  to  re- 
quire such  governmental  regula- 
tions. The  “sunrise”  law  estab- 
lished the  Occupational  Regulation 
Review  Council  to  study,  review  and 
approve,  if  appropriate,  such  po- 
tential regulation  as  proposed  in  HB 
143. 

The  Radiology  Technologists 
were  well  represented  through  their 
state  association  members  and  a 
professional  lobbyist(s).  Enormous 
amounts  of  materials  and  scientific 
articles  were  presented  to  the  Oc- 
cupational Regulation  Review 
Council  as  part  of  its  consideration. 
Several  meetings  were  held  with 
testimony  being  presented  by  such 
groups  as  chiropractors,  podia- 
trists, dentists,  nurses,  family  prac- 
titioners, the  Medical  College  of 
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Georgia  and  MAG. 

After  careful  and  exhaustive  re- 
view, the  Occupational  Regulation 
Review  Council  ruled  that  there  was 
insufficient  justification  to  author- 
ize additional  governmental  regu- 
lation in  the  taking  of  X-rays.  MAG’s 
position  was  upheld.  Attached  is  a 
copy  of  the  Council’s  findings. 


ATTACHMENT 

Review  of  House  Bill  143 
Which  Proposes  to  License 
Radiologic  Technologists  in 
Georgia 

Executive  Summary 

As  provided  in  O.C.GA.  43-1A,  the 
Georgia  Occupational  Regulation 
Review  Council  reviews  all  bills 
proposing  licensure  of  a profes- 
sional or  business  referred  to  it  by 
the  chairperson  of  the  legislative 
committee  of  reference.  Accord- 
ingly, the  Council  has  examined 
House  Bill  143  which  proposes  to 
license  radiologic  technologists  at 
the  request  of  the  Chairperson  of 
the  House  Health  and  Ecology 
Committee. 

Radiologic  technology  is  broken 
into  the  following  three  applica- 
tions of  medical  radiation: 

— Diagnostic  radiation  which  is 
used  by  a practitioner  to  diag- 
nose a problem 

— Therapeutic  radiation  which  is 
used  to  treat  cancer;  and 

— Nuclear  medicine  which  in- 
volves the  use  of  a radiophar- 
maceutical inside  or  outside  of 
a person’s  body  to  detect 
minute  hormones  or  sub- 
stances in  a person’s  body. 

Presently,  radiologic  technologists 
are  not  required  to  be  licensed  in 
this  State. 

During  the  course  of  this  study, 
we  obtained  information  from  nu- 
merous medically-related  organi- 


zations and  colleges,  from  experts 
in  the  fields  of  medical  radiation, 
from  manufacturers  and  from  prac- 
titioners; performed  analyses  based 
on  the  resulting  information;  and 
prepared  recommendations  which 
are  included  in  this  report.  We 
briefly  describe  our  findings  and 
recommendations  in  the  following 
pages  and  present  them  in  greater 
detail  in  other  sections  of  this  re- 
port. 

Findings 

Because  the  three  kinds  of  med- 
ical radiation  applications  involve 
different  practices  and  practition- 
ers, we  divided  our  findings  by 
medical  radiation  application. 

Diagnostic  Radiologic 
Technologists 

Based  upon  the  criteria  in 
O.C.GA.  43-1 A which  the  Council  is 
required  to  use  to  make  its  basis 
for  a decision,  we  found  that  the 
following  conditions  exist: 

— The  potential  for  harm  or  dan- 
ger to  the  public  is  remote  be- 
cause evidence  to  the  contrary 
was  not  provided  to  the  Coun- 
cil. Additionally,  all  work  per- 
formed by  a radiologic  technol- 
ogist is  reviewed  by  the 
physician,  chiropractor,  podia- 
trist or  dentist  who  ordered  the 
x-ray; 

— Where  specialized  skills  are 
needed,  trained  technologists 
are  hired.  In  cases  where  tech- 
nologists are  trained  on  the  job, 
the  procedures  performed  are 
limited,  easy  to  learn  and  re- 
petitive and  the  percentage  of 
the  population  served  is  small; 

— Voluntary  efforts  to  regulate  the 
occupation  are  working.  Addi- 
tionally, the  ultimate  liability 
continues  to  rest  with  practi- 
tioners regardless  of  whatever 
delegation  of  responsibility  is 
made  to  other  employees  of  their 
practices;  and 

— There  may  be  a disruption  of 
service  and  an  increase  in  the 


cost  of  care  as  a result  of  reg- 
ulation. 

Radiologic  Therapeutic 
Technologists 

Present  conditions  concerning 
radiation  therapy  include: 

— Safeguards  exist  in  the  system 
to  assure  a high  quality  of  care; 

— Specialized  skills  are  needed, 
and  trained  personnel  are  hired 
to  perform  these  procedures; 

— The  Joint  Commission  on  the 
Accreditation  of  Hospitals  and 
Medicare/Medicaid  have  estab- 
lished sufficient  criteria  to  reg- 
ulate the  therapeutic  practice; 
and 

— There  is  no  significant  eco- 
nomic impact  for  the  citizens  of 
the  State  because  this  group  is 
already  comprised  of  certified 
practitioners. 

Nuclear  Medicine  Technologists 

— Experts  agree  the  potential  for 
harm  or  danger  to  the  public  is 
remote; 

— Specialized  skills  are  needed 
and  trained  personnel  are  hired 
to  perform  these  procedures; 

— The  Nuclear  Regulatory  Com- 
mission has  developed  strin- 
gent standards  to  regulate  the 
practice;  and 

— There  is  no  significant  eco- 
nomic impact  for  the  citizens  of 
the  State  because  this  group  is 
already  comprised  of  certified 
practitioners. 

Recommendations 

The  Georgia  Occupational  Reg- 
ulation Review  Council  recom- 
mends against  regulation  of  radio- 
logic  technologist  personnel  in  all 
three  fields  of  practice  as  proposed 
under  House  Bill  143.  Our  research 
indicates  that  formally  trained  tech- 
nologists provide  at  least  92%  of  all 
diagnostic  radiation  procedures 
administered  and  virtually  all  of  the 
therapeutic  radiation  and  nuclear 
medicine  procedures  provided.  The 
proposed  legislation  will  not  im- 
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pact  the  public  significantly  be- 
cause it  is  focused  at  a population 
which  provides  8%  or  less  of  the 
medical  radiation  procedures  ad- 
ministered. 

House  Bill  143  will  primarily  im- 
pact the  private  physician,  chiro- 
practor and  podiatrist  who  typically 
train  their  medical  staff  to  perform 
diagnostic  x-rays.  Physicians,  chi- 
ropractors and  podiatrists  generally 
use  diagnostic  radiation  for  diag- 
nosis purposes  and  find  this  pro- 
cedure to  be  an  integral  tool  of  their 
practices.  We  believe  that  the  con- 
tinued use  of  medical  radiation  by 
persons  who  have  not  obtained  for- 
mal training  does  not  pose  a threat 
to  the  public.  Our  reasons  include: 

— No  solid  documentation  was 
provided  to  indicate  that  the 
level  of  radiation  emitted  by  di- 
agnostic X-rays  causes  adverse 
effects  on  human  beings; 

— Physicians  agree  that  the  ben- 
efit derived  from  diagnostic  X- 
rays  far  exceeds  the  possible 
risks; 

— Only  limited  incidences  of  ac- 
cidents due  to  medical  radia- 
tion have  been  reported.  No  rec- 
ords are  available  to  show  that 
these  accidents  were  the  result 
of  improper  procedures  used  by 
untrained  technologists; 

— The  procedures  used  can  be 
taught  on  the  job;  and 

— Quality  control  measures  exist 
to  identify  operator  error. 

Georgia  Occupational  Regulation 
Review  Council  Members 

Standing  members:  William  H. 
Roper,  Chairman,  Office  of  Plan- 
ning and  Budget;  James  Bridges, 
Department  of  Agriculture;  Andrew 
Carden,  Department  of  Human  Re- 
sources; Robert  Lenihan,  Depart- 
ment of  Revenue;  William  Miller, 
Secretary  of  State;  Bruce  Osborn, 
Department  of  Natural  Resources; 
Barry  Reid,  Office  of  Consumer  Af- 
fairs; Martin  Wilson,  Insurance 
Commissioner. 


Legislative  Appointees:  Repre- 
sentative Ray  Moultrie,  House  of 
Representatives;  Paul  Shanor,  Sen- 
ate. 


AD  HOC  STEERING 
COMMITTEE  ON 
YOUNG 
PHYSICIANS 
SECTION 

S.  William  Clark,  111,  M.D., 
Chairman 

Our  Young  Physicians  Section, 
while  not  formally  adopted 
into  MAG’s  Constitution,  has  none- 
theless made  considerable  strides 
during  the  past  year  in  establishing 
itself  as  a component  of  MAG.  Chief 
among  these  have  been  initial  ap- 
proval last  year  by  the  House  of  Del- 
egates of  a Young  Physicians  Sec- 
tion, and  approval  by  the  MAG 
Board  of  Directors  of  our  MAG  YPS 
Bylaws. 

Because  the  1987  House  gave 
preliminary  consent  to  the  creation 
of  a YPS  in  the  House  of  Delegates, 
represented  by  a voting  delegate  and 
alternate,  the  MAG  Constitution  & 
Bylaws  Committee  has  drafted  the 
enabling  language.  It  will  be  brought 
to  the  House  of  Delegates  this  year 
for  a confirming  vote  by  the  Refer- 
ence Committee  on  Constitution  & 
Bylaws. 

Recent  Activities:  Our  Steering 
Committee  has  been  busy,  as  evi- 
denced by  these  achievements: 

A)  Questionnaire  to  Young  Physi- 
cian Delegates  and  Alternates. 
Last  fall  Dr.  Don  Campbell 
mailed  a personal  letter  to  79 
MAG  Delegates  and  Alternates 
who  are  young  physicians  (un- 
der 40  or  within  first  five  years 
of  practice),  asking  comments 
on  the  feasibility  of  an  MAG  YPS. 
Response  was  modest  (fifteen), 
but  3/5  of  these  respondents 


stated  that  MAG  ought  to  have 
a Young  Physicians  Section,  as 
the  House’s  present  emphasis 
upon  county  medical  society 
representation  did  not  neces- 
sarily ensure  adequate  voice  by 
young  physicians  in  House  ac- 
tivities. 

B)  Hospitality  to  AMA  YPS.  During 
the  AMA  House  meeting  held  in 
Atlanta  last  December,  the  MAG 
Young  Physicians  Section  ar- 
ranged, publicized  and  hosted 
a very  elegant  reception  for  the 
AMA  Young  Physicians  Section 
delegates,  Saturday  night,  De- 
cember 5,  in  the  Presidential 
Suite  of  the  Peachtree  Plaza  Ho- 
tel. Our  function,  graciously  un- 
derwritten by  HCA  Parkway 
Medical  Center,  was  one  of  the 
highlights  of  the  AMA-YPS  meet- 
ing, and  earned  lots  of  compli- 
ments for  our  Georgia  group. 

C)  Young  Physicians  Section 
luncheon  at  MAG  Leadership 
Conference.  On  Saturday,  Jan- 
uary 23,  we  held  a very  suc- 
cessful MAG  YPS  luncheon  at 
MAG’s  Leadership  Conference, 
sponsored  by  Ross  Laborato- 
ries. Our  exchanges,  in  which 
MAG’s  officers  and  executive 
staff  participated,  were  inform- 
ative and  fruitful,  and  a number 
of  young  physicians  attending 
have  told  us  of  their  intention 
to  participate  more  fully  in  MAG 
activities  as  a result. 

D)  Representation  in  AMA  House. 
Our  Georgia  YPS  has  sent  a del- 
egate and  alternate  to  last  June’s 
and  last  December’s  AMA  meet- 
ings, and  we  have  participated 
both  in  the  AMA  Young  Physi- 
cians Section  meeting  as  well 
as  in  the  AMA  House.  This  year, 
however,  AMA  will  no  longer 
fund  a delegate  from  each  state, 
so  we  must  begin  to  establish 
budgetary  support  from  MAG  for 
the  future  activities  of  our  Sec- 
tion. 

Finally,  at  the  upcoming  MAG 

House  in  Savannah,  our  Steering 
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Committee  plans  to  sponsor  a 
Young  Physicians  Forum,  so  all 
MAG  Delegates  and  Alternates  who 
meet  the  YPS  criteria  will  have  an 
opportunity  to  meet,  elect  a Dele- 
gate and  Alternate  for  this  year,  and 
discuss  issues  in  general. 

All  of  these  efforts  reflect  the  vig- 
orous commitment  and  unbounded 
enthusiasm  of  my  fellow  Steering 
Committee  members: 

James  F.  Beattie,  M.D.,  Fort  Ogle- 
thorpe; Donald  H.  Campbell,  M.D., 
Marietta;  Joy  A.  Maxey,  M.D.,  At- 
lanta. 


At  the  podium,  MAG  President  Jack  F.  Menendez.  To  his  right  is  his  wife  Connie,  who  con- 
tributed much  to  MAG  activities  and  enhanced  the  success  of  her  husband's  presidency. 


406 


Journal  of  MAG 


GIVE 

YOURSELF 

A BREAK 


Pro-Med  Practice 
Management  Systems 

Whatever  happened  to  the  traditional  Wednesday 
afternoon  off?  Many  physicians  are  finding  the  com- 
plexities of  today's  medical  practice  overwhelming  both 
in  terms  of  compromising  the  time  they  have  with 
patients  and  the  time  they  have  to  pursue  personal 
interests. 

As  you  respond  to  your  patients'  needs,  we  respond 
to  yours  by  providing  the  management  services  that 
will  enable  you  to  enjoy  your  career  and  life  to 
its  fullest. 

+ Contract  Management  Services  - We  can  manage  all 
of  the  day-to-day  non-medical  functions  of  your  practice 
including  implementing  a management  system 
designed  to  give  you  control  of  all  operational  and 
financial  aspects. 

+ Management  Consulting  - We  can  advise  you  on  a 
variety  of  issues  including  cost  benefit  analyses,  practice 
development,  equipment  procurement,  risk  manage- 
ment, marketing,  and  long-range  planning. 

+ Staff  Recruitment  and  Training  - We  can  help  to 
define  your  needs,  develop  an  appropriate  job  descrip- 
tion, conduct  the  search  and  interview  process,  and 


recommend  candidates  best  suited  to  your  practice 
environment. 

+ Accounts  Receivable  Management  - We  will  render 
bills  to  your  patients  and  submit  claims  to  third-party 
payors,  either  by  mail  or  electronically.  Because  third- 
party  payors  represent  a large  segment  of  today's 
receivables,  we  continually  monitor  changes  which 
may  impact  your  practice  income  such  as  medical-legal 
legislation,  HCFA,  and  other  health  care  related  govern- 
ment agency  mandates. 

Our  experience  with  a broad-base  of  medical  clients 
is  your  assurance  that  the  services  you  need  will  be 
performed  by  recognized  professionals.  If  you  have 
questions  or  need  more  information  about  how  our 
services  might  benefit  your  practice,  please  contact 
us  today. 


PR0-MED" 

Simplifying  the  Complexities  of  Today's 
Health  Care  Environment 

PROFESSIONAL  MEDICAL  RESOURCES,  INC. 
5901  Peachtree-Dunwoody  Rd.,  N.E.  Suite  B-100 
Atlanta,  Georgia  30328  (404)  393-8834 


Second  Session 

House  of  Delegates 

April  30 


Harrison  L.  Rogers,  M.D.,  of  Atlanta,  was 
the  Keynote  Speaker  at  the  Second  Ses- 
sion of  the  House.  Past  President  of  the 
AMA  in  1985-86,  Dr.  Rogers  urged  del- 
egates to  strive  for  unity  when  address- 
ing medical  issues  in  the  political  arena. 


The  Second  Session  of  the  MAG 
House  of  Delegates  as  called 
to  order  at  9:00  a.m.,  Saturday,  April 
30,  1988,  in  the  Regency  Ballrooms 
of  the  Hyatt  Regency  Hotel,  Savan- 
nah, Georgia,  by  Speaker  James  A. 
Kaufmann,  M.D. 

Introduction  of  Keynote  Speaker 

Speaker  Kaufmann  introduced 
the  distinguished  keynote  speaker 
for  the  1988  MAG  House  of  Dele- 
gates, Harrison  L.  Rogers,  M.D.,  At- 
lanta, Past  President  of  the  Ameri- 
can Medical  Association,  1985-86. 

Dr.  Rogers,  long  active  in  the 
Medical  Association  of  Georgia,  has 
served  as  Vice  Speaker  and  Speaker 
of  our  House  of  Delegates,  as  a 
member  of  the  Board  of  Directors, 
and  Chairman  of  several  commit- 
tees. In  June,  1981,  Dr.  Rogers  re- 
ceived MAG’s  Distinguished  Service 
Award.  He  has  also  served  as  Pres- 
ident of  the  Medical  Association  of 
Atlanta.  Dr.  Rogers  was  elected 
Speaker  of  the  AMA  House  of  Del- 
egates in  1981,  and  prior  to  that, 
served  as  Vice  Speaker. 

Dr.  Rogers  received  his  M.D.  de- 
gree from  Emory  University  School 


of  Medicine,  interned  at  Yale,  and 
served  his  residency  at  Boston  Vet- 
erans Administration  Hospital.  In 
1983,  he  was  presented  with  the 
Award  of  Honor  by  the  Emory  Uni- 
versity Medical  Alumni  Associa- 
tion. 

In  addition  to  being  on  the  active 
and  teaching  staffs  at  Crawford  Long 
and  Piedmont  Hospitals  in  Atlanta, 
Dr.  Rogers  is  a Clinical  Assistant 
Professor  in  the  Department  of  Sur- 
gery at  Emory,  a diplomate  of  the 
American  Board  of  Surgery  at 
Emory,  a diplomate  of  the  Ameri- 
can Board  of  Surgery,  and  a fellow 
of  the  American  College  of  Sur- 
geons. 

Dr.  Rogers  is  a charter  member 
of  the  Southeastern  Speakers  As- 
sociation, a former  member  of  the 
American  Red  Cross  Board  of  Di- 
rectors, Past  President  of  the  At- 
lanta Clinical  Society,  and  a former 
member  of  the  Board  of  Directors 
and  Treasurer  of  Blue  Shield  of 
Georgia/Atlanta.  In  1980,  he  was 
elected  an  alumnus  member  of  the 
Emory  Chapter  of  Alpha  Omega  Al- 
pha Fraternity. 

Following  Dr.  Rogers’  address, 
Speaker  Kaufmann  recognized  leg- 
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Sewing  as  parliamentarians  were  Drs.  Charles  Langford  and  Richard  Cohen.  Richard  Green  ( right  at  front  table)  is 
MAG’s  legal  counsel. 


islators  for  their  public  service  and 
public  representation  with  a plaque 
inscribed:  “Certificate  of  Appreci- 
ation awarded  for  distinguished 
service  as  an  advocate  of  quality 
medical  legislation,  presented  by 
the  Medical  Association  of  Georgia, 
April  28,  1988.” 

Presentation  of  Legislators’ 

Certificates  of  Appreciation 

Senator  Frank  Albert,  a member 
of  the  powerful  Senate  Human  Re- 
sources Committee,  proved  again 
in  1988  that  he  is  a key  friend  of 
Georgia’s  physicians  and  their  pa- 
tients. No  matter  the  non-physician 
group  that  was  seeking  to  expand 
their  scope  of  practice,  he  stood 
firm  for  quality  health  care.  MAG’s 
outstanding  President-Elect,  Jo- 
seph P.  Bailey,  Jr.,  M.D.,  presented 
the  award  to  Senator  Albert. 

Senator  Harrill  Dawkins,  a key 

Senator  who  helped  steer  the  In- 
formed Consent  Bill  through  the 
Senate  in  a form  that  is  fair  to  the 
state’s  citizens  and  physicians.  He 
always  is  a ready  listener  to  the 
views  of  physicians.  He  also  was  a 
leader  supporting  MAG  in  the  fight 


against  the  so-called  “Christmas 
Tree”  amendments  to  the  bill  that 
re-enacted  the  Composite  State 
Board  of  Medical  Examiners  and 
other  health  care  boards.  Dr.  Tyson 
Smith,  of  Covington,  presented  the 
award  to  Senator  Dawkins. 

Senator  Tommy  Olmstead 

proved  a freshman  Senator  can  be 
a highly  effective  legislator.  He  be- 
came a leader  on  the  Human  Re- 
sources Committee  while  working 
with  Georgia’s  physicians  on  many 
health  related  bills.  His  hard  work 
and  studious  attention  to  detail  have 
made  him  a health  legislation  au- 
thority that  other  senators  look  to- 
ward for  guidance.  Dr.  Alva  Mayes, 
a personal  friend  of  Senator  Olm- 
stead, presented  the  award  to  the 
Senator. 

Senator  Gene  Walker  helped 
Georgia’s  physicians  in  1987  during 
the  tort  reform  battle.  Again  in  1988, 
he  was  a significant  help  in  limiting 
physician’s  liability  in  several  bills 
before  the  Senate  Special  Judiciary 
Committee.  He  was  also  an  advo- 
cate for  a reasonable  Informed  Con- 
sent Bill.  Dr.  Joy  Maxey,  a friend  of 
Senator  Walker  and  an  AMA  Young 


Physician  representative,  presented 
the  award  to  Senator  Walker. 

Representative  George  Hooks 

chaired  the  Joint  Committee  given 
the  difficult  task  of  developing  a 
comprehensive  AIDS  bill  which 
would  facilitate  the  victims  of  this 
deadly  disease,  the  health  care 
professionals  treating  them,  and  the 
people  of  Georgia.  He  spent 
hundreds  of  hours  working  on  the 
AIDS  Bill.  Additionally,  as  a mem- 
ber of  the  House  Health  & Ecology 
Committee  and  Chairman  of  its 
General  Health  Subcommittee, 
Representative  Hooks  was  deeply 
involved  in  virtually  all  the  legisla- 
tion of  interest  to  MAG  in  1988.  Dr. 
Charles  Hollis,  Chairman  of  the 
Board  of  Directors  for  the  MAG  Mu- 
tual Insurance  Company,  presented 
the  award  to  Representative  Hooks. 

Lt.  Governor  Zell  Miller 
Receives  Award 

Jack  F.  Menendez,  M.D.,  Macon, 
President  of  the  Medical  Associa- 
tion of  Georgia,  introduced  Lt.  Gov- 
ernor Zell  Miller,  who  has  served  in 
the  office  of  Lt.  Governor  longer  than 
any  other  Georgian.  Zell  Miller  has 
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Senator  Frank  Albert,  a 
member  of  the  Georgia  Sen- 
ate’s Human  Resources 
Committee,  received  a Cer- 
tificate of  Appreciation,  pre- 
sented by  Dr.  Joseph  Bailey 
(left). 


Senator  Tommy  Olmstead  worked  with  Georgia's 
phyicians  on  many  health  related  bills  as  a member 
of  the  Georgia  Senate ’s  Human  Resources  Committee. 
He  was  presented  with  a Certificate  of  Appreciation 
by  his  personal  friend,  Dr.  Alva  Mayes  (left). 


Senator  Harrill  Dawkins  (left)  was  a leader  in  the 
Legislature  supporting  MAG  in  the  fight  against  the 
so-called  “Christmas  Tree’’  amendments  to  the  bill 
that  re-enacted  the  Composite  State  Board  of  Medical 
Examiners  and  other  health  care  boards.  He  is  shown 
here  being  presented  with  MAG's  Certificate  of  Ap- 
preciation by  Dr.  Tyson  Smith,  of  Covington. 
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not  only  continued  the  commit- 
ment he  has  had  throughout  his 
distinguished  career  to  insure  all 
Georgians  the  highest  quality  of 
medical  care,  he  has  also  contin- 
uously demonstrated  his  long 
standing  friendship  to  the  physi- 
cians of  Georgia  by  consulting  with 
the  Medical  Association  of  Georgia 
on  issues  involving  the  health  and 
welfare  of  Georgia’s  citizens. 

When  Lt.  Governor  Miller  was  a 
State  Senator,  he  chaired  the  Senate 
Health  & Welfare  Committee,  where 
he  sought  the  opinion  of  physicians 
on  health  care  issues  that  came  be- 
fore that  Committee.  When  he 
worked  for  two  of  our  Governors, 
Zell  Miller  made  sure  that  the  qual- 
ity of  health  care  for  Georgia  citi- 
zens was  a high  priority  of  state  gov- 
ernment, and  he  likewise  made  sure 
that  MAG  was  significantly  involved 
in  developing  solutions  to  Geor- 
gia’s health  care  issues. 

Three  years  ago,  Zell  Miller  rec- 
ognized that  the  liability  crisis  was 
having  a severe  impact  on  not  only 
physicians  but  also  small  busi- 
nessmen, city  and  county  govern- 
ments, non-profit  groups,  and  all 
Georgia  consumers  of  goods  and 
services.  Zell  Miller  was  willing  to 
take  the  political  risks  necessary  to 
bring  this  issue  before  the  General 
Assembly.  Throughout  1986,  Lt. 
Governor  Miller  traveled  across 
Georgia  speaking  about  the  need 
for  tort  reform  in  public  forums.  The 
1987  General  Assembly  opened  with 
our  Lt.  Governor  having  Senate  Bills 
1 and  2 introduced  with  enough 
sponsors  to  ensure  Senate  passage. 

Thanks,  in  large  part,  to  Lt.  Gov- 
ernor Miller’s  support  of  tort  reform, 
a task  force  was  appointed  by  the 
Governor  to  develop  an  acceptable 
tort  reform  package.  As  a result,  a 
modified  version  of  Zell’s  legisla- 
tion became  politically  stronger  as 
a joint  proposal  by  the  Governor  and 
Lieutenant  Governor. 

The  1988  Legislative  Session  was 
an  extremely  active  one  for  MAG 
and  its  members.  Throughout  the 
Session,  Lt.  Governor  Miller  contin- 


Senator  Gene  Walker  was  a significant  help  to  the  MAG  in  1988  in  limiting  physicians  ’ 
liability  in  several  bills  before  the  Senate  Special  Judiciary  Committee.  Dr.  Joy  Maxey 
presented  him  with  MAG’s  Certificate  of  Appreciation. 


Representative  George  Hooks  chaired  the  Joint  Committee  which  developed  a com- 
prehensive AIDS  bill.  As  a member  of  the  House  Health  & Ecology  Committee  and 
Chairman  of  its  General  Health  Subcommittee,  he  was  intensely  involved  in  virtually 
alt  legislative  matters  of  interest  to  MAG.  Dr.  Charles  Hollis  (left),  of  Albany,  presented 
Representative  Hooks  with  MAG's  Certificate  of  Appreciation. 
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ued  his  long  tradition  of  being  a 
true  friend  of  Georgia’s  physicians 
and  their  patients.  He  continued  to 
advocate  quality  health  care  for  the 
citizens  of  Georgia,  and  he  contin- 
ued the  close  working  relationship 
with  MAG  that  has  been  so  helpful 
for  so  many  years. 

For  these  and  other  pertinent  rea- 
sons, we  are  presenting  our  Lieu- 
tenant Governor  with  a special  MAG 
award,  inscribed  “Legislative  Serv- 
ice Award,  presented  to  Zell  Miller, 
Lieutenant  Governor,  in  recognition 
of  his  exemplary  leadership  and  in- 
valuable support  of  quality  health 
care  legislation  on  behalf  of  the  cit- 
izens of  Georgia.  Awarded  by  the 
Medical  Association  of  Georgia, 
Annual  Session  1988.” 

Credentials  Committee  Verifies 
Presence  of  Quorum 

Following  Lt.  Governor  Zell  Mill- 
er’s brief  comments  to  the  1 988  MAG 
House  of  Delegates,  the  Speaker 
called  for  a report  from  the  Creden- 
tials Committee  which  was  given  by 
Milton  I.  Johnson,  M.D.,  Macon.  Dr. 
Johnson  reported  that  137  dele- 
gates and  14  alternate  delegates 
were  present,  representing  42  com- 
ponent county  medical  societies. 
As  provided  in  Chapter  III,  Section 
3 of  the  Bylaws,  a quorum  was  pres- 
ent. 

Announcement  of 

Election  Reports 

Speaker  Kaufmann  announced 
that  the  results  of  the  1988  elections 
are  as  follows: 

President-Elect:  Joe  L.  Nettles, 
M.D.,  Savannah;  Second  Vice  Pres- 
ident: Bob  G.  Lanier,  M.D.,  Atlanta; 
AMA  Delegates:  Carson  B.  Burgsti- 
ner,  M.D.,  Savannah;  S.  William 
Clark,  Jr.,  M.D.,  Waycross;  Joe  C. 
Stubbs,  M.D.,  Valdosta;  AMA  Alter- 
nate Delegates:  E.  M.  (“Mac”)  Mol- 
nar,  M.D.,  Columbus;  Beverly  B. 
Sanders,  M.D.,  Macon;  Ellis  B. 
Keener,  M.D.,  Gainsville;  Jack  F. 
Menendez,  M.D.,  Macon;  Richard 
W.  Cohen,  M.D.,  Austell;  MAG  Del- 
egate to  AMA  Young  Physicians 


Section:  Spurgeon  Wm.  Clark,  III, 
M.D.,  Waycross;  MAG  Alternate 
Delegate  to  AMA  Young  Physicians 
Section:  Joy  A.  Maxey,  M.D.,  Atlanta 

Adoption  of  Special  Resolution 
By  the  1988  MAG 
House  of  Delegates 

Speaker  Kaufmann  requested 
unanimous  consent  to  admit  a late 


resolution  to  the  House.  With  con- 
sent of  the  House,  Speaker  Kauf- 
mann introduced  John  D.  Watson, 
Jr.,  M.D.  of  Columbus,  Immediate 
Past  President  of  the  Medical  As- 
sociation of  Georgia,  to  present  a 
Resolution  to  the  House  inscribed: 
“ Whereas , the  operation  of  the 
Medical  Association  of  Georgia  is 
looked  upon  with  high  regard  and 
respect  throughout  the  nation; 


therefore,  be  it 

RESOLVED,  that  Michael  Fowler 
be  commended  for  his  outstanding 
stewardship  and  management  of 
MAG’s  operations  during  1987-88  as 
its  Executive  Director.” 

The  House  of  Delegates  unani- 
mously passed  the  Resolution  and 
gave  Michael  Fowler,  MAG  Execu- 
tive Director,  a standing  ovation. 


Journal  of  MAG 


Lt.  Governor  Zell  Miller  continued  his  support  of  Georgia  physicians  and  their 
patients  throughout  the  1988  General  Assembly.  Dr.  Jack  Menendez  presented  him 
with  a special  MAG  award,  the  Legislative  Service  Award , in  recognition  of  the  Lt. 
Governors  exemplary  leadership  and  invaluable  support  of  quality  health  care 
legislation  on  behalf  of  the  citizens  of  Georgia. 
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Second  Session-House  of  Delegates 


REFERENCE 
COMMITTEE  REPORTS 

New  Business 

By  acclamation,  the  House  ex- 
tended its  appreciation  to  Speaker 
Kaufmann  and  Vice  Speaker  Raines 
for  their  expertise  in  presiding  over 
the  activities  of  the  MAG  House  of 
Delegates  and  to  the  MAG  staff  for 
their  efficiency  in  coordinating  all 
the  functions  required  for  a suc- 
cessful meeting. 


Recess 

Speaker  Kaufmann  recessed  the 
Second  Session  of  the  House  of 
Delegates  at  4:00  p.m.,  with  the 
House  to  be  called  back  to  order  at 
6:30  p.m.  in  the  Verelst-Percival- 
Vernon  Rooms,  for  the  installation 
of  officers  and  final  adjournment. 


The  Lt.  Governor,  Senators,  Representatives  and  the  physicians  who  presented  them  with  MAG  awards  are  shown 
here  as  a group.  MAG  is  indebted  to  these  political  leaders  for  their  continued  support  and  cooperation  to  better  serve 


the  health  care  needs  of  Georgians. 
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Report 

Reference 

Committee 


The  following  physicians  were 
members  of  Reference 
Committee  A:  Luther  M.  Thomas,  Jr., 
Chairman,  Richmond;  Carl  V.  Han- 
cock, Jr.,  Vice  Chairman,  Doughetry; 
Phillip  N.  Bannister,  Gwinnet-For- 
syth;  Rene  A.  Morell,  Cobb;  Richard 
C.  Mattison,  DeKalb;  Dent  W.  Pur- 
cell, Georgia  Medical  Society;  Wil- 
liam H.  Whaley,  Medical  Associa- 
tion of  Atlanta;  Kenneth  L.  Goldman, 
Muscogee;  Charles  A.  Lanford,  Bibb; 
and  David  D.  Tanner,  Medical  As- 
sociation of  Atlanta. 


PRESIDENT’S 

REPORT 

Jack  F.  Menendez,  M.D., 
President 

Referred  to:  Rec.  1,  2 (a,  b), 
3,  4,  5 — Reference  Commit- 
tee D;  Rec.  2 (c,  d)  — Refer- 
ence Committee  C;  Rec.  6 — 
Reference  Committee  A;  Rec. 
7 — Reference  Committee  C. 

iiTUi  ay  you  live  in  interesting 
1V1  times”  is  purported  to  be 
a Chinese  curse.  Curse  or  not,  this 
has  been  an  interesting  year  for  our 
Medical  Association  and  for  me  as 
President.  Our  efforts  in  the  areas 
of  AIDS  education,  public  relations, 
legislation,  the  Scientific  Session, 
and  in  many  other  areas,  have  been 
successful  thanks  to  hard  work  by 
many  of  our  members  and  our  staff. 
We  weathered  a major  staff  change, 
had  the  AMA  in  Atlanta  for  their  In- 
terim Meeting  for  the  first  time  in 
90  years,  and  handled  other  equi- 
librium-shaking events  with  rea- 
sonably good  results.  It  has  indeed 
been  an  interesting  year.  I am  priv- 
ileged to  have  been  President  dur- 
ing this  year. 


During  my  twenty-plus  years  as  a 
delegate,  my  fourteen  years  on  the 
Board  of  Directors  and  the  Execu- 
tive Committee,  and  this  year  as 
President,  I have  noted  some  prob- 
lems with  MAG  structure  and  func- 
tions. I wish  to  share  those  con- 
cerns with  you  and  propose  some 
solutions  to  these  problems. 

The  delegates  of  MAG  are  the 
backbone  of  the  Association.  The 
House  of  Delegates  is  charged  in 
the  Constitution  Article  V,  Section 
2 as, . . . “the  legislative  body  of  the 
Association  and  it  shall  transact  all 
business  for  the  Association  not 
otherwise  specifically  provided  for 
in  this  Constitution  & Bylaws.”  At 
present  the  delegates  meet  for  two 
days,  in  the  Spring,  and  try  to  proj- 
ect the  course  of  the  Association 
for  a full  year.  We  find  ourselves 
setting  a medical  legislative  course 
for  the  General  Assembly  that  will 
meet  some  eight  months  later.  The 
same  is  true  for  the  budgetary  proc- 
ess, medical  practice  concerns, 
public  relations,  etc.  A second 
house  meeting  per  year  would  give 
the  delegates  more  involvement  in 
the  decision-making  process.  We 
will  all  benefit  from  a wider  inter- 
change of  ideas  and  opinions.  It 
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At  the  podium,  MAG  President  Jack  Menendez  addresses  members  of  Reference  Committee  A. 


would  make  sense  to  have  two 
House  of  Delegates  meetings  — one 
in  the  spring  and  one  in  November. 
The  spring  meeting  could  focus 
more  on  national  legislative  issues, 
and  the  fall  meeting  more  on  state 
issues,  thus  bringing  the  House  of 
Delegates  to  the  forefront  of  the  de- 
cision-making process. 

Another  concern  is  that  some 
things  are  not  working  well  in  our 
organizational  structure.  Our  coun- 
cils do  not  function  as  well  as  they 
could.  Certain  important  commit- 
tees do  not  function  well,  if  at  all. 
This  could  be  significantly  im- 
proved by  assigning  some  of  these 
functions  to  specific  officers. 

There  are  four  officers  on  the  Ex- 
ecutive Committee  who  have  no 
specific  functions  — the  Second 
Vice-President,  First  Vice-Presi- 
dent, President-Elect,  and  Imme- 
diate Past  President.  It  would  make 
sense  for  these  officers  to  perform 
some  of  these  functions.  The  Sec- 
ond Vice-President  can  chair  the 
Membership  Committee.  The  First 
Vice-President  can  be  in  charge  of 
the  Ad  Hoc  Committees,  now  num- 
bering twelve.  This  is  a “loose  end” 
in  MAG  structure.  Ad  Hoc  Commit- 
tees are  formed  and  no  one  pres- 


ently advises  on  their  need  for  con- 
tinued service  or  for  sunsetting. 

The  Legislative  Committee  needs 
to  be  more  active,  involving  more 
members  by  geography  and  spe- 
cialty. This  year  there  were  five  spe- 
cialty PAC’s  at  the  Capitol.  An  active 
Legislative  Committee  would  blunt 
the  thrust  toward  the  proliferation 
of  specialty  PAC’s.  The  President- 
Elect  should  be  Vice  Chairman  of 
the  Legislative  Committee,  with 
principal  responsibility  for  coordi- 
nating staff  activity  in  developing 
specialty  participation  and  working 
with  physicians,  Auxilians  and  leg- 
islators at  the  local  level.  It  is  es- 
pecially important  that  the  Presi- 
dent-Elect perform  this  function.  It 
prepares  him  for  one  of  his  roles, 
that  of  legislative  spokesman  for 
MAG.  The  overall  Legislative  Coun- 
cil should  continue  to  be  chaired 
by  Dr.  James  Kaufmann.  In  this  way 
MAG  can  continue  to  benefit  from 
his  unique  abilities  and  knowledge 
of  the  State  Legislature. 

As  for  the  Immediate  Past  Presi- 
dent, I tried  to  find  a nice  easy  job 
for  him  since  I will  be  it.  In  truth, 
the  best  job  for  him  is  to  plan  leg- 
islative events  such  as  the  Legis- 
lative Seminar,  the  Doctor-of-the- 


Day  and  P.I.P.  programs.  The  Leg- 
islative Seminar  could  be  tied  in  to 
the  fall  House  (perhaps  also  the 
Scientific  Session).  The  Immediate 
Past  President  has  the  legislative 
and  AMA  contacts  to  make  these 
functions  work  better.  The  Imme- 
diate Past  President  should  also  sit 
on  the  Legislative  Committee  as 
Vice  Chairman  of  legislative  events. 

Another  concern  is  the  lack  of 
coordination  between  MAG  and 
AMA.  We  hear  one  report  yearly 
from  our  AMA  delegation,  at  the 
June  Board  of  Directors  meeting. 
The  MAG  House  of  Delegates  does 
not  address  important  national  leg- 
islative concerns  such  as  Medicare 
regulations,  federal  initiatives  in  the 
tort  reform  area,  and  others.  This 
should  be  at  the  spring  meeting  of 
MAG  which  is  prior  to  the  June 
meeting  of  AMA.  The  Chairman  of 
the  AMA  delegation  should  sit  on 
the  MAG  Executive  Committee  as  a 
voting  member. 

With  two  meetings  of  the  House 
of  Delegates  per  year  the  Executive 
Committee  and  Board  of  Directors 
can  meet  less. 

The  Executive  Committee  would 
function  better,  in  my  opinion,  if  it 
met  every  6 weeks  rather  than 
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monthly.  The  Board  of  Directors 
would  function  more  effectively  with 
two  meetings  a year,  halfway  be- 
tween the  House  meetings.  It  is  un- 
necessary for  the  Executive  Com- 
mittee and  the  Board  of  Directors 
to  meet  just  prior  to  the  House 
meetings  since  the  House  actions 
supersede  both  the  Board  and  Ex- 
ecutive Committee  actions. 

Some  of  these  changes  will  re- 
quire Bylaws  changes  and  some  can 
be  implemented  directly  by  the 
House  (see  Recommendations  be- 
low). 

I would  like  to  address  two  ad- 
ditional projects  for  MAG  to  con- 
sider. If  we  are  to  avoid  mandatory 
assignment,  we  must  assume  the 
role  of  Senior  Citizen  Advocate.  This 
has  been  done  in  different  ways  in 
the  State  of  Connecticut,  and  the 
cities  of  Cleveland,  Ohio  and  San 
Antonio,  Texas.  We  need  to  imple- 
ment such  a policy  in  Georgia,  after 
thorough  investigation. 

We  also  need  to  pursue  ever  more 
vigorously  the  removal  of  profes- 
sional liability  from  the  tort  area. 
There  is  a great  deal  of  activity  in 
this  area  across  the  nation. 

A legislative  package  needs  to  be 
prepared  as  soon  as  possible. 

Recommendations 

1.  That  the  MAG  House  of  Del- 
egates meet  twice  a year. 

2.  That,  at  the  President’s  discre- 
tion: 

a.  The  Second  Vice-President  chair 
the  Membership  Committee; 

b.  The  First  Vice-President  super- 
vise all  Ad  Hoc  Committees; 

c.  The  President-Elect  be  Vice 
Chairman  of  the  Legislative 
Committee  and  in  charge  of  leg- 
islative education;  and 

d.  The  Immediate  Past  President 
be  Vice  Chairman  of  the  Legis- 
lative Committee  in  charge  of 
legislative  events  and  plan  the 
MAG  legislative  events,  specifi- 
cally the  Legislative  Seminar,  the 
P.I.P.  program,  and  the  Doctor- 
of-the-Day  Program. 


3.  That  the  Committee  of  the  AMA 
delegation  sit  on  the  Executive 
Committee. 

4.  That  the  Executive  Committee 
meet  every  six  weeks,  or  by  call  of 
the  President,  but  not  prior  to  meet- 
ings of  the  House  of  Delegates.* 

5.  That  the  Board  of  Directors 
meet  twice  a year,  between  meet- 
ings of  the  House  of  Delegates.* 

6.  That  a senior  Citizen  Advo- 
cacy Program  be  presented  to  the 
next  House  of  Delegates  meeting. 

7.  That  a proposal  for  legislative 
action,  removing  professional  lia- 
bility from  the  courts  be  presented 
to  the  next  House  of  Delegates 
meeting. 


‘Require  Bylaws  change,  Fiscal  Note:  $10,000. 

House  Action 

Recommendation  6:  Adopted  as 
amended  to  read:  “That  a senior 
Citizen  Advocacy  Program  be  most 
expeditiously  developed,  and  be  re- 
ported no  later  than  to  the  next 
Board  of  Directors  meeting.” 


FIRST  VICE 
PRESIDENT 

Joe  L.  Nettles,  M.D. 

Referred  to:  Rec.  1 — Ref- 
erence Committee  C;  Rec.  2 
— Reference  Committee  D; 
Rec.  3 — Reference  Commit- 
tee A. 

It  has  been  my  pleasure  to  serve 
this  year  as  First  Vice  President 
under  the  leadership  of  our  Presi- 
dent, Jack  Menendez.  Like  all  MAG 
officers,  I recognize  that  our  profes- 
sion faces  problems  that  we  need 
to  address. 

The  number  one  problem  of  the 
physicians  of  Georgia  is  affordable 
liability  insurance.  At  this  time, 
Georgia  is  supposedly  number  four, 
after  New  York,  Florida  and  Illinois, 


in  average  premium  cost.  After  this 
year’s  passage  of  Informed  Consent 
Law,  we  may  even  go  higher  despite 
the  fine  efforts  of  Richard  Greene 
in  making  the  statute  as  reasonable 
as  possible.  Four  of  nineteen  or- 
thopedic surgeons  in  Savannah,  all 
under  the  age  of  60,  no  longer  op- 
erate. A higher  percentage  of  OB- 
GYN  specialists  are  giving  up  deliv- 
eries, and  the  rising  incidence  of 
Caesarean  sections  likely  reflects 
defensive  medicine.  Despite  no 
lawsuits,  my  annual  premium  as  an 
orthopedic  surgeon  has  risen  from 
$6,178  in  1983  to  $54,326  in  1988. 
(Coverage  was  expanded  from  two 
million  to  three  million  in  1986.)  At 
the  present  rate  of  increase,  the  pre- 
mium would  soon  exceed  gross  in- 
come and,  of  course,  this  is  what 
is  causing  people  to  give  up  por- 
tions or  all  of  their  practice.  My  pol- 
icy is  with  MAG  Mutual  and  reflects 
every  discount  that  is  available  for 
risk  management  seminars  and 
such.  Evidently  St.  Paul’s  premiums 
have  escalated  at  a more  alarming 
rate,  and  they  are  no  longer  writing 
new  policies. 

What  can  be  done?  Thanks  to  a 
mandatory  dues  assessment,  the 
Medical  Association  of  Georgia  now 
has  in  excess  of  one-half  million 
dollars  in  a war  chest  toward  the 
liability  crisis.  Hopefully,  the  re- 
forms passed  in  last  year’s  legisla- 
tive campaign  are  going  to  be  re- 
flected in  future  statistics,  but  if  not, 
we  cannot  hold  out  much  longer. 
Even  if  we  can  afford  the  premium, 
the  trauma  of  a malpractice  suit  or 
threat  of  litigation  takes  the  joy  out 
of  practicing  medicine. 

The  situation  in  Florida  recently 
became  so  critical  that  a special 
legislative  session  was  called.  The 
President  of  the  Florida  Medical  As- 
sociation described  the  result  as  a 
4 on  a scale  of  1-10.  The  Florida 
Medical  Association  is  now  busily 
obtaining  signatures  for  a consti- 
tutional amendment  on  the  Novem- 
ber ballot  limiting  to  $100,000  the 
amount  that  can  be  paid  for  non- 
economic damages  in  all  liability 
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disputes. 

Another  approach  is  to  place  a 
special  tax  or  surcharge  on  all  sur- 
gical procedures  to  cover  the  dam- 
ages in  a mal-occurrence,  as  set 
forth  by  a panel  similar  to  Work- 
man’s Compensation.  This  has  re- 
cently been  accomplished  state- 
wide in  Virginia  in  regard  to  birth- 
related  neurological  injuries,  and 
nationwide  in  regard  to  DPT  vac- 
cine. Otherwise,  the  dwindling 
number  of  doctors  who  can  still  af- 
ford to  practice  will  eventually  be 
overwhelmed  by  the  added  risk 
load. 

Therefore,  1 would  like  to  pro- 
pose the  appended  recommenda- 
tions in  order  that  the  Medical  As- 
sociation of  Georgia  immediately 
launch  a full-scale  campaign  to  halt 
the  escalating  and  prohibitive  costs 
of  liability  insurance. 

I recognize  that  these  following 
recommendations  set  ambitious 
goals  for  us.  But  I believe  that  our 
officers,  members  and  staff,  through 
coordinated  action,  can  frequently 
achieve  the  difficult.  We  certainly 
have  an  obligation  to  our  profes- 
sion and  our  patients  to  see  that 
this  is  done. 

Recommendations 

1.  Further  legislative  efforts 
should  be  pursued  by  MAG  to  ob- 
tain a cap  on  non-economic  dam- 
ages, even  if  this  has  to  be  done 
through  other  than  traditional  leg- 
islative reform  in  a lawyer-packed 
legislature. 

2.  A statewide  or  nationwide  sur- 
charge, or  added  tax  on  all  or  high- 
risk  surgical  procedures  should  be 
implemented  to  cover  mal-occur- 
rences. 

3.  The  MAG  should  continue  to 
work  hard  with  MAG  Mutual  and 
any  other  insurance  carrier  to  make 
adequate  liability  coverage  afford- 
able to  every  physician. 

House  Action 

Adopted  Recommendation  3. 

See  Report  of  Reference  Com- 
mittee C for  House  Action  on  Rec- 


ommendation 1 and  Report  of  Ref- 
erence Committee  D for  House 
Action  on  Recommendation  2. 


SECRETARY 

Ralph  A.  Tillman,  M.D. 

Having  less  interest  in  where  we 
have  been  than  where  we  are 
going,  I wish  to  devote  this  report 
to  the  future  and  what,  if  anything, 
we  can  do  to  alter  the  course  of 
medicine.  Every  year  brings  forth 
efforts  on  the  part  of  many  that  re- 
sults in  progressive  erosion  of  the 
traditional  doctor-patient  relation- 
ship. Attempts  at  thwarting  these  ef- 
forts appear  to  be  minimally  effec- 
tive, and  frequently  result  in  only 
delaying  renewed  and  more  oner- 
ous efforts.  It  is  both  incredible  and 
saddening  that  these  attacks  come 
from  state  and  federal  levels  as  well 
as  from  some  elements  of  the  pri- 
vate sector  that  should  be  our  clos- 
est allies. 

There  are  many  factors  that  re- 
duce the  genuine  pleasure,  satis- 
faction, and  sense  of  accomplish- 
ment that  comes  from  caring  for 
those  who  need  our  services.  Per- 
haps, nothing  more  devastating  has 
come  from  the  minds  of  men  (used 
loosely,  to  refer  to  governmental 
bureaucrats)  than  the  onerous,  am- 
biguous rules  from  HCFA  in  our 
management  of  Medicare  benefi- 
ciaries. My  heart  bleeds  for  those 
of  you  whose  practice  is  predomi- 
nantly Medicare. 

What  can  we  do  to  turn  things 
around  — to  preserve  some  free- 
dom for  both  physician  and  patient 
in  providing  the  highest  quality  of 
care  for  all  citizens,  at  a cost  that 
is  affordable  and  reasonable,  yet  at 
a level  that  physicians  can  expect 
to  make  a comfortable  living?  We 
must  find  a way  to  both  gain  and 
deserve  more  active  and  aggressive 
support  from  the  public  — all  of 
whom  seek  our  services  at  some 


time  in  their  lives. 

Permit  me  to  enumerate  some  of 
the  things  I feel  should  take  top 
priority  toward  making  some  in- 
roads to  the  above  — first,  and  fore- 
most, we  must  always  be  the  pa- 
tients’ advocate.  We  must  exhibit 
more  compassion  and  less  cal- 
lousness, show  more  concern  and 
interest  in  the  patient  and  his/her 
family,  be  readily  available,  re- 
sponsive, informative  and  willing 
to  listen!  We  must  be  willing  to  in- 
dividually and  as  an  involved  mem- 
ber of  organized  medicine  to  serve 
on  peer  review  committees,  to  be 
part  of  due  process  procedures  to 
properly  reprimand,  suspend,  and 
revoke  licenses  of  those  physicians 
whose  actions  so  dictate. 

Plato  has  been  quoted  as  saying, 
“He  who  thinks  he  is  too  smart  to 
become  involved  in  politics,  fre- 
quently finds  himself  being  gov- 
erned by  those  much  dumber”  (per- 
haps, not  verbatim;  and  the  opposite 
gender  fits  equally  well).  Never  has 
it  been  more  necessary  for  us  to  be 
involved  in  the  political  process  — 
from  being  candidates  ourselves  to 
selecting  and  supporting  candi- 
dates throughout  the  election  proc- 
ess and  term  of  that  office.  Only 
then  can  we  expect  to  find  more 
friendly  faces  and  response  from 
those  at  the  state  house  and  in 
Washington.  Through  well-de- 
signed planning  and  proper  dia- 
logue we  can  and  must  solicit  sup- 
port in  our  efforts  from  the  elderly, 
from  those  in  Mom  and  Pop  indus- 
tries, big  business  executives,  the 
“grass  roots”  labor  force,  and  those 
in  education.  With  75%  participa- 
tion of  the  physicians  and  spouses 
in  this  state  and  nation,  we  could 
readily  become  a potent  force  with 
recognition  we  probably  have  never 
had!  What  would  all  this  require? 
Involvement,  Commitment,  and 
Dedication  — a burning  desire  and 
willingness  to  participate  with  time 
and  money!  The  Medical  Associa- 
tion of  Georgia  and  the  American 
Medical  Association  have  the  means 
wherein  we  could  do  all  of  the  above 
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Membership  Comparison 


1987 

1986 

1985 

1984 

1983 

Active 

5351 

5208 

5056 

4879 

4813 

Active  Resident 

538 

376 

357 

125 

86 

Affiliate 

7 

7 

7 

7 

9 

Associate 

64 

58 

62 

53 

51 

DE-1  (financial  hardship/illness) 

58 

54 

48 

48 

50 

DE-2  (post-grad  training) 

2 

2 

2 

3 

3 

DE-4  (temporary  military) 

2 

2 

2 

4 

4 

DE-5  (life) 

325 

262 

257 

264 

247 

DE-7  (over  70) 

35 

89 

87 

74 

116 

Retired 

325 

304 

241 

197 

167 

Service 

52 

56 

62 

63 

59 

Student 

141 

93 

50 

6 

13 

6900 

6511 

6231 

5723 

5618 

AMA  Membership* 

3403 

3289 

3416 

3776 

3719 

* The  above  AMA  membership  figures  reflect  only  those  AMA  members  who  pay  AMA  dues  via 

MAG. 


— if  the  members  of  those  orga- 
nizations so  desire! 

Recommendations 

1.  That  the  Membership  Com- 
mittee be  changed  to  the  Member- 
ship Expansion  and  Involvement 
Committee; 

2.  That  this  Committee  be  chaired 
by  the  President-Elect  and  include 
broad-based  representation  from  all 
sections  of  this  state  and  from  all 
or  most  specialty  societies;  and 

3.  That  this  Committee  be  charged 
with  establishing  a 3 year  plan 
(1988-90)  toward  gaining  maxi- 
mum membership  and  participa- 
tion in  MAG  on  the  local,  state  and 
national  level. 

House  Action 

Recommendation  1 — Adopted. 

Recommendation  2 — Adopted 
as  amended  to  read:  “That  this 
Committee  be  chaired  by  an  officer, 
other  than  the  Secretary,  to  be  ap- 
pointed by  the  President,  and  in- 
clude broad-based  representation 
from  all  sections  of  this  state  and 
from  all  or  most  specialty  socie- 
ties.” 

Recommendation  3 — Adopted. 


SPEAKER 

James  A.  Kaufmann,  M.D. 

For  this  134th  Annual  Session  of 
the  Medical  Association  of 
Georgia  House  of  Delegates,  Dr. 
Raines  and  I continue  to  strive  to 
insure  that  the  House  offers  an  op- 
portunity for  every  member  of  the 
Association  to  express  his  or  her 
viewpoints. 

This  spring  we  have  once  again 
made  liberal  use  of  the  Journal  of 
the  Medical  Association  of  Georgia 
and  the  MAG  Newsletter.  We  have 
encouraged  non-delegate  members 
to  participate  in  our  House  pro- 
ceedings, especially  at  Reference 
Committee  hearings.  And  for  our 
Reference  Committees  we  have 
drawn  members  from  across  the 
state,  attempting  the  most  demo- 
cratic representation  of  our  county 
medical  societies. 

The  House  of  Delegates  is  MAG’s 
legislative  body,  responsible  for 
shaping  the  policies  which  guide 
our  Association  from  year  to  year. 
We  cannot  do  so,  however,  without 
a large  number  of  resolutions  or 
recommendations  to  bring  various 
topics  before  the  House  for  discus- 
sion. We  rely  on  our  Committees 
for  recommendations,  and  our  Del- 


egates or  County  Societies  for  res- 
olutions, but  sometimes  very  sig- 
nificant topics  are  not  covered  by 
these  submissions.  I believe  the  An- 
nual Session  Committee  and  the 
President’s  Cabinet,  whose  mem- 
bers oversee  the  work  of  our  As- 
sociation’s committees,  could  ad- 
dress this  problem,  and  so  have 
proposed  a course  of  action  below. 

The  Annual  Session  Committee 
will  continue  its  work  in  helping  to 
make  our  upcoming  House  meet- 
ings as  responsive  to  the  needs  of 
our  membership  as  we  can. 

Recommendation 

That  the  MAG  President’s  Cabinet 
hold  a meeting  with  the  Annual  Ses- 
sion Committee  thirty  days  before 
next  year’s  House  of  Delegates,  for 
the  purpose  of  reviewing  overall 
MAG  Committee  activities  and  en- 
suring that  adequate  resolutions  or 
recommendations  on  appropriate 
subjects  will  be  submitted  to  the 
House. 

House  Action 

Adopted  with  commendation. 


VICE  CHAIRMAN  OF 
THE  BOARD  OF 
DIRECTORS 

Frank  F.  Middleton,  III, 
M.D. 

Ihave  benefited  immensely  from 
my  service  during  the  past  year 
as  Vice-Chairman  of  the  Board,  and 
hope  that  1 have  contributed  to  its 
discussions  of  the  important  issues 
before  us. 

I believe  that  our  Board  of  Direc- 
tors fulfills  a very  significant  role  in 
ensuring,  at  our  quarterly  meetings, 
that  MAG’s  membership  across  the 
state  has  ample  opportunity  to 
communicate  its  concerns  and  to 
be  educated  on  current  profes- 
sional issues.  This  presentation  and 
communication  works  best  when 
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there  is  strong  liaison  between  each 
Director  and  the  physicians  in  his 
locality,  whom  he  represents. 

In  order  to  foster  this  liaison,  I 
wish  to  remind  my  colleagues  on 
the  Board  of  a passage  in  the  Med- 
ical Association  of  Georgia  Bylaws, 
pertaining  to  the  duties  of  Board 
members: 

Chapter  V.  Board  of  Directors,  Sec- 
tion 8.  Duties  of  Directors  and  Al- 
ternate Directors,  (page  14)  Each 
Director  shall  be  organizer,  peace- 
maker, and  censor  for  the  district 
represented  by  the  respective  Di- 
rector. The  Director  shall  visit  each 
county  in  the  respective  district  at 
least  once  a year  for  the  purpose  of 
organizing  component  societies 
where  none  exist,  for  inguiring  into 
the  condition  of  the  profession,  and 
to  keep  in  touch  with  the  activities 
of,  and  to  aid  in  the  betterment  of, 
the  component  societies  in  that  dis- 
trict. The  Director  shall  make  an 
annual  report  at  the  Annual  Ses- 
sion of  the  House  of  Delegates,  list- 
ing all  eligible  physicians  in  the  re- 
spective district  who  are  not 
members  of  a component  society 
and  describe  the  work  and  the  con- 
dition of  the  profession  of  each 
county  in  that  district.  The  Alternate 
Director  shall  assist  the  Director  in 
the  performance  of  duties. 

While  1 believe  that  every  Direc- 
tor in  pursuing  these  duties  gen- 
erally, I am  especially  interested  in 
encouraging  my  Board  colleagues 
to  attempt  to  visit  each  county  so- 
ciety in  their  respective  districts  at 
least  once  a year  for  the  purpose  of 
“inquiring  into  the  condition  of  the 
profession,  and  to  keep  in  touch 
with  the  activities  of,  and  to  aid  in 
the  betterment  of,  the  component 
societies  in  that  district.”  I have 
therefore  added  the  recommenda- 
tion below  to  address  this  goal. 

Thank  you  for  the  privilege  of  al- 
lowing me  to  serve. 

Recommendation 

That  members  of  the  MAG  Board 


of  Directors  be  encouraged  to  visit 
each  county  society  in  his  or  her 
respective  district  at  least  once  a 
year  for  the  purpose  of  communi- 
cating Board  actions,  responding  to 
members’  concerns,  and  discuss- 
ing issues  of  interest  to  the  profes- 
sion in  general. 

House  Action 

Adopted. 


MAG  MUTUAL 
INSURANCE 
COMPANY 

Charles  D.  Hollis,  Jr.,  M.D. 

1 987  has  been  MAG  Mutual’s 
most  successful  year  in  terms 
of  improving  policyholder  benefits, 
strengthening  the  company’s  finan- 
cial condition  and  new  policy  fea- 
tures. Several  innovative  programs 
are  being  implemented  which 
clearly  demonstrate  MAG  Mutual’s 
commitment  to  Georgia  physicians. 
These  new  benefits  include: 

— A 5 percent  refund  of  1987  pre- 
miums for  renewals  after  4/1/88. 
— L.E.A.D.  Program  discount  for 
physicians  without  paid  losses. 
— Prior  Acts  coverage. 

— New  benefits  to  help  pay  for  tail 
coverage  at  retirement. 

— Seminars  for  MAG  Mutual  poli- 
cyholders about  Georgia’s  new 
informed  consent  law. 

The  Company  is  exploring  the 
possibility  of  forming  a captive  rein- 
surer in  1988  in  conjunction  with 
other  physician-owned  profes- 
sional liability  insurers.  If  this  cap- 
tive reinsurer  is  formed,  it  will  pri- 
marily provide  reinsurance  to  MAG 
Mutual  and  these  other  insurers  in 
lieu  of  portions  of  the  reinsurance 
presently  provided  by  commercial 
reinsurers.  The  Company  proposes 
to  make  a substantial  capital  in- 
vestment in  this  proposed  captive 


reinsurer.  We  believe  this  new 
source  of  reinsurance  will  help  re- 
duce the  cost  of  higher  limits  of 
coverage  to  our  policyholders  and 
will  strengthen  the  financial  posi- 
tion of  the  Company. 

There  was  continued  growth  in 
market  for  new  insureds.  We  added 
515  new  policyholders,  but  be- 
cause of  the  usual  attrition  rate  of 
about  6 percent  due  to  death,  re- 
tirement and  transfer,  we  realized  a 
net  increase  of  about  300  policy- 
holders. Because  of  MAG  Mutual’s 
strict  underwriting  requirements, 
the  acceptance  rate  of  new  appli- 
cants continues  to  be  around  80 
percent.  An  attachment  shows  MAG 
Mutual’s  results  for  1986,  1987  and 
the  first  quarter  of  1988. 

St.  Paul  continues  its  moratorium 
on  new  business  and  six  months 
policies.  It  took  two  rate  increases 
during  1987  and  MAG  Mutual  one, 
making  our  filed  rates  about  15  per- 
cent less  on  the  average  than  St. 
Paul.  Of  course,  our  discounts  make 
the  difference  even  greater. 

In  September  MAG  Mutual  moved 
to  its  new  offices  to  Eight  Piedmont 
Center,  Suite  600.  This  has  proved 
to  be  a very  wise  choice.  The  space 
is  much  more  adequate  and  the  fi- 
nancial terms  were  extremely  fa- 
vorable. 

In  October  of  1987,  the  Executive 
Committee  and  Executive  staff  held 
a weekend  planning  session.  The 
goals  and  mission  of  MAG  Mutual 
were  reaffirmed.  The  primary  mis- 
sion of  the  Company  continues,  as 
always,  to  be  a stable  liability  in- 
surance market  for  physicians  in 
Georgia.  Other  commitments  were 
to  work  toward  improving  the  qual- 
ity of  medical  care  throughout 
Georgia  and  to  work  toward  im- 
provement in  the  medical-legal  cli- 
mate in  the  State. 

Several  innovative  programs  are 
in  process.  The  slogan,  “MAG  Mu- 
tual is  Different,”  is  to  be  the  by- 
word for  the  Company  and  its 
operations.  The  Company  is  pro- 
posing a program  to  discount  in- 
surance premiums  for  anesthesiol- 
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ogists  based  on  sound  loss 
prevention  methods.  Participation 
in  the  program  is  voluntary.  Starting 
in  February,  MAG  Mutual  began  of- 
fering prior  acts  coverage,  making 
it  possible  for  a physician  to  switch 
to  MAG  Mutual  without  buying  ex- 
pensive tail  coverage  from  his/her 
current  carrier.  We  feel  this  is  a sig- 
nificant expansion  in  features  in  the 
coverage  to  doctors. 

We  will  continue  to  work  closely 
with  and  maintain  a liaison  with  the 
Medical  Association  of  Georgia.  The 
two  organizations  can  be  mutually 
supportive  in  many  ways.  This  has 
been  demonstrated  in  the  past  and 
we  expect  it  to  be  an  even  more 
effective  alliance  in  the  future.  The 
Company  continues  to  encourage 
all  of  its  insureds  to  be  members 
of  the  Medical  Association  of  Geor- 
gia by  offering  significant  financial 
incentives.  The  Company  is  totally 
convinced  that  a physician  active 
in  organized  medicine  is  a better 
insured. 

Attached  is  a handout  which 
shows  the  trend  in  claims  fre- 
quency comparing  St.  Paul  in  Geor- 
gia and  MAG  Mutual.  The  prelimi- 
nary trend  is  encouraging.  We 
believe  there  is  a “light  at  the  end 
of  the  tunnel.”  Another  handout 
compares  rates  for  $1,000,000  cov- 
erage between  St.  Paul  and  MAG 
Mutual.  These  are  the  rates  in  effect 
for  both  St.  Paul  and  MAG  Mutual 
in  April,  1988. 

MAG  Mutual’s  discount  programs 
will  have  a significant  impact  upon 
the  total  cost  of  insurance  for  our 
policyholders.  The  discount  pro- 
grams include  the  Loss  Prevention 
Seminar  discount,  the  group  dis- 
counts, the  discount  for  deductible 
policies,  new  doctor  discounts  and 
the  LEAD  discount. 

MAG  Mutual  has  been  actively  as- 
sisting MAG  in  its  lobbying  efforts 
regarding  an  informed  consent  bill. 
Our  Director  of  Loss  Prevention  and 
MAG  Mutual  defense  attorneys  have 
collaborated  with  MAG’s  staff  to 
draft  language  that  will  be  more  fa- 


vorable to  physicians  than  the  bills 
originally  introduced.  MAG  Mutual 
will  begin  offering  seminars  about 
the  new  informed  consent  law  to 
its  policyholders. 

We  have  reviewed  with  great  in- 
terest the  AMA’s  proposed  alterna- 
tive to  solving  the  professional  li- 
ability program.  This  proposal  calls 
for  drastic  changes  in  the  current 
liability  system.  We  are  now  pre- 
paring a thorough  written  analysis 
of  this  proposal  and  will  submit  it 
to  MAG  shortly. 

Recommendation 

After  reviewing  the  AMA’s  pro- 
posal, we  conclude  that  Georgia 
physicians  would  pay  higher 
professional  liability  premiums  un- 
der the  AMA’s  proposed  system  than 
under  the  current  litigation  system. 
We,  therefore,  recommend  that 
Georgia  not  be  one  of  the  trial  states 
under  the  AMA’s  proposed  plan. 

House  Action 

Adopted. 


The  MAG  Mutual 
Difference 

1.  5 percent  refund  of  1987  pre- 
mium for  renewals  after  4/1/88. 

2.  L.E.A.D.  Program  discount  be- 
ginning 5/1/88  averaging  6 percent, 
for  physicians  without  paid  losses. 

3.  “Prior  Acts”  coverage;  appli- 
cations are  coming  in  at  a good 
pace;  loss  histories  look  clean. 

4.  Rates  average  22  percent  lower 
than  St.  Paul. 

5.  Earn  credits  towards  tail  at  re- 
tirement — beginning  at  age  60, 
earn  20  percent  credit  per  year.  En- 
ables physicians  to  retire  early  at 
reduced  cost  of  tail. 

6.  $1/3  million  available,  and 
mandatory  for  physicians  buying 
excess  limits. 

7.  1987  Financial  results:  (In- 
creased surplus,  strengthened  bal- 
ance sheet). 

8.  Pre-funding  the  tail  3,  4,  or  5 
years  prior  to  retirement. 

9.  Lowering  classification  and 
premium  (2  options). 

• Pay  higher  premium  for  2 years 

• Buy  out  portion  of  tail  for  high 

risk  class 


ATTACHMENT  TO  MAG  MUTUAL  INSURAN< 
COMPANY’S  REPORT 

MAG  Mutual  Financial  Results 


Written  Premium 

Policyholders 

Expense  Ratio 

Policyholders’  Surplus 

Total  Admitted  Assets 

Invested  Assets 

Rate  of  Return  on  Investments 

Total  Claims  Reported 

Claims  Closed 

Claims  Open 

Claims  Closed  With  Indemnity  Payment 
Claims  Paid  (Loss  and  LAE),  Since  Inception 
Claims  Pending,  Reserved  Since  Inception 


12/31/86 

12/31/87 

Estimate 

3/31 

$38.8  Mil 

$55  Mil 

$18 

3,045 

3,344 

3,4 

5.4% 

6.9% 

$6.7  Mil 

$10.7  Mil 

$11 

$66.1  Mil 

$111  Mil 

$122 

$60.1  Mil 

$94  Mil 

$96 

8.2% 

7.S 

2,395 

2,5 

1,470 

1,5 

958 

9 

184 

2 

$35.9  Mil 

$40.1 

$79.5  Mil 

$89.1 
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Average  8% 

Total  Number  Discounted  Manual  Discounted 


Class 

Specialty 

of  Certificates 
Required  Per 
Physician 

St.  Paul 
$1M/$1M 
Mature 

MAG  Mutual 
$IM/$1M 
Mature 

MAG  Mutual 
$1M/$1M 
Mature 

Discount 
% Difference 

5 

Psychiatry 

1 

$ 6,496 

$ 4,521 

$ 4,159 

56% 

1 

Family  Practice,  Internal 
Medicine  (No  surgery,  no 
invasive  procedures), 
Pediatrics 

1 

$ 6,496 

$ 5,898 

$ 5,426 

20% 

2 

Family  Practice  (minor 
surgery),  Internal  Medicine 
(some  invasive  procedures), 
Radiology  (non-invasive) 

2 

$ 9,523 

$ 8,847 

$ 8,139 

17% 

3 

Ophthalmology,  Radiology 
(invasive),  Cardiology 
(Catheterizations,  All  Laser 
Therapy),  Urology,  Family 
Practice 

3 

$12,555 

$11,796 

$10,852 

16% 

4 

Emergency  Medicine 

4 

$16,801 

$15,847 

$14,579 

15% 

5A 

Anesthesiology 

6 

$27,845 

$25,292 

$23,269 

20% 

5 

General  Surgery,  Plastic 
Surgery,  Otolaryngology 
(Surgery),  Gynecology 
(Surgery) 

6 

$31,293 

$28,308 

$26,043 

20% 

6 

Orthopedics,  Vascular 
Surgery,  Thoracic  Surgery, 
Cardio-thoracic  Surgery 

8 

$41,579 

$37,549 

$34,545 

20% 

7 

Obstetrics 

10 

$51,845 

$46,791 

$43,048 

20% 

8 

Neurosurgery 

13 

$66,524 

$58,855 

$54,147 

Average 

23% 

22% 

Note:  The  various  MAG  Mutual  discount  programs  average  8.6  percent,  making  the  differential  between  MAG  Mutual  and  St.  Paul  23.6  percent  for  85 
percent  of  our  insureds. 


Claims  — Highlights  of  1987 

1 . The  Claims  Department  added 
three  (3)  new  representatives  to 
their  staff:  Ed  Womack,  David  For- 
estner  and  Paula  Snipes. 

2.  Files  opened  in  1987:  548;  To- 
tal Since  Inception:  2,395. 

3.  Files  closed  in  1987:  474;  Total 
Since  Inception:  1,470. 

1987 

58  Closed  with  Indemnity  (12%) 

268  Closed  with  LAE  (57%) 

148  Closed  with  No  Pay  (31%) 

474  _ 

| et  met  preface  my  remarks  by 

Ju  pointing  out  that  the  AMA  pro- 
posal is  good  for  the  financial 
growth  and  expansion  of  MAG  Mu- 
tual Insurance  Company  and  the 


4.  Loss  Payments  in  1987, 
$10,897,992.05;  LAE  Payments  in 
1987,  $3,604,218.15;  Total,  $14,- 
502,210.20. 

5.  Lawsuits  Received  in  1985:  186; 
Lawsuits  Received  in  1986:  162; 
Lawsuits  Received  in  1987:  100. 

6.  Number  of  Trials  in  1987:  23; 
Wins,  19;  Lost,  4 (83%).  Trials  Since 
Inception:  53;  Wins,  44;  Lost,  9 (3 
in  appeal). 

7.  Percentage  of  Cases  Won:  83% 
if  3 appeals  are  unsuccessful;  89% 
if  we  prevail  on  all  3 appeals. 


SPECIAL  REPORT  2 
— SUPPLEMENTAL 
MAG  Mutual 
Insurance  Company 

Analysis  of  AMA  Fault- 
Based,  Administrative  Al- 
ternative to  the  Civil  Justice 
System  for  Adjudicating 
Medical  Professional  Liabil- 
ity. 
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other  medical  liability  insurers.  We 
believe  that  it  will  generate  sharply 
higher  revenues  for  MAG  Mutual  as 
premiums  climb.  We  will  have  to 
greatly  expand  employment  in  the 
Claims  Department  in  order  to  com- 
plete the  investigation  and  coordi- 
nate the  defense  of  many  more 
claims  in  a much  shorter  time  frame. 
Likewise,  employment  in  the  Un- 
derwriting and  Loss  Prevention  De- 
partments will  also  increase  to  ful- 
fill the  AMA  mandated  additional 
underwriting,  reporting  and  loss 
prevention  duties.  The  cadre  of  de- 
fense lawyers  will  be  expanded  to 
handle  the  increased  volume  of 
claims. 

However,  the  AMA  proposal  is  not 
good  for  physicians  in  Georgia  and, 
therefore,  MAG  Mutual  respectfully 
opposes  it.  Our  opposition  to  the 
AMA  proposal  is  not  based  on  the 
adage  “if  it  ain’t  broke,  don’t  fix  it” 
because  clearly  the  rapid  escala- 
tion of  medical  liability  premiums 
has  caused  a severe  economic  bur- 
den for  many  physicians  and  a true 
crisis  of  affordability  and  availabil- 
ity for  certain  medical  specialties. 
Something  needs  to  be  done.  In  ad- 
dition to  meaningful  tort  law  reform 
to  level  the  playing  field,  the  real 
solution  to  the  insurance  crisis  lies 
in  effective  loss  prevention  which 
changes  patient  expectations  and 
reduces  the  frequency  and  severity 
of  losses.  However,  these  subjects 
are  beyond  the  scope  of  this  report. 

Rather  our  opposition  is  based 
upon  the  proverb  set  forth  at  Johns 
Hopkins,  “Primum  non  nocere”; 
First,  do  no  harm.  In  other  words, 
in  trying  to  heal  the  patient,  don’t 
make  things  worse.  We  believe  the 
AMA  proposal  will  make  things 
much  worse  for  Georgia  physi- 
cians. 

Finally,  the  sociological  issue  of 
whether  the  AMA  proposal  is  good 
for  society  is  referred  to  others  for 
debate.  This  report  is  limited  to 
analyzing  the  insurance  premium 
and  regulatory  impact  of  the  AMA 
proposal  on  physicians  practicing 
medicine  in  the  State  of  Georgia. 


Executive  Summary 

The  AMA  believes  that  its  admin- 
istrative agency  alternative  is  de- 
signed to  respond  to  what  it  sees 
as  the  three  main  problems  with  the 
current  judicial  system:  (1)  the  bar- 
rier to  access  to  the  courts  created 
by  the  costs  of  litigation,  (2)  the 
inconsistent  and  increasingly  large 
jury  awards,  and  (3)  the  high  cost 
of  the  adjudication  process. 

In  analyzing  its  own  proposal,  the 
AMA  concludes: 

“The  administrative  model  for 
dispute  resolution  of  medical  li- 
ability claims  provides  signifi- 
cant incentives  for  parties  to  pur- 
sue claims  and  a significant 
likelihood  of  being  compensated 
in  a fair,  cost-effective  and  ex- 
peditious fashion.” 

We  believe  that  the  AMA  is  ab- 
solutely correct  in  its  assessment  of 
the  impact  of  its  proposal.  Unfor- 
tunately, this  result  will  be  to  drive 
physicians’  insurance  premiums 
very  much  higher  — doubling  or 
perhaps  tripling  premiums  as  fre- 
quency explodes  while  severity 
does  not  decline.  The  administra- 
tive cost  savings  are  modest  and 
won’t  begin  to  offset  the  increase 
in  frequency. 

The  AMA  mistakenly  believes  that 
awards  for  “pain  and  suffering”  and 
large  jumbo  jury  verdicts  are  the 
cause  of  high  insurance  premiums. 
While  the  large  losses  are  a factor 
and  are  worrisome  because  they  are 
increasing,  they  are  not  the  main 
cause  of  high  premiums.  In  fact  ac- 
tuaries truncate  all  losses  at 
$100,000  in  rate  making  for  the  spe- 
cific reason  of  keeping  the  large 
losses  from  distorting  premiums.  In 
the  March  7,  1988  issue  of  Medical 
Economics,  the  article  entitled,  “Can 
the  AMA  Sell  its  Own  Brand  of  Mal- 
practice Reform?”,  Barbara  Rey- 
nolds, Senior  Communications 
Manager,  St.  Paul  Fire  and  Marine 
Insurance  Company  discusses 
whether  frequency  or  severity  is  the 
problem.  She  states: 


“Much  of  the  malpractice  prob- 
lem has  been  caused  by  the  in- 
creasing number  of  claims  being 
filed  in  recent  years.  . . . Though 
they  do  affect  total  costs,  the  huge 
awards  we  all  read  about  are 
rare.  . . . 

While  the  AMA  arbitration  pro- 
posal guarantees  much  higher  claim 
frequency,  MAG  Mutual  does  not 
expect  it  to  lower  loss  severity.  Two 
years  ago  the  Fulton  County,  Geor- 
gia, Superior  Court  began  a non- 
binding arbitration  program.  In  just 
the  first  two  years,  there  have  been 
at  least  three  awards  approaching 
or  exceeding  one  million  dollars 
each. 

The  AMA’s  proposal  limits  pain 
and  suffering  and  punitive  damages 
(all  non-economic  damages)  to 
one-half  the  state  average  annual 
wage  multiplied  by  the  injured  par- 
ty’s life  expectancy,  but  not  less  than 
15  years.  Its  maximum  award  for 
pain  and  suffering  is  capped  at 
about  $700,000;  the  maximum  is 
about  $150,000.  In  Georgia  these 
amounts  are  much  higher  than  the 
current  average  pain  and  suffering 
award  of  $71,141  we  incur.  And  it 
has  been  accepted  by  those  study- 
ing tort  reform  that  caps  on  non- 
economic damages  have  little  im- 
pact when  the  amount  is  above 
$250,000. 

Furthermore,  the  proposal  pro- 
vides unlimited  recovery  for  eco- 
nomic or  special  damages;  i.e.  out- 
of-pocket  expenses,  lost  past  and 
future  wages,  etc.  Unlimited  recov- 
ery of  economic  loss  is  the  princi- 
pal reason  why  claim  severity  will 
not  drop  under  the  proposal.  By  far, 
the  largest  elements  of  even  the  rare 
jumbo  awards  in  Georgia  are  lost 
future  wages,  future  medical  ex- 
penses and  other  economic  loss;  ! 
not  pain  and  suffering.  Yes,  there 
are  cases  which  have  been  the  ex- 
ception, but  we  can  count  them  on 
one  hand. 

It  is  the  recommendation  of  MAG 
Mutual  that  the  Medical  Associa- 
tion of  Georgia  refrain  from  volun- 
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teering  to  be  a pilot  state  for  the 
AMA  proposal  and  that  it  consider 
voicing  formal  opposition  to  the 
AMA  pursuing  its  proposal  further 
without  substantial  modification  to 
correct  the  proposal’s  current  grave 
shortcomings. 

Analysis  of  AMA  Rationale 

According  to  the  AMA,  it  believes 
that: 

A)  the  current  judicial  system  for 
determining  professional  liabil- 
ity does  not  compensate  a sig- 
nificant number  of  patients  who 
have  been  injured  by  medical 
negligence. 

B)  the  current  tort  system,  which 
relies  heavily  upon  juries  is  not 
optimally  suited  for  resolving 
medical  negligence  issues. 

The  observations  are  true,  but 
they  have  had  the  effect  of  restrain- 
ing the  growth  in  premiums,  not  es- 
calating them. 

The  AMA’s  proposed  treatment 
for  curing  high  premiums  is  wrong 
for  a very  simple  reason.  It  has  mis- 
diagnosed the  illness.  Essentially 
the  AMA  proposal  is  based  upon 
three  assumptions  which  it  be- 
lieves are  supported  by  independ- 
ent studies: 

1.  Of  all  medical  liability  awards 
of  $100,000  or  more,  80%  of  the 
award  is  for  pain  and  suffering 
(Rand  Corporation). 

2.  57%  of  all  medical  liability 
claims  are  without  merit  (Govern- 
ment Accounting  Office). 

3.  57%  of  premiums  paid  by  phy- 
sicians are  spent  on  the  settlement 
and  litigation  process;  i.e.  on  plain- 
tiff and  defense  attorney’s  fees,  ex- 
pet witnesses,  and  court  costs 
(Rand  Corporation). 

In  order  to  test  the  validity  of  the 
AMA  assumptions,  MAG  Mutual 
conducted  a closed  claimed  study 
of  1 ,565  claims  closed  between  June 
1,  1982  and  April  1,  1988.  As  will 
be  substantiated  later  in  this  report, 
we  found  that  the  assumption  that 
80%  of  large  losses  are  for  pain  and 
suffering  and  that  57%  of  all  claims 


are  without  merit  is  simply  not  true 
in  Georgia.  I seriously  doubt 
whether  either  assumption  is  valid 
in  any  jurisdiction  except,  perhaps, 
Dade  and  Broward  Counties,  Flor- 
ida. The  third  AMA  assumption  we 
found  to  be  correct;  more  than  half 
the  premium  is  consumed  in  in- 
vestigating claims  and  in  attorney’s 
fees  for  both  the  plaintiff  and  the 
defendant. 

AMA  Proposal 

In  order  that  the  reader  may  bet- 
ter understand  our  analysis  and  ob- 
servations, I need  to  briefly  explain 
the  proposal  and  how  it  would  work. 

A.  The  Structure 

The  AMA  proposal  is  that  the  cur- 
rent civil  justice  system  for  adjudi- 
cating medical  negligence  be  re- 
placed with  a state  administrative 
agency.  The  agency  could  either  be 
a modification  of  the  current  Com- 
posite State  Board  or  a new  agency. 

Membership  on  the  Board  of  the 
agency  would  be  full-time  for  at  least 
a five  year  term.  Reappointments 
are  possible.  Members  would  be 
appointed  by  the  governor  from  a 
list  of  nominees  selected  by  a cit- 
izens nominating  committee  — and 
approved  by  the  legislature.  The 
AMA  recommends  a seven  person 
Board  of  which  two  but  no  more 
than  three  members  are  physicians. 
It  is  clear  that  physicians  are  not  to 
dominate  the  Board. 

In  addition,  the  governor  would 
appoint  an  agency  General  Counsel 
who  would  supervise  a cadre  of  staff 
attorneys  whose  primary  responsi- 
bility would  be  to  represent  claim- 
ants — for  free  — before  the  Hear- 
ing Officers  and  the  Board.  In  all 
likelihood  the  attorneys  hired  to 
represent  claimants  will  be  pro- 
consumer, similar  to  those  found 
in  other  state  agencies  now. 

The  triers  of  fact,  called  Hearing 
Officers,  would  be  empowered  to 
take  evidence  and  seek  independ- 
ent consultation  from  a medical  or 
legal  advisor,  if  they  deem  neces- 
sary. The  Hearing  Officer  is  not  to 


be  a physician  but  rather  someone 
who,  over  time,  will  acquire  all  the 
expertise  required.  Two  faults: 
Hearing  Officers  are  to  be  ap- 
pointed as  career  bureaucrats  with 
jobs,  tenure,  salaries,  etc.  protected 
by  the  state  civil  service  commis- 
sion. Second,  there  is  no  profes- 
sional background  or  education  re- 
quired in  order  to  be  appointed  by 
the  civil  service  commission. 

B.  The  Adjudicative  Procedure 

In  lieu  of  current  court  proce- 
dures, the  claimant  merely  files  a 
simple  one-page  charge  against  the 
physician.  Complaint  forms  are  to 
be  readily  available  at  all  state-wide 
government  offices.  Clearly  this 
simple  step  will  encourage  claim- 
ants to  seek  compensation  and  will 
likely  greatly  increase  the  freqency 
of  claims  filed. 

Once  a charge  is  filed,  it  goes  to 
an  agency  staff  Claims  Reviewer 
who  is  empowered  to  obtain  all  rel- 
evant records,  interview  the  patient 
and  the  physician  and  then  evalu- 
ate the  charge.  The  Reviewer  may 
add  to  the  persons  charged  any 
other  health  care  provider  he  thinks 
is  involved  in  the  injury. 

The  standard  for  finding  fault  is 
much  lower  under  the  AMA  pro- 
posal than  under  the  court  system. 
Rather  than  determining  whether 
the  physician  negligently  “caused” 
the  injury  (i.e.  the  substantial  factor 
or  “but  for”  test  to  ensure  that  there 
is  a valid  casual  link  between  neg- 
ligent medical  treatment  and  the  in- 
jury) the  standard  is  lowered  to 
whether  the  physician’s  negligence 
“was  a contributing  factor”  in  caus- 
ing the  patient’s  injury. 

On  the  positive  side  of  this  pro- 
posed change  is  the  fact  that  the 
physician’s  liability  would  be  lim- 
ited to  his/her  degree  of  contribu- 
tion. Each  physician  would  not  be 
liable  for  the  contribution  of  any 
other  individual,  including  the  pa- 
tient’s own  contributing  negli- 
gence. 

The  Claims  Reviewer  may  dis- 
miss any  charge  he  finds  utterly 
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“without  merit”  or  may  dismiss  the 
charge  against  anyone  who  he  finds 
has  made  no  contribution  to  the  in- 
jury. The  claimant  may  obtain  re- 
view of  the  dismissal  by  a member 
of  the  agency  Board  simply  by  filing 
a form.  The  review  is  “de  novo”; 
that  is,  a new  independent  evalu- 
ation. In  the  event  of  a second  dis- 
missal by  the  Board  member,  the 
claimant  may,  within  120  days,  hire 
his  own  lawyer,  get  a physician  ex- 
pert to  say  that  the  claimant  has 
suffered  an  injury  which  was  “con- 
tributed to”  by  the  health  care  pro- 
vider, and  then  pursue  his  claim 
before  the  full  Board. 

If  the  Claims  Reviewer  believes 
that  the  physician’s  action  or  in- 
action may  have  contributed  in 
some  way  to  the  injury,  then  the  file 
is  reviewed  by  a medical  doctor  in 
the  physician’s  medical  specialty. 
If  the  reviewing  physician  decides 
that  the  defendant  did  not  contrib- 
ute to  the  injury,  then  the  Claims 
Reviewer  seeks  a second  opinion. 
Nice,  huh?  If  both  experts  agree  that 
there  is  no  reasonable  basis  to  be- 
lieve that  the  physician  did  any- 
thing which  contributed  to  the  in- 
jury, then  the  charge  is  dismissed. 

If  either  reviewing  physician  con- 
cludes that  there  is  a reasonable 
basis  to  believe  that  negligence  did 
contribute  to  the  injury,  then  the 
case  is  assigned  to  an  attorney  in 
the  agency’s  General  Counsel  office 
who  will  offer  to  litigate  the  case 
on  behalf  of  the  claimant  — free  of 
charge.  Currently,  a claimant  must 
pay  his  lawyer’s  out-of-pocket  ex- 
penses (several  thousand  dollars, 
at  least)  even  if  the  attorney  takes 
the  case  on  a contingency  fee  basis. 
Under  the  AMA  proposal  all  finan- 
cial disincentive  to  pursue  the  mat- 
ter against  the  physician  has  been 
removed.  Obviously,  patients  will 
have  a “nothing  to  lose”  attitude 
and  most  will  elect  to  pursue  their 
claim.  The  claimant  retains  the  right 
to  hire  his  own  lawyer  (even  on  a 
contingency  fee  basis)  to  assist  or 
even  replace  the  agency  attorney. 

At  this  point  the  agency  proce- 


dures are  designed  to  force  a set- 
tlement by  the  physician’s  insurer. 
In  order  to  properly  protect  the  phy- 
sician and  meet  the  AMA  require- 
ments, MAG  Mutual  will  have  to  ex- 
pand its  claims  staff.  Among  other 
things: 

1.  Insurer  is  given  only  60  days 
within  which  to  complete  its  inves- 
tigation and  obtain  expert  opinions 
in  support  of  the  physician.  This  is 
not  nearly  enough  time  to  properly 
investigate  the  matter. 

2.  During  the  first  60  days  both 
the  claimant  and  the  defendant 
MUST  make  a blind  offer  to  settle 
the  case  to  the  Hearing  Officer.  If 
the  offers  overlap,  the  claimant  will 
receive  his  offer  plus  50%  of  the 
overlap. 

3.  After  60  days  a settlement  con- 
ference is  held  during  which  the 
Hearing  Officer  attempts  to  mediate 
a settlement.  If  the  claimant  chooses 
to  be  represented  by  an  agency  at- 
torney, he  is  supposed  to  accept  a 
settlement  offer  that  is  found  by  the 
General  Counsel’s  office  to  be  rea- 
sonable. If  the  patient  refuses,  he 
retains  the  right  to  get  private  coun- 
sel and  proceed  further. 

4.  If  the  claim  is  not  settled  at  the 
conference,  the  parties  are  permit- 
ted discovery  but  it  is  limited  to  30 
interrogatories  and  no  more  than  3 
depositions.  This  will  result  in  in- 
adequate case  preparation  and 
physician  defense. 

5.  After  discovery  is  complete,  the 
parties  are  again  required  to  submit 
blind  settlement  offers  which  must 
involve  some  amount  of  money.  If 
the  claimant  does  not  ultimately  re- 
cover more  than  the  defendant  of- 
fered, then  the  agency  (or  claimant 
if  he  uses  a private  attorney)  will 
have  to  reimburse  the  defendant’s 
attorney’s  fees  and  costs.  And  vice 
versa.  This  the  AMA  believes  will 
encourage  reasonable  and  realistic 
settlement  offers. 

6.  The  Hearing  Officer  is  not  re- 
quired to  listen  to  any  oral  testi- 
mony. In  fact,  he  is  encouraged  to 
decide  the  case  solely  on  the  basis 


of  documents,  depositions,  etc.  In 
reality,  then,  the  very  common 
problem  of  incomplete  or  inaccur- 
ate medical  records,  charts,  short- 
hand notations,  nurses  notes,  etc. 
will  hurt  the  defendant  who  may  not 
be  allowed  to  testify  as  to  what  really 
happened. 

7.  After  the  Hearing  Officer’s  de- 
cision, either  party  may  appeal  to 
the  full  Board  within  30  days.  Ap- 
pealable issues  are  to  be  legal,  not 
medical  or  factual  issues,  and,  if 
the  Hearing  Officer’s  findings  are 
supported  by  the  evidence,  then  his 
decision  will  be  affirmed  by  the 
Board. 

8.  Decisions  of  the  Board  are 
binding  precedent  on  future  cases. 

9.  Appeals  from  Board  decisions 
are  to  be  very  limited.  Its  findings 
on  fact  and  law  are  “conclusive” 
unless  the  Board  acted  arbitrarily  or 
abused  its  authority.  Appeal  is  to 
the  state  Appellate  Court  whose 
power  is  limited  to  affirm  the 
Board’s  decision  or  remand  the 
matter  to  the  Board  for  reconsider- 
ation. The  court  has  no  authority  to 
decide  liability  or  damages  issues. 

MAG  Mutual  Closed  Claim 
Study 

How  would  Georgia  physicians 
fare  under  the  AMA  state  agency  ar- 
bitration system?  MAG  Mutual  con- 
ducted a study  of  1,565  claims 
closed  between  June  1,  1982  and 
April  1,  1988.  We  found: 

A)  Of  1,565  claims  closed: 

• 206  claims,  or  13%,  closed 
with  indemnity  payments  to  a 
claimant  as  well  as  defense 
costs. 

• 772  claims,  or  49%,  closed 
with  defense  costs,  but  no 
payment  to  a claimant. 

• 587  claims,  or  38%,  closed 
with  no  payment  of  any  kind. 

B)  58  trials  completed: 

• Won  48,  or  83%,  with  a jury 
verdict  for  physician. 

• Lost  10,  or  17%,  with  a jury 
verdict  for  claimant. 

C)  Of  the  70  claims  closed  with  an 
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indemnity  payment  to  a claim- 
ant of  $100,000  or  more: 

• Average  indemnity  of  claims 
of  $100,000  or  more  was 
$355,704. 

• An  average  of  20%  of  award/ 
settlement,  or  $71,141,  attrib- 
utable to  pain  and  suffering. 

D)  Loss  Adjustment  Expenses 
(LAE): 

• Total  LAE  paid  on  all  978 
closed  claims  with  LAE  was 
$4,841,000. 

• Average  LAE  paid  was  $4,950. 

• LAE  payments  are  1 8%  of  total 
payments  (claims  and  LAE 
paid). 

• 62%  of  LAE  spent  on  claims 
closed  without  payment  to 
claimant. 

E)  Insurance  Company  General  and 

Administrative  expenses: 

• 6.9%  Expense  Ratio  for  1987 
at  MAG  Mutual. 

• 20.1%  Expense  Ratio  for  1987 
at  St.  Paul. 

I need  to  explain  how  the  closed 
claim  study  of  MAG  Mutual  allows 
us  to  state  so  categorically  that  the 
pain  and  suffering  and  no  merit  as- 
sumptions underlying  the  AMA’s 
proposal  do  not  reflect  our  loss  ex- 
perience here  in  Georgia. 

AMA:  80%  of  Large  Losses  are 
for  Pain  and  Suffering 

The  vast  majority  of  the  206  claims 
closed  with  settlements  or  jury 
awards  consist  of  compensation  to 
the  claimant  for  his/her  past  and 
future  out-of-pocket  expenses  (sur- 
gery, hospitalization,  medicine, 
medical  equipment,  nursing  care, 
etc.)  and  lost  past  and  future  wages. 
Of  the  70  claims  closed  at  $100,000 
or  more,  an  estimated  average  of 
only  20%,  or  $71,141  of  such  pay- 
ments were  for  pain  and  suffering. 
This  is  true  even  in  the  catastrophic 
losses  evoking  a lot  of  sympathy  for 
the  injured.  Only  2 of  1,565  closed 
claims  have  resulted  in  payments 
where  the  majority  of  the  amount  is 
classified  as  “pain  and  suffering” 
compensation. 


AMA:  57%  of  All  Claims  Have 
No  Merit 

While  587,  or  38%,  of  the  claims 
were  closed  without  payment  of  any 
kind,  it  would  be  erroneous  to  jump 
to  the  conclusion  that  the  claim  was 
“without  merit”  or  frivolous.  These 
began  as  precautionary  notices  re- 
ported by  physicians  who  had  a pa- 
tient who  experienced  an  unex- 
pected, adverse  medical  outcome 
to  a treatment  or  procedure.  A pre- 
liminary investigation  by  a Claims 
Representative  at  MAG  Mutual  re- 
vealed an  unexpected  patient  injury 
and  some  reasonable  argument  that 
the  insured  physician  did  some- 
thing or  failed  to  do  something 
which  caused  the  injury.  So  a claim 
file  was  set  up.  It  was  subsequently 
closed  when  no  demand  for  com- 
pensation materialized.  The  claim 
is  not  without  merit,  merely  not  pur- 
sued! 

Under  the  AMA  agency  proposal 
which  makes  filing  a complaint 
simple  and  easy  at  no  cost  to  the 
injured  patient,  we  believe  that 
many,  perhaps  most,  of  those  587 
or  so  claims  closed  without  any 
payment  at  all  would  have  been  filed 
and  would  have  been  paid  under 
the  administrative  agency  concept 
the  AMA  proposes. 

In  addition,  another  772,  or  49%, 
of  the  closed  claims  involve  pay- 
ment of  loss  adjustment  expenses 
(LAE),  but  no  indemnity  payment 
to  a claimant.  Many  cases  involved 
only  a modest  amount  spent  for  ob- 
taining medical  records,  physician 
review,  etc.  and  some  cases  in- 
volved upwards  of  $75,000  to  even 
$100,000  for  a trial  in  which  we  won 
a defendant’s  verdict.  The  average 
LAE  on  these  cases  was  only  $3,890. 
Likewise,  we  believe  many  of  these 
772  claims  would  result  in  com- 
pensation being  paid  under  the  AMA 
proposal. 

Our  loss  reserves  on  this  87%  of 
all  claims,  the  1,359  claims  closed 
without  indemnity  payment  in  these 
two  categories  averaged  only 
$24,283  per  claim,  but  in  sum  to- 
taled $33,000,000.  If  these  were 


paid,  it  would  cause  the  Georgia 
physicians’  premiums  to  double.  By 
comparison,  the  total  amount  of  in- 
demnity MAG  Mutual  paid  on  all 
1,565  closed  claims  was  $22,- 
379,000.  Adding  additional  pay- 
ments of  $33,000,000  would  in- 
crease the  total  losses  paid  to  over 
$55,000,000;  more  than  double  the 
amount  actually  paid.  If  physicians’ 
premiums  are  at  current  levels  when 
only  13%  of  reported  injuries  get 
paid,  how  high  would  premiums  be 
if  most  injured  patients  received 
compensation? 

Actually  the  proposal  is  probably 
much  worse  than  our  statistics 
show.  We  believe  that  currently  only 
a small  percentage  of  medical  neg- 
ligence injuries  get  reported  and 
become  a claim.  The  AMA  proposal 
may  well  open  the  floodgate  for 
claims.  Patricia  M.  Danzon  in  her 
book  Medical  Malpractice,  Theory, 
Evidence  and  Public  Policy,  Har- 
vard University  Press  (1985),  ana- 
lyzed independent  studies  on  the 
frequency  of  compensable  injuries. 
She  estimates  that  at  most  1 in  10 
patients  injured  in  a hospital  filed 
a claim  and  that  less  than  half  of 
those  who  filed  a claim  received 
any  compensation.  Thus,  she  con- 
cluded, that  “the  incidence  of  mal- 
practice is  much  higher  than  the 
frequency  of  malpractice  claims” 
(p.  4). 

Without  debating  the  degree  of 
accuracy  in  the  various  studies  on 
patient  injuries  resulting  from  med- 
ical negligence,  there  is  much  evi- 
dence that  there  are  many  times  the 
frequency  of  patient  injuries  than 
there  are  medical  liability  claims.  It 
is  our  contention  that  a simple,  free 
adminstrative  agency  adjudication 
process  would  result  in  a very  large 
increase  in  the  number  of  claims 
being  filed  against  physicians,  and 
many  more  than  13%  of  them  would 
get  paid. 

Let’s  assume  that  the  number  is 
not  1 in  10  injuries  that  ever  be- 
come a claim;  let’s  use  1 in  5.  That 
means  that  there  may  be  4 more 
potential  claims  out  there  for  every 
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1 currently  being  reported.  Under 
the  AMA  proposal  if  even  half  of  the 
4 unreported  compensable  inci- 
dents become  claims,  then  fre- 
quency will  triple.  The  AMA  will 
achieve  its  objective;  its  proposal 
will  correct  the  fact  that  the  current 
judicial  system  does  not  compen- 
sate a significant  number  of  pa- 
tients who  have  been  injured  by 
medical  accidents.  And  the  physi- 
cians will  pay  for  the  correction. 

AMA:  Judicial  System  is 
Expensive  and  Juries  are 
Inconsistent 

The  AMA’s  third  assumption  for 
its  proposal  may  be  summarized  as 
the  current  judicial  system  is  time- 
consuming  and  expensive  with  cur- 
rently less  than  half  of  total  pre- 
miums ever  reaching  the  injured 
claimant.  In  addition,  jury  awards 
are  increasing  and  are  often  incon- 
sistent. These  points  are  true.  How- 
ever, the  fact  that  the  system  is  time- 
consuming  and  expensive  are 
among  the  reasons  why  many  more 
claims  are  not  filed.  These  things 
have,  in  fact,  moderated  the  pre- 
mium increases  we  have  witnessed 
over  the  last  few  years. 

The  point  which  the  AMA  makes 
that  57%  of  physicians’  premiums 
are  eaten  by  claims  “process”  costs 
is  true.  MAG  Mutual  rates  are  set 
such  that  100%  of  physicians’  pre- 
miums go  to  defend  and  to  pay 
claims.  The  company  operates  on 
investment  income.  An  aggregate 
allocation  of  distribution  of  physi- 
cians’ premiums  is: 

Premiums 

Plaintiff’s  attorney  and 

expenses  40% 

Defense  attorney  and 

expenses  18% 

Plaintiff  42% 

100% 

However,  the  distribution  needs 
to  be  analyzed  to  see  whether  there 
can  be  expense  saving  which  might 
benefit  physicians.  On  the  206 
claims  closed  with  indemnity,  we 


spent  $1,838,000  on  defense  costs; 
only  7.6%  of  the  indemnity  paid  to 
the  claimants.  However,  we  spent 
an  additional  $3,003,000  investi- 
gating and  defending  772  cases 
which  we  ultimately  closed  without 
any  indemnity  payment  to  the 
claimant.  Of  the  total  amount  paid 
by  MAG  Mutual,  18%  was  for  de- 
fense attorneys  and  other  claim  re- 
lated expenses. 

Under  the  AMA  proposal  loss  ad- 
justment expenses  would,  in  fact, 
jump  sharply  because  the  vast  ma- 
jority of  the  1,359  claims  closed 
either  with  no  payment  at  all  or  only 
a small  LAE  payment  would  end  up 
being  pursued  by  the  injured  pa- 
tient and  arbitrated  before  the 
Board.  In  addition,  if  half  the  cur- 
rent injuries  which  are  not  reported 
become  complaints  and  frequency 
triples,  then  that  will  drive  LAE  sky- 
ward. 

One  significant  improvement  in 
the  AMA  proposal  is  the  elimination 
of  the  40%  of  the  indemnity  pay- 
ment which  goes  to  the  plaintiff’s 
lawyer  since  the  agency  itself  would 
represent  injured  patients.  For  our 
206  claims  closed  with  indemnity, 
this  would  represent  a savings  of 
nearly  $9,000,000.  But  a savings  to 
whom?  To  the  plaintiff,  not  the  phy- 
sician. 

Plaintiff’s  cannot  now  add  their 
attorney’s  fees  to  their  list  of  dam- 
ages when  proving  their  case  in 
court.  Juries  do  not  normally  add 
to  the  verdict  an  additional  amount 
to  pay  the  plaintiff’s  lawyer.  We  ac- 
knowledge, however,  that  some 
verdicts  are  inflated  by  juries  be- 
cause they  know  that  the  plaintiff’s 
lawyer  is  going  to  take  a portion  of 
the  award  and  they  want  to  make 
certain  that  the  amount  “will  take 
care  of”  the  plaintiff. 

We  believe  that  eliminating  the 
plaintiff’s  lawyer  from  the  process 
will  increase  the  percentage  of  the 
award  going  to  the  injured  patient; 
this  is  meritorious.  However,  the 
savings  will  not  benefit  the  physi- 
cian or  reduce  his/her  premiums. 

Finally,  the  AMA  asserts  that  the 


current  tort  system  which  relies 
heavily  upon  juries  is  not  optimally 
suited  for  resolving  medical  negli- 
gence. Jury  awards  are  often  incon- 
sistent and  are  increasingly  exces- 
sive. 

MAG  Mutual  has  tried  58  lawsuits 
and  the  juries  returned  a verdict  in 
favor  of  the  physician  defendant  in 
48,  or  83%,  of  the  cases.  Admittedly 
we  try  to  settle  claims  which  we  are 
certain  to  lose  in  court  and  so  these 
statistics  are  more  favorable  than  if 
we  tried  more  of  the  adverse  cases. 
However,  we  willingly  try  cases  if 
we  believe  that  we  have  a reason- 
able chance  of  winning,  or  even  if 
we  know  we  are  going  to  lose,  but 
the  plaintiffs  settlement  demand  is 
unreasonable. 

Statistically  we  ought  to  be  losing 
nearly  half  of  the  cases  we  try,  but 
we’re  not.  We  are  losing  only  17% 
of  the  trials.  Why?  Because  juries 
in  Georgia  respect  physicians  and 
try  to  view  the  facts  in  the  light  most 
favorable  to  the  physician.  It  is  our 
belief,  that,  on  the  whole,  juries  in 
Georgia  are  very  fair  to  Georgia  phy- 
sicians. They  are  pro-physician.  It 
would  be  a mistake  to  give  this  up 
for  the  sake  of  preventing  the  rare 
outrageous  jury  award. 

Rulemaking  and  Discipline 
Functions  Under  AMA  Proposal 

The  AMA  proposal  grants  to  the 
agency  an  extensive  role  in  physi- 
cian discipline  and  credentialing  in 
addition  to  its  medical  negligence 
adjudication  responsibilities.  Al- 
though MAG  Mutual  is  not  an  ap- 
propriate advisor  on  these  issues, 
we  will  set  forth  some  of  the  Board’s 
duties  in  these  areas  so  that  phy- 
sicians and  medical  organizations 
may  be  aware  of  and  consider  them. 

A.  Rulemaking 

Upon  notice  to  medical  and  legal 
groups,  the  Board  may  promulgate 
rules  which  have  the  effect  of  law 
including  issuing  rules  interpreting 
specific  medical  practice  standards 
adopted  by  medical  societies.  Thus 
the  Board  could  adopt  certain  “safe 
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harbor”  rules  that  protect  physi- 
cians who  follow  an  approved 
course  of  treatment.  Likewise,  fail- 
ure to  follow  the  rules  could  be 
“negligence  per  se.” 

B.  Discipline 

The  Board  is  given  overall  re- 
sponsibility to  review  and  monitor 
every  physician’s  performance  for 
purposes  of  credentialing  and  dis- 
cipline. Every  adverse  liability  de- 
termination will  trigger  some  level 
of  review  of  the  physician’s  prac- 
tice. At  a minimum  the  investiga- 
tion will  entail  a review  of  the 
Board’s  central  data  bank  on  prior 
claims,  discipline,  and  restrictions 
which  will  be  part  of  every  physi- 
cian’s file. 

AMA  proposes  periodic  review  of 
every  physician’s  performance  by 
two  entities  — his/her  medical  li- 
ability insurer  and  a hospital.  The 
reviewing  entities  would  be  re- 
quired to  report  to  the  Board’s  cen- 
tral clearinghouse  any  adverse  ac- 
tion taken.  Every  physician  would 
be  required  to  apply  for  medical  li- 
ability insurance.  If  he/she  cannot 
secure  insurance,  the  Board  would 
review  whether  that  fact  merits  ac- 
tion to  limit  the  scope  of  the  phy- 
sician’s practice. 

The  hospital  credentials  com- 
mittee will  be  required  to  review  the 
records  of  all  physicians  applying 
for  hospital  privileges  and  to  reex- 
amine the  credentials  every  two 
years,  using  JCAHO  standards  plus 
CME  participation,  audit  of  patient 
charts,  and  medical  liability  his- 
tory. After  notice  to  the  physician 
and  a hearing,  recommendations 
concerning  restrictions,  suspen- 
sion or  termination  of  hospital  priv- 
ileges will  be  made  to  the  Executive 
Committee  of  the  hospital  staff, 
which  in  turn,  will  make  its  rec- 
ommendation to  the  hospital  Board. 
This  does  not  seem  to  be  a dra- 
matic departure  from  present  prac- 
tice — just  more  extensive.  Physi- 
cians without  hospital  privileges 
must  make  special  arrangements  for 
periodic  review  as  a condition  of 
licensure. 


Under  the  AMA  proposal  every 
physician  will  be  required  to  report 
incompetence,  mental  or  physical 
impairment  or  drug  or  alcohol  de- 
pendence of  a fellow  physician  to 
an  impaired  physician  committee 
of  the  hospital  or  medical  society. 
Confidentiality  and  immunity  from 
liability  will  be  granted  to  the  re- 
porting physician. 

The  AMA  proposal  makes  CME 
mandatory  and  every  physician  will 
have  to  document  his/her  partici- 
pation. Continued  eligibility  for  li- 
ability insurance  will  require  par- 
ticipation in  the  insurance 
company’s  mandatory  loss  preven- 
tion program.  Likewise,  hospitals 
will  offer  mandatory  assurance/loss 
prevention  programs  to  its  medical 
staff. 

Finally,  as  part  of  its  quality  mon- 
itoring activities,  the  agency  Board 
would  be  authorized  to  conduct  an 
on-site  audit  of  the  medical  prac- 
tices of  any  physician  who  has  had 
a medical  liability  payment.  The  fo- 
cus of  the  audit,  the  AMA  proposes, 
is  rehabilitation  and  education;  dis- 
cipline only  as  a last  resort. 

The  agency  Board  will  receive  and 
investigate  complaints  from  the 
public  as  well  as  hospitals  and  phy- 
sicians and  the  Board  itself.  The 
non-physician  Claims  Reviewer  will 
handle  the  investigation  and  rec- 
ommend further  action  to  the 
Board’s  General  Counsel.  If  the 
Claims  Reviewer  concludes  that 
there  is  reason  to  believe  that  a phy- 
sician’s skills  are  inadequate  or  that 
he  may  be  impaired,  then  the  phy- 
sician’s records  will  be  ordered 
produced  and  an  audit  made  on- 
site which  will  be  reviewed  by  phy- 
sician peers.  Again  confidentiality 
and  immunity  are  provided  to 
everyone  involved  in  the  review. 

Once  the  matter  is  investigated, 
the  Board’s  General  Counsel  will 
decide  whether  to  initiate  a disci- 
plinary charge  against  the  physi- 
cian. If  such  a charge  is  filed,  then 
the  matter  is  heard  by  a Hearing 
Officer  and  a determination  made 
of: 


a)  no  action. 

b)  referral  to  impaired  physician 
program. 

c)  other  sanctions;  e.g.  perform- 
ance monitored. 

d)  license  restriction  or  revoca- 
tion. 

e)  summary  disciplinary  action; 
e.g.  immediate  suspension. 


COMPUTERS  IN 
MEDICINE 

William  C.  Pfister,  M.D. 

We  continue  to  perform  our 
function  of  helping  to  in- 
form Georgia  physicians  of  the  va- 
riety of  ways  in  which  computers 
can  assist  them  in  their  practices. 

Because  so  many  MAG  members 
have  asked  us  for  recommenda- 
tions of  computer  hardware  or  soft- 
ware the  Committee  has  carefully 
considered  several  courses  of  ac- 
tion. Even  though  at  least  one  met- 
ropolitan medical  society  in  our 
State  has  endorsed  an  individual 
computer  system,  we  continue  to 
believe  that  MAG  recommenda- 
tions of  particular  products  or  ven- 
dors are  inappropriate,  and  that  se- 
lection of  the  right  product  or 
service  depends  on  the  physician’s 
individual  practice  and  needs. 

As  an  aid  to  our  members,  we 
have  commissioned  an  article  on 
selecting  a medical  computer  sys- 
tem for  publication  in  the  Journal 
of  the  Medical  Association  of  Geor- 
gia. Written  by  Robert  R.  Moore,  Jr., 
Atlanta  medical  practice  manage- 
ment consultant,  the  article,  “Doc- 
tor, Before  You  Buy  that  Computer 
. . . ,”  should  be  of  considerable 
help  to  our  membership.  We  hope 
to  continue  to  provide  this  kind  of 
information  in  the  future  (see  the 
Recommendation  appended  to  our 
report) . 

In  their  reading,  our  Committee 
members  from  time  to  time  come 
upon  a particularly  worthwhile  ar- 
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tide  on  medical  computing.  Such 
a one  is  “Advanced  Computing  for 
Medicine,”  by  Glenn  D.  Rennels  and 
Edward  H.  Shortliffe,  published  in 
Scientific  American  last  October.  To 
call  it  to  the  attention  of  MAG  mem- 
bers, we  have  provided  a brief  sum- 
mary of  the  article  for  the  MAG 
Newsletter. 

“ELECTRONIC  MAIL”:  Last  year 
the  MAG  House  resolved  that  the 
Association  should  “investigate  the 
feasibility  of  developing  for  its  of- 
ficers, key  members  and  local  so- 
cieties and  any  member  who  de- 
sires to  participate,  an  appropriate 
on-line  computer  system  for  trans- 
mitting information.” 

The  Committee  has  discussed 
this  possibility,  particularly  in  ref- 
erence to  the  Georgia  Interactive 
Network  for  Medical  Information 
(GaIN).  GaIN,  in  fact,  submitted  a 
proposal  to  provide  such  an  elec- 
tronic mail  system  for  MAG  mem- 
bers. We  discussed  GaIN,  its  price 
($300-$450  per  user,  annually)  as 
well  as  its  alternatives  or  competi- 
tors. We  then  voted  to  recommend, 
given  the  existence  of  more  eco- 
nomical means  of  non-computer- 
ized  communication  (e.g. , orga- 
nized telephone  calling  by  staff  to 
key  county  society  headquarters), 
that  MAG  not  enter  a contract  with 
GaIN  at  the  present.  The  MAG  Ex- 
ecutive Committee  endorsed  our 
recommendation  last  December. 

I should  add  that  the  efficacy  of 
mass  telephone  communication 
was  demonstrated  in  the  last  week 
of  the  recent  General  Assembly, 
when  MAG  officers,  staff  and  Aux- 
ilians  mobilized  an  impressive  tele- 
phone campaign  which  resulted  in 
hundreds  of  calls  to  State  Senators 
in  less  than  12  hours.  This  experi- 
ence suggests  the  wisdom  of  MAG 
continuing  to  pursue  alternatives  to 
computerized  “electronic  mail”  as 
a means  of  quick  communication. 

As  Chairman,  I would  like  to 
commend  the  members  of  our 
Committee  for  their  help  and  en- 
thusiasm in  our  project.  They  are: 


Abdulla  M.  Abdulla,  M.D. 

James  A.  Brennon,  M.D. 

Leonard  Brubaker,  M.D. 

Thomas  W.  Carswell,  M.D. 

Robert  R.  Collins,  M.D. 

David  Harvey,  M.D. 

William  M.  Headley,  M.D. 

Charles  Ingram,  M.D. 

Ken  Lindyberg,  M.D. 

Sam  Mendel,  M.D. 

William  Rawlings,  Jr.,  M.D. 

George  W.  Shannon,  M.D. 

Tyson  D.  Smith,  M.D. 

Norman  Worsley,  M.D. 

John  Zimmer,  M.D. 

Recommendations 

That  the  MAG,  through  its  Jour- 
nal and  Newsletter,  continue  to  help 
disseminate  timely  information  on 
the  various  applications  of  com- 
puters in  medical  practices. 

House  Action 

Adopted. 


MAG  MEMBERSHIP 
COMMITTEE 

Ralph  Tillman,  M.D. 

The  MAG  Membership  Commit- 
tee met  twice  during  1987.  The 
Committee’s  members  expressed 
interest  in  a new  membership  re- 
cruitment brochure;  expansion  of 
the  MAG  MIS  (Membership  Infor- 
mation System);  and  a solution  to 
the  ongoing  concern  for  compo- 
nent societies  which  cannot  main- 
tain enough  members  to  remain 
chartered. 

Recruitment 

The  Membership  Committee  has 
collected  recruitment  brochures 
from  each  state  Association  and  is 
in  the  process  of  studying  these 
brochures  to  determine  new,  effec- 
tive approaches  to  our  ongoing  re- 
cruitment pursuits.  An  updated, 
concise  brochure  briefly  detailing 
the  many  benefits  of  MAG  partici- 


pation is  planned,  with  recruitment 
mailings  to  begin  following  this 
Session  of  the  House  of  Delegates. 

Young  Physicians  Section 

An  organizational  meeting  of  the 
proposed  MAG  Young  Physicians 
Section  was  held  during  the  Janu- 
ary, 1988,  Leadership  Conference. 
Much  energetic  enthusiasm  was  ex- 
pressed by  the  young  physicians  in 
participating  in  the  many  facets  of 
organized  medicine. 

As  mentioned  at  the  AMA  Re- 
gional Membership  Meeting  at- 
tended by  staff  in  August,  1987, 
52.6%  of  the  physician  population 
are  young  physicians,  with  18.3% 
of  the  young  physicians  being  fe- 
male. 

The  Committee  is  especially  in- 
terested in  attracting  this  sector  of 
the  physician  population  to  MAG 
membership,  as  the  young  physi- 
cians not  only  represent  a large 
group,  but  a viable  voice  concerned 
with  leadership  in  medicine. 

Membership  Increase 

Progress  is  being  made  on  the 
Committee’s  continuing  effort  of 
identifying  types  of  nonmembers 
currently  listed  on  the  MAG  mas- 
terfile,  with  3,498  nonmembers 
classified,  as  follows: 


Residents  1043 

Students  728 

Osteopaths*  4 

Past  members 

(not  in  practice)  9 

Past  members  (out  of  state)  172 
Past  members  (didn’t  renew)  1451 
Past  members 

(license  suspended)  3 

Retired  17 

Military  6 

Other  prospective  members 
(not  previous  members, 
in  Georgia)  65 


* The  only  Osteopaths  whose  records  are  now 
maintained  on  MAG’s  system  are  those  who  are 
members  of  a MAG-staffed  specialty  society. 
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Currently,  3853  nonmembers’ 
practice  types  have  not  been  de- 
fined, and  further  information  is 
being  collected,  via  component  so- 
cieties and  the  American  Medical 
Association’s  “Physician  Move- 
ment Reports.”  When  nonmember 
classifications  have  been  com- 
pleted, the  Committee  plans  to  tar- 
get specific  groups  in  special  mem- 
bership recruitment  mailings. 

Masterfile  Expansion 

Further  expansion  of  the  MAG  da- 
tabase during  1987  included  re- 
cording members’  telephone  num- 
bers, and,  to  date,  70%  have  been 
input.  This  information  proved  par- 
ticularly beneficial  to  those  partic- 
ipating in  the  extensive  telephoning 
from  the  MAG  headquarters  office, 
appraising  members  of  1988  state 
legislation. 

Also  now  being  recorded  are 
members’  types  of  practice,  i.e., 
solo,  group,  hospital-based,  etc. 

The  Committee’s  projected  goal 
is  to  have  complete  biographical  in- 
formation on  the  MAG  masterfile  on 
all  physicians  in  Georgia,  both 
members  and  nonmembers. 

Tort  Reform  Assessment 

There  are  only  71  members  who 
did  not  pay  the  1986  mandatory  tort 
reform  assessment,  representing 
collections  from  98.5%  of  those  as- 
sessed. Delinquent  members’  spe- 
cial requests  were  referred  to  the 
MAG  Judicial  Council,  and  each 
physician  has  been  contacted  to 
determine  why  they  did  not  con- 
tribute. Reinstatement  or  other  ac- 
tion was  taken  on  an  individual  ba- 
sis. 

County  Medical  Society  Update 

Although  there  are  two  remain- 
ing societies  which  have  not  elected 
officers,  the  Committee  would  like 
to  commend  the  Bartow  County 
Medical  Society,  which  underwent 
a major  reorganization  during  1987. 
Bartlow  has  elected  new  officers, 
again  become  more  an  active  so- 
ciety, and  has  increased  its  mem- 


bership from  six  to  fifteen  active 
members  during  the  past  calendar 
year. 

Currently,  seven  local  societies 
are  not  maintaining  the  required  five 
active  members  necessary,  in  ac- 
cordance with  MAG  Bylaws,  to  re- 
tain their  charters.  These  societies 
have  been  “borderline”  on  and  off 
for  at  least  ten  years,  attracting 
enough  members  for  short  periods 
of  time,  then  again  falling  below  the 
required  membership.  The  mem- 
bers of  these  societies  have  been 
requested  to  assist  MAG  in  attract- 
ing new  members  in  their  areas; 
however,  there  are  no  new  physi- 
cians establishing  practice  in  these 
counties.  As  a second  option, 
members  of  these  societies  with 
continually  insufficient  members 
have  been  requested  to  affiliate  with 
adjacent  societies.  The  general 
consensus  of  these  members  in  ru- 
ral areas  is  that  they  do  not  wish  to 
transfer  their  membership  to  neigh- 
boring societies  of  larger,  metro- 
politan areas. 

Recommendation 

That  the  MAG  establish  an  “at- 
large”  membership  category  to  ac- 
commodate those  members  who 
practice  in  areas  of  the  state  which 
are  unable  to  maintain  five  active 
members,  and  that  the  MAG  Bylaws 
be  amended  appropriately  to  in- 
clude this  “at-large”  status  of  mem- 
bership. “At-large”  membership 
would  be  limited  only  to  physicians 
in  those  areas  which  do  not  have 
sufficient  physicians  to  maintain  a 
component  society. 

House  Action 

Adopted  as  amended  to  read: 
“That  the  MAG  consider  establish- 
ing an  ‘at-large’  membership  cate- 
gory to  accommodate  those  mem- 
bers who  practice  in  areas  of  the 
state  which  are  unable  to  maintain 
five  active  members,  and  that  the 
MAG  Bylaws  be  amended  appro- 
priately to  include  this  ‘at-large’  sta- 
tus of  membership.  ‘At-large’  mem- 
bership would  be  limited  only  to 


physicians  in  those  areas  which  do 
not  have  sufficient  physicians  to 
maintain  a component  society.” 


NON-PHYSICIAN 
HEALTH  CARE 
PROVIDERS 
COMMITTEE 

Richard  W.  Cohen,  M.D., 
Chairman 

The  Non-Physician  Health  Care 
Providers  Committee  met 
twice  during  the  year,  largely  dis- 
cussing legislative  issues  regarding 
non-physician  providers  and  how 
the  Committee  could  be  of  assist- 
ance. 

Occupational  Regulation  Review 
Council  Meets  First  Test: 

X-Ray  Technologists  Licensure, 
HB  143 

The  legislation  passed  in  1986 
which  called  for  review  of  any  pro- 
posed licensure  or  certification  leg- 
islation by  the  Occupational  Reg- 
ulation Review  Council  passed  its 
first  test.  The  Council,  headed  by 
the  Director  of  the  Governor’s  Man- 
agement Review  Division,  met  five 
times  during  the  summer  and  fall 
on  HB  143,  providing  for  the  certi- 
fication of  X-ray  technologists.  After 
much  study,  the  Council  unani- 
mously recommended  not  to  certify 
X-ray  technologists,  stating  that 
such  governmental  regulation 
would  not  lead  to  the  increased 
safety  and  well-being  of  the  citizens 
of  Georgia.  As  a result,  the  author 
of  the  bill  asked  that  HB  143  not  be 
considered  during  the  1988  session 
of  the  General  Assembly.  MAG  had 
presented  extensive  written  and  oral 
testimony  opposing  this  bill. 

Physical  Therapists,  SB  292 

The  Physical  Therapy  Associa- 
tion had  written  a new  and  broader 
definition  of  physical  therapy  and 
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hoped  to  have  it  incorporated  in 
legislation  that  had  passed  the  Sen- 
ate in  1987  (SB  292).  They  had  even 
met  with  some  physicians  (inde- 
pendent of  this  Committee)  who  had 
accepted  their  new  definition. 

The  Non-physician  Health  Care 
Providers  Committee  then  met  with 
several  members  of  the  Physical 
Therapy  Association  to  discuss  the 
proposed  definition  change  and 
other  concerns  of  mutual  interest. 
The  Committee  was  not  satisfied 
with  the  new  definition  because  it 
too  was  overly  broad.  A major  med- 
ical concern  for  the  safety  and  well 
being  of  patients  was  that  there  was 
not  enough  understanding  of  the 
role  of  diagnosis  in  physical  ther- 
apy. The  representatives  of  the 
Physical  Therapy  Association  could 
not  explain  how  one  can  success- 
fully treat  a patient  without  first 
making  the  correct  diagnosis,  or 
how  you  can  make  a correct  diag- 
nosis without  having  extensive 
training.  Not  having  reached  an 
agreement,  the  Committee  in- 
structed the  legislative  team  to  con- 
tinue to  oppose  SB  292,  which  was 
successfully  accomplished. 

The  House  of  Representatives 
held  public  hearings  on  the  bill,  at 
which  time  two  MAG  physicians 
presented  expert  testimony.  The 
House  Health  and  Ecology  Com- 
mittee decided  to  hold  the  bill,  and 
therefore  it  did  not  pass. 

It  is  expected  that  the  Non-phy- 
sician Health  Care  Providers  Com- 
mittee will  continue  its  efforts  to 
see  if  there  is  common  ground  that 
can  be  obtained  with  the  physical 
therapists. 

Senate  Health  Professionals 
Study  Committee  Established 

The  Senate  passed  a resolution 
establishing  the  Health  Professions 
Study  Committee  to  be  composed 
of  five  senators.  The  stated  pur- 
poses of  this  committee  is  to  de- 
termine if  “it  would  be  more  prac- 
tical and  economical  to  provide  for 
the  licensing  and  regulation  of  a 
member  of  health-related  profes- 


sions by  a single  examining  board.” 
The  committee  will  be  following  the 
Senate  committees  and  provide  in- 
put into  its  study.  The  report  is  due 
to  the  Senate  by  December  1 , 1988. 
The  Non-physician  Health  Care 
Providers  Committee  will  be  mon- 
itoring the  Study  Committee  during 

1988. 

Audiologists  and 
Speech  Pathologists 

The  Georgia  Speech-Language- 
Hearing  Association  has  hired  a 
lobbyist.  In  1987  they  tried  to  pass 
legislation  that  would  require  phy- 
sicians to  hire  only  licensed  au- 
diologists to  perform  hearing  tests 
in  the  physician’s  offices.  It  appears 
that  they  may  try  to  do  this  again  in 

1989. 

Recommendations 

1.  That  the  Non-physician  Health 
Care  Providers  Committee  continue 
to  monitor  the  various  non-physi- 
cian health  care  provider  groups 
and  their  legislative  goals. 

2.  That  the  Non-physician  Health 
Care  Providers  Committee  meet  with 
the  various  non-physician  provider 
groups  to  discuss  issues  of  com- 
mon concern. 

3.  That  the  Non-physician  Health 
Care  Providers  Committee  watch  for 
any  activity  by  any  group  that  might 
have  an  adverse  impact  on  the 
health  and  safety  of  the  consuming 
public. 

House  Action 

Adopted  all  three  Recommen- 
dations with  commendation. 


PUBLIC  HEALTH 
COMMITTEE 

Gray  Rawls,  M.D., 
Chairman 

Referred  to:  Rec.  1 — Ref- 
erence Committee  C;  Rec.  2 
— Reference  Committee  A. 

During  1987-88,  the  MAG  Public 
Health  Committee  lent  its 
support  to  the  Association’s  vigor- 
ous strides  in  AIDS  prevention  and 
education  — the  continuing  num- 
ber one  public  health  concern  in 
Georgia  and  the  nation.  As  chair- 
man, I was  pleased  to  participate 
on  the  specially-appointed  MAG  Ad 
Hoc  Committee  on  AIDS  which 
linked  the  Public  Health  Commit- 
tee’s previous  efforts  and  spear- 
headed a vibrant  new  Association 
leadership  to  our  physicians  and 
community. 

Following  the  publication  of  a 
major  Association  report  on  AIDS 
in  July,  1987  by  the  Ad  Hoc  Com- 
mittee on  AIDS,  the  Public  Health 
Committee  continued  its  educa- 
tional partnership  with  the  Georgia 
Department  of  Human  Resources 
to  produce  an  AIDS  Physician’s  Ed- 
ucation Slide  Module.  The  52-set 
slide  program  for  physicians  syn- 
thesizes clinically-relevant  infor- 
mation detailing  basic  clinical 
guidelines,  AIDS  case  reporting,  pa- 
tient counseling,  and  AIDS  educa- 
tion and  information.  The  CME-ap- 
proved  presentation  may  be  used 
by  hospital  medical  staffs,  county 
medical  societies,  and  group  prac- 
tices for  information  and  discus- 
sion or  individual  use  with  audi- 
otape or  printed  text. 

For  1988-89,  the  committee  is 
studying  the  possibility  of  a physi- 
cian’s clinical  protocol  on  AIDS 
which  would  very  clearly  and  sim- 
ply lay  out  in  booklet  form  the  latest 
information  on  test  reporting,  clin- 
ical manifestations  of  HIV  infec- 
tion, diagnostic  evaluation,  treat- 
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ment,  and  education  and 
counseling.  With  the  number  of  in- 
dividuals with  HIV  infection  in- 
creasing nationwide  and  within  our 
state,  now  ranked  eighth  in  preva- 
lence rates,  physicians  and  clinics 
will  be  seeing  more  people  with 
symptoms  of  HIV  infection  or  con- 
cern about  AIDS.  They  will  need  to 
recognize  and  evaluate  those  pa- 
tients who  have  increased  risks  or 
signs  and  symptoms  suggesting  in- 
fection. This  clinical  guide  will  be 
one  among  the  ongoing  efforts  of 
the  Association  to  provide  current, 
useful  information  to  both  the  med- 
ical community  and  the  public  on 
HIV  and  AIDS. 

Secondly,  during  the  last  year,  the 
committees  gave  both  financial  and 
ongoing  staff  support  to  health  risk 
appraisal  testing  in  Georgia  high 
schools.  In  June,  1987  the  com- 
mittee promoted  statewide  pro- 
grams of  health  risk  testing  at  the 
Department  of  Education’s  Well- 
ness I State  Conference.  The  staff 
presented  to  health  educators 
throughout  the  state  a synopsis  of 
the  health  risk  testing  program,  and 
the  Association’s  view  on  healthy 
lifestyles  and  implications  for  health 
educational  curriculum.  An  up- 
dated version  of  the  risk  profile  has 
been  prepared  with  accompanying 
computer  discs  which  may  be  made 
available  to  local  school  systems 
and  educational  training  centers  in 
Georgia. 

In  a separate  but  related  activity 
to  health  risk  testing,  the  committee 
also  carried  through  with  the  ac- 
tions of  the  1987  MAG  House  sup- 
porting the  Drug  Free  Schools  and 
Communities  Act  of  1986  and  the 
Cobb  County  Medical  Society’s  Ad- 
olescent Urine  Drug  Screening  Pro- 
gram. The  Committee  offered  its  en- 
dorsement of  the  teenage  drug 
testing  program  and  supported  in- 
creased media  exposure  by  the  As- 
sociation. This  was  done  in  the  form 
of  an  Association  news  release  on 
February  5,  1988  — “Drug  Screen 
Program  Keeps  Kids  off  Drugs”; 
publication  of  a MAG  Journal  arti- 


cle in  December,  1987,  “Adoles- 
cent Urine  Drug  Screening:  A Cobb 
County  Medical  Society  Program”; 
and  endorsement  letters  to  the 
Georgia  Department  of  Education. 
The  Cobb  UDS  is  now  operating  in 
five  county  medical  societies  — 
Cobb,  Clayton,  DeKalb,  Fulton,  and 
Muscogee,  and  has  been  endorsed 
by  a long  list  of  distinguished  groups 
and  individuals  including  the  Geor- 
gia Legislature,  the  State  Superin- 
tendent of  Schools,  the  Metro  At- 
lanta Council  on  Alcohol  and  Drugs, 
the  Georgia  Psychiatric  Associa- 
tion, and  the  Georgia  Society  for 
Adolescent  Psychiatry. 

MAG’s  Public  Health  Committee 
met  three  times  this  past  year.  As 
chairman,  I wish  to  express  appre- 
ciation to  the  following  members  of 
the  Public  Health  Committee  who 
willingly  gave  of  their  time  and  ex- 
pertise to  these  projects  during  the 
year: 

Benjamin  S.  Anderson,  Jr.,  M.D. 
William  R.  Elsea,  M.D. 

A.  A.  McNeill,  Jr.,  M.D. 

S.  Charlotte  Neuberg,  M.D. 

Elton  S.  Osborne,  Jr.,  M.D. 

Betty  B.  Wray,  M.D. 

Gunar  N.  Bohan,  M.D. 

Harold  P.  Katner,  M.D. 

Walter  Murray,  Jr.,  M.D. 

Benjamin  B.  Okel,  M.D. 

Wells  Riley,  M.D. 

Mrs.  Thomas  W.  Marks 

Recommendations 

1.  The  Public  Health  Committee 
recommends  that  the  MAG  support 
the  development  of  a physician’s 
clinical  protocol  for  AIDS  and  HIV 
infection  which  emphasizes  clini- 
cally-relevant  information,  appro- 
priate assessment,  and  patient 
counseling.  The  purpose  being  to 
enhance  the  success  of  public 
health  efforts  to  prevent  AIDS  by  the 
integration  of  HIV  assessment  and 
counseling  in  the  clinician’s  daily 
practice  of  medicine. 

2.  We  request  MAG’s  support  for 
promotion  of  the  high  school  health 
risk  appraisal  program  in  local 


school  systems  throughout  Geor- 
gia. 

House  Action 

Adopted  Recommendation  2. 
See  Report  of  Reference  Com- 
mittee C for  House  Action  on  Rec- 
ommendation 1. 


PUBLIC  RELATIONS 
COMMITTEE 

Jeffrey  T.  Nugent,  M.D., 
Chairman 

Referred  to:  Rec.  1 — Ref- 
erence Committee  A;  Rec.  2 — 
Reference  Committee  F. 

At  the  1987  meeting  of  the  Med- 
ical Association  of  Georgia 
House  of  Delegates,  the  Public  Re- 
lations Committee  recommended 
the  development  of  a public  aware- 
ness effort  aimed  at  improving 
healthy  lifestyle  habits  among 
Georgians.  The  House  of  Dele- 
gates, in  its  final  action,  approved 
that  recommendation,  which  in- 
cluded continuation  of  MAG’s  teen- 
age pregnancy  prevention  cam- 
paign, “You  Can  Say  No”;  creation 
of  AIDs  education  materials;  and 
development  of  an  overall  healthy 
lifestyle  program. 

What  follows  is  a breakdown  of 
each  public  education  effort  — what 
was  done,  and  what  remains  to  be 
done  to  carry  out  the  House  direc- 
tive. 

“You  Can  Say  No”  Teenage 
Pregnancy  Prevention  Campaign 

This  campaign,  a joint  MAG/Aux- 
iliary  effort,  was  launched  on  Jan- 
uary 21,  1987  at  a press  conference 
in  Atlanta,  and  has  been  one  of  our 
most  successful  efforts,  to  date.  It 
has  received  national  attention  and 
has  gained  the  respect  of  such  no- 
tables as  the  Governor  of  Georgia 
and  the  United  States  Secretary  of 
Education,  Dr.  William  Bennett.  The 
program  was  featured  at  the  recent 
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AMA  Leadership  Conference  in  Chi- 
cago, and  our  classroom  compo- 
nent entitled  “Postponing  Sexual 
Involvement,”  developed  by  Grady 
Teen  Services  in  Atlanta,  was  a cur- 
riculum model  for  the  Sex  Educa- 
tion bill  considered  by  this  year’s 
Georgia  General  Assembly. 

In  measuring  the  impact  our  pro- 
gram has  had  on  Georgia,  we  need 
only  look  at  the  increased  aware- 
ness and  numerous  responses  we 
have  had  since  the  January  1987 
kickoff. 

We  have  received  almost  500  re- 
quests for  information  or  materials. 
We  have  disseminated  over  40,000 
“You  Can  Say  No”  buttons,  25,000 
bumper  stickers,  20,000  brochures 
and  3,000  information  packets.  Our 
two  televison  public  service  an- 
nouncements have  been  aired  be- 
tween 50  and  100  times  per  month 
throughout  the  state,  and  one  of  the 
spots  just  received  a Telly  award  for 
local  and  regional  television  com- 
mercials. And  we  have  had  numer- 
ous requests  for  speakers  on  this 
subject  for  media  interviews, 
schools,  and  civic  groups.  In  ad- 
dition, a recent  study  by  the  Ford 
Foundation  showed  that  8th  grade 
girls  who  had  not  had  the  “Post- 
poning Sexual  Involvement”  pro- 
gram were  three  times  more  likely 
to  begin  having  sex  in  8th  grade 
than  those  who  had  had  the  pro- 
gram. 

At  the  start  of  the  1987-88  school 
year  in  August,  there  was  a resurg- 
ence of  interest  in  our  campaign. 
Due  to  this  unanticipated  but  pleas- 
ant surprise,  the  Public  Relations 
Committee  spent  almost  $8,500.00 
on  reprints  of  materials  and  training 
sessions  for  auxiliary  members  par- 
ticipating in  our  school  compo- 
nent. We  felt  this  to  be  a very  worth- 
while expenditure  for  both  MAG  and 
the  Georgia  public  who  benefited 
from  our  program.  The  program  has 
been  a big  boost  to  the  public  im- 
age of  MAG  and  physicians,  and  was 
a 100%  production  of  MAG  and  the 
Auxiliary. 


AIDS  Education  Program  — 
“Fighting  Fear  With  Facts” 

As  AIDS  became  more  and  more 
prevalent  throughtout  Georgia  and 
the  nation,  public  fear  grew  and  the 
need  for  proper  AIDS  education  in- 
creased. It  therefore  became  ap- 
parent that  MAG  needed  to  take  a 
leadership  role  in  Georgia  in  AIDS 
education  efforts.  Therefore,  the 
MAG  Executive  Committee  created 
the  Ad  Hoc  Committee  on  AIDS, 
comprised  of  the  following  experts: 
Jack  F.  Menendez,  Macon,  Chair- 
man; O.  Grey  Rawls,  Albany  (Chair- 
man, Public  Health);  Beverly  B. 
Sanders,  Jr.,  Macon,  (Public  Rela- 
tions Committee  Representative); 
O.  Wytch  Stubbs,  Tucker  (Chair- 
man, Medical  Practice);  W.  Doug- 
las Skelton,  Macon  (Chairman, 
Georgia  Task  Force  on  AIDS);  Hans 
J.  Peters,  Columbus  (Pathologist); 
Rudolph  Jackson,  Atlanta  (CDC 
Representative);  Joseph  Wilbur,  At- 
lanta (DHR  Representative);  John 
F.  Fisher,  Augusta  (MCG  Repre- 
sentative); Walter  J.  Hill,  Atlanta 
(Psychiatrist);  W.  Daniel  Barker,  At- 
lanta (Georgia  Hospital  Association 
Representative);  Mrs.  Roy  W.  Van- 
diver, President,  A-MAG.  The  role 
of  the  Public  Relations  Committee, 
as  delegated  by  the  Ad  Hoc  Com- 
mittee on  AIDS,  was  to  develop  an 
AIDS  brochure  and  other  AIDS  ed- 
ucation materials. 

The  Public  Relations  Committee, 
with  assistance  from  the  auxiliary 
to  the  MAG,  created  the  theme, 
“Fighting  Fear  With  Facts,”  and  de- 
veloped various  materials  for  state- 
wide distribution. 

We,  in  conjunction  with  Richard 
E.  DuBois,  M.D.,  Atlanta,  developed 
a brochure  entitled,  “AIDS:  Fighting 
Fear  With  Facts”;  several  fact  sheets; 
backgrounders;  a resource  list;  a 
speaker’s  bureau;  sample  speeches; 
and  sample  news  releases  and  ed- 
itorials. With  assistance  from  the 
Public  Relations  firm  of  Lewis,  Clark 
and  Graham,  we  also  developed  a 
poster  entitled,  “This  is  a Manda- 
tory AIDS  Test.” 


As  with  our  teen  pregnancy  pre- 
vention materials,  these  materials 
were  very  popular.  They  were  first 
completed  and  distributed  to  MAG 
physicians  in  September  of  1987, 
and  since  that  time  we  have  dis- 
seminated over  30,000  brochures, 
10,000  posters,  and  1000  informa- 
tion kits.  The  AIDS  materials  were 
also  distributed  to  the  entire  Geor- 
gia General  Assembly  to  help  facil- 
itate passage  of  the  AIDS  bill. 

As  another  measure  of  this  pro- 
gram’s success,  the  Centers  for  Dis- 
ease Control  (CDC),  who  has  spent 
over  14  million  dollars  to  create  their 
own  AIDS  education  materials, 
which  unfortunately  were  not 
mailed  out  nationwide  amid  prom- 
ises they  would  be,  has  repeatedly 
ordered  our  materials.  In  addition, 
the  “This  is  a Mandatory  AIDS  Test” 
poster  recently  won  a gold  Addy 
award  in  the  public  service  cate- 
gory from  the  Atlanta  Advertising 
Club.  The  Addy  is  the  highest  honor 
bestowed  on  advertising  creations. 

The  success  of  these  materials 
was  costly,  however,  attributing  to 
over  $22,000  (almost  half)  of  the 
Public  Relations  budget.  We  feel, 
however,  that  this  was  and  will  con- 
tinue to  be  a priority  issue  for  MAG 
to  address. 

Healthy  Lifestyle  Campaign, 

“A  Prescription  for  Life” 

This  campaign  has  been  slow  to 
get  off  the  ground  due  to  our  other 
expenditures  and  programs,  but  we 
have  made  a bold  start  and  have 
laid  out  the  entire  program  for  the 
1988-89  MAG  year. 

The  overall  objective  of  this  cam- 
paign is  to  promote  healthy  lifestyle 
choices  among  Georgians  in  an  ef- 
fort to  improve  physical  fitness  and 
healthy  eating  habits,  as  well  as  de- 
crease abuse  of  tobacco,  alcohol 
and  drugs,  and  lessen  stress,  etc. 
The  longterm  goal  of  the  campaign 
is  to  position  physicians  as  experts 
in  helping  Georgians  make  the  right 
healthy  lifestyle  choices. 

At  present,  we  have  produced  a 
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30-second  television  public  service 
announcement  which  is  beginning 
to  be  aired  across  the  state.  MAG 
is  also  spearheading  a wellness 
consortium  created  by  WPBA  Chan- 
nel 30  in  Atlanta.  The  station  pro- 
duces a show  entitled  “Healthstyle” 
every  Wednesday  from  6:00-6:30 
p.m.  and  we  provide  a MAG  mem- 
ber panelist  for  every  show.  Panel- 
ists we  have  provided,  thus  far,  are: 
Jack  F.  Menendez,  M.D.,  MAG 
President,  “Your  Own  Healthstyle”; 
Sanford  Matthews,  M.D.,  Pediatri- 
cian, “Your  Happy,  Healthy  Child”; 
W.  Douglas  Skelton,  M.D.,  Chair- 
man, Georgia  Task  Force  on  AIDS, 
“The  Reality  of  AIDS”;  Joe  B.  Mas- 
sey, M.D.,  Gynecologist,  Infertility, 
Specialist,  “Overcoming  Infertility”; 
Herbert  R.  Karp,  M.D.,  Neurologist, 
Geriatrics,  “The  Elderly”;  Charles  P. 
Yarn,  Jr.,  M.D.,  Plastic  Surgery, 
“Cosmetic  Surgery”;  Frederic  C. 
McDuffie,  M.D.,  Internist,  Rheu- 
matology, “Chronic  Illness”;  Wil- 
liam H.  Whaley,  M.D.,  Oncologist, 
Hematology,  “Caring  for  Your  Ter- 
minally 111  Loved  One.” 

We  have  also  prepared  camera- 
ready  copy  for  four  patient  bro- 
chures which  we  will  print  over  the 
next  few  months.  The  brochure  top- 
ics are  fitness,  addiction,  stress  and 
auto  safety.  The  firm  of  Lewis,  Clark 
and  Graham  designed  our  brochure 
artwork,  and  a sub-committee  of 
experts  assisted  our  staff  in  writing 
these  brochures.  John  Cantwell, 
M.D.  assisted  in  preparing  the  fit- 
ness brochure;  Doug  Talbott,  M.D. 
helped  to  prepare  the  brochure  on 
addiction;  Sheldon  Cohen,  M.D. 
gave  assistance  in  writing  the  stress 
brochure;  and  Boyd  Eaton,  M.D.  as- 
sisted in  preparing  the  brochure  on 
auto  safety.  We  are  considering  ad- 
ditional brochures  on  topics  such 
as  pediatrics,  heart  disease,  can- 
cer, arthritis,  and  elderly  health. 

A brief  summary  of  further  com- 
ponents of  the  Healthy  Lifestyle 
program  follows: 

— Build  Campaign  around  the 
theme,  “Healthy  Lifestyle,  A 


Prescription  for  Life.” 

— Produce  an  additional  30-sec- 
ond  television  Public  Service 
Announcement  (PSA)  for  state- 
wide distribution  as  followup  to 
the  first  PSA. 

— Produce  two  30-second  radio 
spots  — one  for  adults,  one  for 
teenagers  — that  mesh  with  tel- 
evision PSAs  for  uniformity. 

— Print  and  distribute  up  to  six  pa- 
tient brochures  and  counter  card 
for  doctor’s  offices’,  hospitals, 
etc.  on  fitness,  which  includes 
exercise,  weight  control  and  nu- 
trition; addiction,  which  in- 
cludes smoking,  alcohol  and 
drugs;  auto  safety,  which  in- 
cludes drinking  and  driving  and 
seat  belt  use;  and  stress.  Addi- 
tional topics  will  be  determined 
at  a later  date. 

— Design  a media  kit  which  in- 
cludes a series  of  articles  writ- 
ten by  MAG  physicians  (12,  for 
once  a month  insertion)  for  dis- 
tribution to  local  newspapers. 

— Produce  a video,  using  promi- 
nent sports  and  entertainment 
figures,  aimed  at  teenagers,  to 
be  used  in  schools. 

A unique  feature  of  this  Healthy 
Lifestyle  campaign  is  that  it  utilizes 
cooperative  efforts  of  county  med- 
ical societies  and  county  auxili- 
aries in  localizing  the  program  and 
making  it  more  appealing  to  local 
media.  With  this  in  mind,  we  have 
developed  several  campaign  com- 
ponents that  call  upon  county  med- 
ical societies  to  take  action.  These 
components  include: 

— Create  a summer  public  event 
in  as  many  areas  of  the  state  as 
possible,  to  gain  exposure  for 
the  program  such  as  a Fun-Run, 
Health  Fair,  etc.  using  key  radio 
or  TV  stations  around  the  state. 
Local  auxiliaries  may  be  used 
to  help  organize  the  event. 

— “Medical  Minute”  — pre-writ- 
ten,  60-second  TV  and  radio 
PSAs  from  MAG  sent  to  county 
medical  societies  for  local  pro- 
duction, using  local  physicians. 


These  taped  spots  are  then  dis- 
tributed to  local  media  by  the 
county  medical  society. 

— Pre-designed  public  service  ads 
sent  to  county  medical  societies 
for  insertion  in  high  school 
newspapers  stressing  healthy 
lifestyle  choices  for  teens. 

— Local  speaker’s  bureaus  to  be 
organized  or  re-organized  to 
provide  healthy  lifestyle  speak- 
ers to  schools,  businesses,  etc. 

— County  medical  society  media 
kits  with  sample,  fill-in-the-blank 
health  articles,  provided  by 
MAG,  and  utilized  locally. 

Other  Activities  MAG’s  PR 
Committee  Has  Been  Involved 
In  This  Year 

1.  Following  the  House  of  Dele- 
gates in  April,  we  distributed  some 
of  the  key  House  actions,  in  the  form 
of  news  releases,  throughout  the 
state. 

2.  Our  PR  staff  responded  to  sev- 
eral county  medical  society  re- 
quests by  drafting  letters  to  the  ed- 
itor or  editorials  for  publication  in 
local  papers. 

3.  We  obtained  publicity  via  a 
news  release  and  media  interviews, 
for  the  MAG-endorsed  Adolescent 
Urine  Drug  Screen  Program,  started 
in  Cobb  County. 

4.  Our  PR  staff  fielded  calls  from 
the  public  and  the  media  on  such 
topics  as  AIDS,  indigent  care,  ritalin, 
tort  reform,  and  regulation  of  phy- 
sicians. 

Finally,  MAG’s  Public  Relations 
Committee  met  three  times  in  1987- 
88.  At  the  last  meeting,  in  March  of 
1988,  the  committee  members  es- 
tablished a new  policy  whereby  any 
printed  campaign  materials  — e.g. 
brochures,  fact  sheets,  etc.  — 
printed  by  MAG  will  include  ade- 
quate blank  space  for  county  med- 
ical societies  and  county  auxili- 
aries to  add  in  their  own  logos  or 
message. 

The  Chairman  wishes  to  thank  the 
members  of  the  P.R.  committee  who 
gave  a great  deal  of  their  time  and 
energy  to  our  projects  during  the 
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past  year,  and  particularly  Mrs. 
Sherry  Marsh,  our  staff  representa- 
tive, who  has  handled  our  in-house 
work. 

Sheldon  Cohen,  M.D.,  Kathy 
Easterling,  M.D.,  James  G.  Kille- 
brew,  Jr.,  M.D.,  Thomas  A.  Lyons, 
M.D.,  Charles  W.  McDowell,  Jr., 
M.D.,  Christian  R.  Moorhead,  M.D., 
Toby  S.  Morgan,  M.D.,  Alan  Pom- 
erance,  M.D.,  Beverly  B.  Sanders, 
Jr.,  M.D.,  Gerald  Stapleton,  M.D., 
Joseph  W.  Stubbs,  M.D.,  Mrs.  Roy 
W.  Vandiver,  William  Weston,  M.D., 
and  Edgar  Woody,  M.D. 

The  Chairman  also  wishes  to 
thank  Jack  F.  Menendez,  M.D., 
MAG’s  President,  for  his  tremen- 
dous leadership  this  year,  and  Joe 
P.  Bailey,  M.D.,  MAG’s  President- 
elect for  his  incoming  leadership. 

Recommendations 

1 . That  the  major  public  relations 
project  for  1988-89  will  be  Healthy 
Lifestyles  — a comprehensive  pro- 
gram of  public  education  with  grass 
roots  involvement  of  the  county 
medical  societies. 

2.  The  Public  Relations  Commit- 
tee requests  $60,000  to  carry  out  its 
programs  for  FY1988.  (See  attached 
itemized  budget.) 

House  Action 

Adopted  Recommendation  1. 

See  Report  of  Reference  Com- 
mittee F for  House  Action  on  Rec- 
ommendation 2. 


ATTACHMENT 

Public  Relations 
Expenditures 


June  1987-January  1988 


AIDS  Materials: 

Design  of  AIDS  logo,  layout, 

$ 8,320.00 

typesetting,  printing  (folders, 
brochures),  reorders 
Typesetting,  printing  of  AIDS 

1,401.81 

teenage  brochure 
Design,  typesetting,  printing 

5,066.80 

AIDS  posters 

Duplicating,  dubbing,  adding 

2,657.60 

logo,  mixing  of  AMA  AIDS 
spot  and  Red  Cross  Video 
Purchase  of  Red  Cross  Video 

237.71 

Purchase  of  AMA  AIDS  spots 

225.00 

Reprints  of  AMA  AIDS  mono- 

180.60 

graphs 

Duplicating  Red  Cross  slide 

835.66 

show 

TV  news  clip  of  AIDS  cover- 

71.00 

age 

Purchase  of  AIDS  teen  mate- 

17.19 

rials 

Postage  for  all-member  mail- 

3,500.00 

ing  of  AIDS  materials 
Postage  for  full  AIDS  Infor- 

250.00 

mation  Kits  to  CMS  and  Aux- 
iliary officers  and  staff 

Total 

$22,763.37 

Healthy  Lifestyles  Materials: 

Complete  development,  cast- 

$11,000.00 

ing,  production,  editing  of 
30-second  TV  spot 
Design  of  counter  Card,  bro- 

3,134.37 

chures,  print  ad 

Total 

$14,134.37 

Teen  Pregnancy  Materials: 

Grady  Teen  Services  Training 

$ 822.00 

Kits  and  Seminars 
Reprint  of  brochures 

3,190.58 

Reprints  of  buttons  and 

4,695.21 

bumper  stickers 
Reprints  of  Videotapes 

84.95 

Total 

$ 8,792.74 

Travel,  clipping  service,  ad- 

$ 2,805.44 

ministrative: 

TOTAL  EXPENDITURES 

48,529.66 

LESS  REVENUE 

4,160.50 

Net  Expenditures 

$44,396.16 

Public  Relations 
Expenditures 

February  1988-March  1988 

Based  on  additional  $25,000.00  allotted 
to  Public  Relations  Committee  from  MAG 
Board  of  Directors  Contingency  Fund: 


Produce  15  each  of  2 bro-  $ 9,000.00 
chures  (i.e.  — 30  brochures 
per  physician) 

Produce  1 counter  card  per  6,000.00 

physician 

Label,  insert,  seal,  bundle  1,000.00 

Postage  (3rd  Class  Bulk)  9,000.00 

Total  $25,000.00 


Proposed  Public  Relations 
Expenditures 

June  1988-May  1989 


Follow-up  television  public  $ 10,000 

service  announcement 
Remaining  public  awareness  30,000 

brochures  (healthy  lifestyles) 

Adolescent  video,  featuring  10,000 

celebrities,  for  school  use 
(co-sponsored  by  outside 
funding) 

Media  materials  3,000 

Teenage  pregnancy,  AIDS  ed-  4,000 

ucation  materials 

Travel,  clipping  service,  ad-  3,000 

ministrative: 

Total  $ 60,000 


AD  HOC 
COMMITTEE  ON 
AIDS 

Jack  F.  Menendez,  M.D., 
Chairman 

Introduction 

The  Ad  Hoc  Committee  on  AIDS 
was  established  to  develop  and 
recommend  AIDS  policy  guide- 
lines, disseminate  educational  ma- 
terials and  programs  for  physicians 
and  the  public,  and  coordinate  other 
MAG  committee  activities  concern- 
ing AIDS. 

In  recognition  of  this  significant 
health  care  problem,  MAG  estab- 
lished a committee  of  experts  to 
study  and  make  recommendations 
concerning  wrhat  Georgia’s  physi- 
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cians  consider  to  be  the  most  im- 
portant communicable  disease 
hazard  in  our  State.  The  committee 
consists  of  representatives  in  the 
specialties  of  surgery,  family  med- 
icine, pediatrics,  pathology,  psy- 
chiatry, internal  medicine,  derma- 
tology, as  well  as  representatives 
from  the  Centers  for  Disease  Con- 
trol, the  Georgia  Hospital  Associa- 
tion, The  Department  of  Human  Re- 
sources, The  Auxiliary  to  the 
Medical  Association  of  Georgia,  the 
Mercer  University  School  of  Medi- 
cine, the  Medical  College  of  Geor- 
gia School  of  Medicine,  the  More- 
house College  School  of  Medicine, 
and  the  Georgia  Task  Force  on  AIDS. 

We  met  four  times  during  1987 
with  our  first  meeting  in  July  to  be- 
gin developing  an  official  MAG  set 
of  recommendations  for  our  mem- 
ber physicians.  We  studied  all  ma- 
terials that  the  American  Medical 
Association  had  published  and  nu- 
merous articles  and  publications 
from  other  organizations.  We  be- 
gan to  outline  recommendations 
that  the  Task  Force  felt  would  ben- 
efit not  only  the  medical  commu- 
nity but  the  general  public  as  well. 

Statement  on  AIDS 

Our  efforts  began  to  take  form  as 
a report  to  the  MAG  Board  of  Di- 
rectors. The  purpose  of  the  report 
is  to  provide  relevant  guidance  and 
suggestions  to  physicians,  health 
care  providers,  state  government, 
the  General  Assembly  and  the  pub- 
lic as  each  attempts  to  comprehend 
and  effectively  respond  to  this 
growing  health  crisis.  Twenty  rec- 
ommendations with  informational 
background  were  submitted.  The 
following  are  the  Medical  Associ- 
ation of  Georgia’s  recommenda- 
tions to  the  groups  named  above: 

1.  Fight  Fear  With  Facts.  Only 
through  education  can  accurate  in- 
formation to  both  health  care 
professionals  and  the  public  be 
provided. 

2.  Education  and  counseling  are 
significant  tools  in  preventing  the 


spread  of  HIV. 

3.  Physicians  should  consider 
incorporating  into  their  practice 
standard  procedures  for  taking 
complete  sexual  and  drug  use  his- 
tories of  their  patients  and  should 
have  candid  communication  with, 
and  participate  in  the  education  of 
persons  known  to  be  at  risk  of  HIV. 

4.  Physicians,  nurses,  and  other 
health  care  providers  are  urged  to 
provide  competent  and  humane 
care  to  all  patients,  including  pa- 
tients infected  with  HIV,  or  who  have 
developed  ARC  or  AIDS. 

5.  Counseling  and  testing  for  the 
AIDS  virus  should  be  readily  avail- 
able to  all  who  wish  to  be  tested. 

6.  Mandatory  testing  of  the  gen- 
eral population  or  even  all  hospital 
or  emergency  room  admissions  is 
not  necessary  at  this  time,  however 
there  is  an  appropriate  role  of  some 
limited  mandatory  testing.  (Dis- 
cussed in  detail  in  other  recom- 
mendations). 

7.  Testing  for  the  AIDS  virus 
should  be  mandatory  for  donors  of 
blood  and  blood  fractions,  organs 
and  other  tissues  intended  for 
transplantation  in  the  U.S.  or 
abroad,  for  donors  of  semen  or  ova 
collected  for  artificial  insemination 
or  in-vitro  fertilization,  for  immi- 
grants to  the  United  States  and  for 
military  personnel. 

8.  Testing  for  the  AIDS  virus  of 
local,  county  and  state  prison  in- 
mates should  be  mandatory  if  the 
sexual  and  drug  use  history  of  the 
inmate  indicates  any  high  risk  be- 
havior; likewise,  the  test  should  be 
available  for  any  inmate  requesting 
the  tests.  Additionally,  jails  and 
prison  systems  should  meet  their 
obligation  to  protect  the  general 
(unexposed)  prison  population  by 
segregating  HIV  seropositive  pa- 
tients. 

9.  Counseling  and  testing  should 
be  strongly  encouraged  and  offered 
for  the  following  individuals  in  the 
following  settings: 

a.  Patients  at  sexually  transmitted 
disease  clinics 


b.  Patients  at  drug  abuse  clinics 

c.  Pregnant  women  at  high  risk 

d.  Individuals  seeking  family  plan- 
ning services  who  are  at  high 
risk  or  who  engage  in  high-risk 
practices 

e.  Patients  requiring  surgical  or 
other  invasive  procedures  who 
are  at  high  risk  or  who  engage 
in  high-risk  practices.  If  the  vol- 
untary policy  is  not  sufficiently 
accepted  or  if  a treatment  facil- 
ity is  located  in  an  area  with  a 
high  incidence  of  AIDS,  the 
treatment  facility  and  medical 
staff  should  consider  a man- 
datory program  for  the  facility. 
This  should  be  on  a case-by- 
case basis  and  should  not  apply 
to  all  treatment  facilities. 

10.  Absent  a specific  patient  di- 
rective, a physician  should  exercise 
medical  judgement  when  ordering 
an  HIV  test. 

11.  Physicians  should  assist  pa- 
tients with  AIDS  in  coping  with  the 
reality  of  the  generally  fatal  nature 
of  the  disease. 

12.  HIV  test  results,  ARC,  and 
AIDS  information  should  be  treated 
as  confidential  medical  informa- 
tion the  same  as  any  other  medical 
information. 

13.  Physicians  and  certain  other 
health  care  providers  should  be 
given  the  statutory  authority  to  no- 
tify third  parties  who  may  be  at  risk 
of  infection  from  a patient  of  the 
physician. 

14.  Individuals  who  are  found  to 
be  HIV  seropositive  should  be  re- 
ported to  appropriate  public  health 
officials  on  a confidential  basis  with 
enough  information  to  be  epide- 
miologically  significant. 

15.  Civil  and  criminal  sanctions 
should  be  imposed  against  those 
who  are  HIV  seropositive  and  who 
fail  to  act  responsibly  to  prevent  the 
spread  of  the  virus. 

16.  Physicians  should  enter  HIV 
test  results  into  the  patient’s  med- 
ical record. 

17.  The  General  Assembly 
should  revise  the  present  O.C.G.A. 
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31-14,  “Hospitalization  for  Tuber- 
culosis” and  O.C.G.A.  31-12,  “Con- 
trol of  Hazardous  Condition,  Pre- 
ventable Diseases  and  Metabolic 
Disorders”  to  comply  with  current 
due  process  procedural  require- 
ments. 

18.  The  Department  of  Human 
Resources  is  encouraged  to  in- 
crease its  program  of  contact  trac- 
ing. The  Georgia  Assembly  is  urged 
to  provide  adequate  funding. 

19.  The  Department  of  Human 
Resources  should  develop  a com- 
prehensive plan  to  deal  with  the 
long-term  health  care  needs  and  re- 
lated costs  of  AIDS  and  ARC  pa- 
tients. 

20.  Children  who  are  HIV  sero- 
positive or  have  ARC  or  AIDS  should 
be  allowed  to  attend  school.  Ad- 
ditionally, sex  education  including 
AIDS  information  should  be  in- 
cluded in  the  school’s  curricula. 

These  recommendations  were 
approved  by  the  MAG  Executive 
Committee  at  its  November  meet- 
ing in  hopes  to  aid  the  Georgia  Gen- 
eral Assembly  in  considering  the 
many  AIDS-related  bills  that  were 
introduced  at  the  1988  Legislature. 

Legislation 

Over  ten  AIDS-related  bills  were 
introduced  by  various  legislators; 
however  only  HB  1281  was  passed. 
This  comprehensive  bill  combined 
numerous  AIDS-related  issues  such 
as  the  confidentiality  of  medical 
records,  counseling,  AIDS-related 
crimes,  etc.  The  MAG  played  a ma- 
jor role  in  ensuring  that  the  legis- 
lation remained  focused  on  the 
medical  issues  and  did  not  become 
a punitive  measure  nor  a new  social 
doctrine. 

Publications 

Through  the  efforts  of  the  MAG 
Public  Relations  Committee  a cam- 
paign on  the  prevention  of  AIDS  was 
initiated.  MAG’s  Communications 
Department  began  to  accumulate 
data  in  hopes  of  educating  the  gen- 
eral public  on  the  issue  of  AIDS. 


Considerable  effort  and  expense 
was  applied  to  the  issue  of  edu- 
cation. Posters,  pamphlets,  videos, 
speakers,  and  slide  shows  were 
made  available  on  a statewide  ba- 
sis. A poster  titled  “This  Is  A Man- 
datory AIDS  Test”  won  an  Addy 
Award  for  its  effectiveness. 

Recommendations 

1 . That  the  MAG  Task  Force  on 
AIDS  continue  its  mission  of  con- 
stantly monitoring  the  medical  and 
social  aspects  of  AIDS  and  provide 
additional  recommendations  as 
needed  to  assist  Georgia  physi- 
cians in  treating  and  preventing  this 
dreaded  disease. 

2.  That  the  MAG  Task  Force  on 
AIDS,  in  conjunction  with  the  MAG 
Legislative  Council,  compare  the 
recently  passed  Georgia  AIDS  law 
in  relation  to  MAG’s  statement  of 
recommendations,  and  present  any 
needed  statutory  changes  to  the 
1989  General  Assembly. 

House  Action 

Adopted  both  Recommenda- 
tions. 


AD  HOC 

COMMITTEE  ON 

MEDICAL  CARE 
FOR  THE 

DISADVANTAGED 

John  Rhodes  Haverty, 
M.D.,  Chairman 

Referred  to:  Rec.  1,3 — Ref- 
erence Committee  A;  Rec.  2 — 
Reference  Committee  C. 

i i A ppoint  a Gubernatorial 
Study  Committee,  expand 
Medicaid  to  cover  additional 
groups,  encourage  employer  health 
coverage  and  don’t  deny  medical 
care  because  of  a patient’s  lack  of 
funds.”  These  top  the  seven  rec- 
ommendations made  by  the  Ad  Hoc 


Committee  on  Medical  Care  for  the 
Disadvantaged  and  adopted  at  the 

1987  MAG  House  of  Delegates 
meeting.  The  report  was  the  cul- 
mination of  a special  project  initi- 
ated in  1986  by  MAG  President,  John 
D.  Watson,  Jr.,  M.D.,  to  study  ways 
that  “medicine  might  address  the 
important  issue  of  medical  indi- 
gency.” 

Following  the  year  long  probe, 
the  committee  presented  a three- 
pronged approach  for  dealing  with 
the  problem:  Legislatively,  Profes- 
sional Association  Initiatives,  and 
Private  Business  Planning.  This  re- 
port reemphasizes  the  Associa- 
tion’s call  to  action  and  describes 
some  approaches  currently  under- 
way. 

Legislative 

Although  the  Governor  chose  not 
to  appoint  a special  study  commit- 
tee in  1987-88,  state  legislators  are 
discussing  the  possibility  of  taking 
a hard  look  at  the  topic  in  1988.  One 
of  the  few  measures  which  was 
passed  by  the  Georgia  Legislature 
was  Senate  Resolution  350  which 
allows  for  a constitutional  amend- 
ment to  be  placed  on  the  November 
ballot  authorizing  an  Indigent  Care 
Trust  Fund.  The  fund  would  be  used 
to  broaden  Medicaid  coverage  and 
expand  health  care  funding  in  rural 
and  primary  health  care  areas. 

The  Georgia  Medicaid  Program 
also  continued  its  growth  pattern  in 

1988  by  increasing  indigent  medi- 
cal care  funding,  through  a $19  mil- 
lion enlargement  in  its  FY  1989 
budget  — an  amount  intended  to 
give  medical  care  to  additional 
numbers  of  pregnant  women  and 
children. 

Professional  Association 

How  the  profession  itself  has  as- 
sisted the  disadvantaged  patient  is 
hard  to  define  in  exact  terms.  In- 
formation from  the  American  Med- 
ical Association  survey  data  indi- 
cates that  it  is  significant.  The  AMA’s 
1983  Socioeconomic  Monitoring 
System  survey  showed,  for  exam- 
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pie,  that  some  76.8%  of  all  physi- 
cians provided  some  free  or  re- 
duced fee  care  and  potential 
revenues  were  reduced  9.1%  by 
providing  care  to  patients  who  were 
unable  to  pay.  Many  Georgia  phy- 
sicians provide  reduced  fees 
through  their  participation  in  the 
Medicaid  and  Medicare  Programs. 
Findings  from  the  Georgia  Physi- 
cian Survey  conducted  in  1986 
show,  for  example,  that  some  71.2% 
of  physicians  accepted  Medicaid 
patients  and  83.8%  accepted  Med- 
icare. A number  of  local  medical 
societies  and  physician  groups 
continue  to  offer  free  medical  care 
clinics  in  their  own  communities. 

Private  Business 

Private  business  has  become 
more  and  more  interested  in  issues 
of  employee  health  care  and  insur- 
ance coverage  as  costs  have  spi- 
raled. The  Atlanta  Healthcare  Alli- 
ance, one  of  several  business  health 
coalitions  organized  in  the  state,  in- 
itiated two  projects  toward  alleviat- 
ing Atlanta’s  problem  with  the  un- 
insured — a small  employer  survey 
in  the  Atlanta  area  and  a low-cost 
private  sector  plan  to  cover  em- 
ployees of  small  businesses.  They 
plan  to  act  as  a catalyst  for  the  pri- 
vate and  public  initiatives  to  ad- 
dress this  enormous  community 
problem.  Georgia  physicians  will 
need  to  play  an  important  role  in 
these  attempts  to  find  low-cost  pre- 
mium plans. 

Finding  solutions  to  the  prob- 
lems of  indigent  care  constitutes  a 
formidable  task.  The  committee’s 
recommendations  to  expand  health 
insurance  to  cover  the  uninsured, 
broaden  Medicaid,  and  provide 
greater  free  care  are  general  ap- 
proaches only.  Clearly,  the  devel- 
opment of  an  insurance  program 
for  the  millions  of  uninsured  would 
require  careful  planning.  At  this 
stage,  it  is  essential  that  we  ac- 
knowledge that  the  problem  of 
health  care  for  the  poor  has  not  been 
solved.  Medicine  has  a big  role  to 
play  in  the  consideration  of  this 


problem  by  business  groups,  leg- 
islators, and  the  insurance  indus- 
try. Consequently,  I wish  to  rec- 
ommend the  following: 

Recommendations 

1.  That  the  Association  reaffirm 
the  actions  of  the  1987  House  of 
Delegates  relating  to  medical  care 
for  the  disadvantaged,  including  the 
request  that  its  members  continue 
their  personal  commitment  to  car- 
ing for  all  patients  regardless  of  their 
ability  to  pay. 

2.  That  MAG  continue  to  press 
for  Georgia  legislative  and  guber- 
natorial action  concerning  health 
care  for  the  disadvantaged. 

3.  That  MAG  offer  special  im- 
petus and  support  to  the  1987  rec- 
ommendations concerning  the  ex- 
pansion of  employee  health 
insurance  coverage  to  all  employ- 
ees. 

House  Action 

Adopted  Recommendation  1. 

Did  not  adopt  Recommendation 
3 but  adopted  in  lieu  thereof  the 
following  substitute  recommenda- 
tion, adopted  by  the  1987  MAG 
House  of  Delegates:  “That  the  MAG 
encourage  employers  to  provide 
health  insurance  coverage  for  all 
their  employees  and  urge  insur- 
ance companies  to  facilitate  this 
outcome.” 


RESOLUTION  8 

Medical  Association  of 
Georgia’s  Involvement 
in  the  Adolescent 
Urine  Drug  Screening 
Program 

Cobb  County  Medical 
Society 

Whereas,  the  Adolescent  Urine 
Drug  Screen  Program  of  the  Cobb 
County  Medical  Society  has  now 
been  in  operation  since  June,  1985; 
and, 


Whereas,  the  Program  is  now  also 
active  in  DeKalb,  Muscogee,  Clay- 
ton, and  Fulton  Counties  under  the 
auspices  of  their  respective  medi- 
cal societies,  basically  using  the 
Cobb  County  Medical  Society 
model;  and, 

Whereas,  the  Medical  Associa- 
tion of  Georgia’s  House  of  Dele- 
gates endorsed  the  Program  in  1986; 
and, 

Whereas,  interest  continues  to 
grow  in  this  Program  state-wide, 
e.g.,  Georgia  Senate  Bill  641,  as  well 
as  numerous  endorsements  by  other 
organizations  and  prominent  per- 
sons; now,  therefore,  be  it 

RESOLVED,  that  the  Adolescent 
Urine  Drug  Screen  Program  be- 
came an  official  activity  of  the  Med- 
ical Association  of  Georgia,  under 
the  auspices  of  the  Medical  Asso- 
ciation of  Georgia’s  Public  Health 
Committee;  and  be  it  further 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  continue  to 
promote  this  Program  to  its  com- 
ponent medical  societies  to  en- 
courage each  county  society  to  set 
up  a similar  Program. 

House  Action 

The  first  Resolved  portion  of  this 
recommendation  was  adopted  as 
amended  to  read:  “Resolved,  that 
the  MAG  Adolescent  Urine  Drug 
Screen  Program  be  endorsed  by  the 
Medical  Association  of  Georgia  and 
be  referred  to  the  Public  Health 
Committee.” 

Adopted  the  second  Resolved 
portion. 


RESOLUTION  15 

Alcohol  Awareness 
Information 

Ogeechee  River  Medical 
Society 

Whereas,  the  alcoholic  beverage 
industry  advertises  heavily  over  ra- 
dio and  television  to  increase  sales 
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of  alcohol  products;  and, 

Whereas,  increased  consump- 
tion correlates  directly  with  in- 
creased problems  from  alcoholism 
and  alcohol  misuse;  and 
Whereas,  alcohol  advertising  is  a 
major  strategic  method  not  only  to 
shift  the  norm  to  increased  drinking 
but  to  recruit  new,  young,  and 
healthy  consumers;  and, 

Whereas,  many  listeners  and 
viewers,  who  cannot  or  should  not 
use  alcohol,  may  be  subjected  to 
this  advertising;  and, 

Whereas,  facts  about  the  dangers 
of  alcohol  are  not  available  to  all 
the  people  influenced  by  such  ad- 
vertising; now,  therefore,  be  it 
RESOLVED,  that  the  American 
Medical  Association  work  strin- 
gently for  legislation  and  regula- 
tions that  would  require  radio  and 
television  stations  to  provide  free 
equal  time  for  the  presentation  of 
alcohol  awareness  information. 

House  Action 

Adopted  as  amended  to  read: 
“Resolved,  that  MAG  recognize  the 
seductive  nature  of  television  and 
radio  alcohol  advertising  on  the 
public,  and  specifically  on  young 
people,  and  that  the  appropriate 
MAG  body  be  directed  to  evaluate 
the  possibility  of  requiring  warning 
labels  and  language  on  alcohol 
products  and  in  advertising  and  that 
such  activity  be  recommended  to 
the  AMA  for  further  investigation, 
and  possible  application  to  na- 
tional alcohol  advertising.” 


RESOLUTION  31 

Treatment  of  AIDS 
Patients 

Georgia  Medical  Society 

Whereas,  the  number  of  Georgia 
physicians  specializing  in  the  treat- 
ment of  infectious  diseases  and 
most  prepared  to  care  for  AIDS  pa- 
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tients  is  extremely  small;  and 
Whereas,  the  number  of  AIDS  vic- 
tims in  Georgia  is  expected  to  rise 
dramatically  during  the  next  dec- 
ade, imposing  increasing  strains  on 
medical  manpower  and  facilities 
charged  with  treating  those  pa- 
tients; and 

Whereas,  the  AIDS  patient  faces 
long-term  illness  and  massive  med- 
ical costs  frequently  after  having  lost 
his  or  her  health  insurance  bene- 
fits, forcing  hospitals  and  physi- 
cians to  deal  with  the  prospect  of 
unreimbursed  care  which  further 
encourage  referral  to  a small  num- 
ber of  facilities  and  small  number 
of  specialists;  and 
Whereas,  many  physicians,  either 
because  of  dread  of  AIDS,  lack  ad- 
equate clinical  knowledge  of  AIDS 
or  have  abrogated  their  responsi- 
bilities, tend  to  refer  all  patients 
away  from  their  care  to  the  afore- 
said facilities  and  to  the  small  num- 
ber of  specialists;  therefore,  be  it 
RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  reaffirm  the 
moral  and  ethical  obligation  of  all 
physicians  and  facilities  to  care  for 
patients  presented  to  them  includ- 
ing patients  with  AIDS,  and  com- 
municate this  obligation  to  its 
membership;  and  be  it  further 
RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  begin  to  ad- 
dress the  problem  of  a potential 
shortage  of  physicians  and  facili- 
ties specializing  in  the  treatment  of 
AIDS  victims;  that  recommenda- 
tions are  made  concerning  funding 
(state,  insurance,  federal  or  other 
third  party)  to  appropriate  authori- 
ties, such  as  insurance  companies, 
Georgia  legislature,  Georgia  De- 
partment of  Human  Resources,  and 
the  Georgia  Department  of  Medical 
Assistance.  Medical  schools  and 
training  programs  should  be  en- 
couraged to  address  the  potential 
shortage  of  trained  specialists  such 
as  infectious  disease  specialists  and 
provide  for  increased  training  in 
care  of  AIDS  patients  by  all  primary 
care  specialists. 


House  Action 

Did  not  adopt  the  first  Resolved 
as  stated,  but  adopted  in  lieu  thereof 
the  following  substitute  resolution 
which  was  adopted  by  the  1987  MAG 
House  of  Delegates:  “Resolved,  that 
the  Medical  Association  of  Georgia 
affirm  its  support  for  the  dignity  and 
self  respect  of  all  medical  patients; 
and  be  it  further 

Resolved,  that  the  MAG  affirm  that 
all  medical  patients  should  enjoy 
all  the  opportunities  and  privileges 
for  work,  education,  and  associa- 
tion consistent  with  the  facts  of  their 
medical  condition  and  the  basic 
principles  of  public  health,  and  be 
it  further, 

Resolved,  that  the  MAG  affirm  its 
opposition  to  all  forms  of  prejudice 
against  any  medical  patient.” 

Adopted  the  second  Resolved 
portion  of  the  resolution  as 
amended  to  read:  “Resolved,  that 
MAG,  realizing  that  the  growing 
problem  of  AIDS  can  result  in  a po- 
tential shortage  of  physicians  and 
specialized  care  facilities  for  AIDS 
patients,  strongly  recommends  that: 
medical  schools  and  training  pro- 
grams be  encouraged  to  address 
this  potential  shortage  by  providing 
for  increased  training  in  care  of  AIDS 
patients  by  all  primary  care  spe- 
cialists; and  MAG  develop  recom- 
mendations concerning  funding  to 
appropriate  authorities.” 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $644  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 


Report 

Reference 

Committee 


propriate  committee  appointed  by 
the  MAG  President  or  Executive 

COST  AWARENESS  Committee.” 

COMMITTEE 

W.  John  O’Shaughnessey, 

Jr.,  M.D.,  Chairman 


Reference  Committee  B gave 
careful  consideration  to  its  re- 
ferred reports  and  resolutions.  The 
following  physicians  were  mem- 
bers of  that  committee:  A.  H.  S. 
Weaver,  Chairman,  Macon;  Donald 
H.  Campbell,  Vice-Chairman,  Mar- 
ietta; Hugh  S.  Thompson,  Jr.,  East 
Point;  Patrick  J.  Evans,  Savannah; 
Albert  A.  Carr,  Augusta;  Larry  Bright- 
well,  Columbus;  Stefan  H.  Fromm, 
Dalton;  Clinton  E.  Branch,  Gaines- 
ville; Joseph  V.  Morrison,  Savan- 
nah; and  H.  Gordon  Davis,  Jr., 
Sylvester. 


The  Cost  Awareness  Committee 
did  not  meet  this  year.  It  is  my 
recommendation  that  this  Commit- 
tee be  dissolved  and  that  cost 
awareness  activities  continue  un- 
der the  auspices  of  the  Georgia 
Health  Network. 

I would  like  to  express  my  ap- 
preciation to  the  members  of  this 
Committee  who  have  helped  in  de- 
veloping effective  programs  for  the 
membership. 

Recommendation 

1.  That  this  Committee  be  offi- 
cially abolished. 

2.  That  this  Committee’s  func- 
tions continue  under  the  auspices 
of  the  Georgia  Health  Network. 

House  Action 

Adopted  Recommendation  1. 
Adopted  Recommendation  2 as 
amended:  “That  this  Committee’s 
functions  continue  within  an  ap- 


MEDICAL  PRACTICE 
COMMITTEE 

O.  Wytch  Stubbs,  Jr., 
M.D.,  Chairman 

The  Medical  Practice  Committee 
submits  the  following  report  to 
the  MAG  House  of  Delegates  for  its 
information  and  consideration.  The 
following  topics  are  addressed: 

— Do  Not  Resuscitate  Policies 
— Home  Health  Services 
— Physician  Drug  Testing 
— AMA  Health  Policy  Agenda  for 
the  American  People 

DNR  Policies 

Reemphasizing  a 1986  MAG 
House  measure,  the  1987  House 
again  adopted  a recommendation 
urging  hospital  medical  staffs  and 
administrators  to  adopt  statements 
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Members  of  the  Reference  Committee  and  guests  listen  to  testimony  from  Dr.  Ralph  Tillman  at  the  podium. 


of  policy  regarding  Do  Not  Resus- 
citate (DNR)  orders.  A memoran- 
dum to  this  effect  was  sent  to 
hospital  medical  staffs  and  admin- 
istrators on  September  28,  1987,  as 
well  as  information  referencing 
Georgia’s  Living  Will  Statute  and  a 
1984  Georgia  Court  decision  on  ter- 
mination of  life  support. 

Similarly,  at  the  1987  AMA  In- 
terim Session,  the  Council  on  Eth- 
ical and  Judicial  Affairs  recom- 
mended the  adoption  of  DNR 
policies  based  on  ethical,  legal,  and 
community  standards  consistent 
with  any  religious  principles  ad- 
hered to  by  the  hospital  (Report  B, 
187  of  the  Council  on  Ethical  and 
Judicial  Affairs).  The  report  out- 
lines seven  suggested  ethical  and 
medical  points  which  should  be 
considered  in  drafting  an  appropri- 
ate statement  of  policy. 

DNR  policy  development  is  par- 
ticularly significant  at  this  time  due 
to  the  many  variations  of  laws  which 
exist  among  states  and  the  recent 
court  actions  in  Georgia  and  else- 
where. Also  significant  is  the  Joint 
Commission  on  Accreditation  of 
Health  Care  Facilities’  new  stand- 
ard, effective  January  1988,  which 
calls  for  development  of  a hospi- 


talwide policy  on  the  withholding 
of  resuscitative  services  from  pa- 
tients. 

In  January,  1988,  the  Medical 
Practice  Committee  conducted  a 
second  follow-up  survey  on  DNR 
policy  development  in  Georgia  hos- 
pitals. Findings  showed  that  an  ad- 
ditional 23  hospitals  had  reported 
having  DNR  policies  in  place  with 
six  more  in  the  process  of  doing 
so,  bringing  to  a total  of  87  hospi- 
tals out  of  148  reporting  having  DNR 
policies  in  place.  An  additional  1 1 
hospitals  reported  having  no  pol- 
icy, bringing  to  a total  of  43  the 
number  of  hospitals  in  the  state 
without  policies  on  Do  Not  Resus- 
citate. A DNR  resource  packet  has 
been  prepared  by  the  Association 
and  is  available  to  interested  hos- 
pital medical  staffs. 

Home  Health  Services 

Following  the  mandates  of  the 
1988  MAG  House  of  Delegates,  the 
Georgia  AMA  Delegation  intro- 
duced a Resolution  at  the  AMA  1987 
Annual  Session  which  addressed 
topics  on  physician  reimbursement 
in  home  health  care  (Res.  134)  and 
quality  assurance  (Res.  135).  Al- 
though Report  EE  of  the  AMA  Board 


of  Trustees  was  adopted  in  lieu  of 
the  Resolutions,  their  intent  was  ad- 
dressed in  several  actions:  (1) 
through  assembly  of  an  AMA  phy- 
sician advisory  group  who  would 
develop  “a  listing  of  services  which 
might  be  appropriately  reimburs- 
able in  the  case  management  area”; 
and  (2)  through  the  AMA’s  partici- 
pation on  the  Joint  Commission  on 
Accreditation  of  Hospitals’  Home 
Health  Advisory  Committee.  Many 
of  the  recommendations  made  in 
Report  EE  are  supported  by  the 
Medical  Practice  Committee  and  are 
reiterated  in  the  committee’s  rec- 
ommendations. 

The  committee  continues  to  re- 
main concerned  about  the  key  is- 
sues mentioned  above  and,  in  gen- 
eral, of  the  limited  role  of  physicians 
in  the  home  health  care  system. 
During  1988-89,  the  committee  will 
be  reviewing  the  Georgia  Medical 
Care  Foundation’s  progress  in  con- 
ducting quality  assurance  reviews 
on  home  health  agencies,  a re- 
quirement of  the  sixth  Omnibus 
Reconciliation  Act  of  1986,  as  well 
as  other  developments  important  to 
the  practice  of  medicine. 
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Physician  Drug  Testing 

During  1987,  the  committee  also 
prepared  a statement  on  the  topic 
of  physician  drug  testing  as  re- 
quested by  the  MAG  Board  of  Di- 
rectors. The  statement  asked  that 
“the  Association  reaffirm  its  ad- 
monition to  Georgia  physicians  to 
a positive  and  chemical  free  life 
style.”  Further,  they  did  not  feel  it 
would  be  appropriate  to  recom- 
mend any  voluntary  statewide  phy- 
sician drug  testing  program  at  this 
time  due  both  to  administrative 
constraints  and  to  the  questionable 
scientific  and  clinical  bases  for  the 
valid  use  of  these  tests.  This  was 
received  as  information  by  the  MAG 
Board  of  Directors. 

The  AMA  Health  Policy  Agenda 
for  the  American  People 

In  1987,  Dr.  E.  C.  Evans,  Com- 
mittee member,  was  appointed  as 
the  MAG’s  official  representative  to 
the  AMA  Health  Policy  Agenda. 
However,  following  the  February, 
1987  release  of  the  HPA’s  final  re- 
port, little  AMA/State  coordination 
has  actually  occurred.  HPA  staff 
have  reported  considerable  prog- 
ress in  carrying  out  specific  rec- 
ommendations and  indicate  they 
will  be  involving  state  Associations 
much  more  closely  in  the  months 
ahead.  The  HPA  staff  now  identifies 
themselves  exclusively  as  “AMA 
staff”  and  state  they  will  be  pursu- 
ing only  those  subjects  peculiar  to 
Association  interests.  Initiatives  now 
encompass  such  areas  as:  Basic 
Benefits  Package,  Medicaid  Re- 
form, Compensation  for  Patient  In- 
jury, Certification  in  the  Profession, 
Bio-medical  Research,  and  Health 
Objectives  for  the  Year  2000.  The 
committee  will  continue  to  monitor 
these  activities  in  1988-89. 

Recommendations 

1 . That  the  MAG  reaffirm  its  sup- 
port of  home  health  care  as  an  al- 
ternative to  hospital,  nursing  home 
or  institutional  care. 

2.  That  MAG  encourage  physi- 
cians to  take  a more  active  role  in 


the  provision  of  home  health  care. 

3.  That  MAG  continue  to  monitor 
the  adequacy  of  the  home  health 
care  system  to  meet  the  accessi- 
bility and  quality  of  care  needs  of 
homebound  patients,  and  develop 
additional  recommendations  as  ap- 
propriate. 

4.  That  MAG  convey  support  to 
the  Health  Care  Financing  Admin- 
istration of  the  results  of  the  AMA’s 
development  of  what  constitutes 
extraordinary  case  management 
services,  with  an  emphasis  on  those 
services  specific  to  home  health 
care. 

House  Action 

Adopted  Recommendations  1 
and  2. 

Adopted  Recommendation  3 as 
amended:  “That  MAG  continue  to 
monitor  the  adequacy  of  the  home 
health  care  system  to  meet  the  ac- 
cessibility and  quality  of  care  needs 
of  home  bound  patients,  and  de- 
velop additional  recommendations 
as  appropriate.” 

Adopted  Recommendation  4. 


THIRD  PARTY 
PAYORS 
COMMITTEE 

C.  Peter  Lampros,  M.D., 
Chairman 

Referred  to:  Rec.  1,  2,  3 — 
Reference  Committee  B;  Rec. 
4 — Reference  Committee  C 

Changes  in  structure  of  the  de- 
livery of  medical  care  over  the 
past  decade  continue  to  adversely 
affect  the  professional  independ- 
ence of  physicians,  particularly  in 
the  reimbursement  area.  Third  party 
payors,  managed  health  care  plans, 
large  hospital  chains,  and  govern- 
mental programs  now  exert  consid- 
erable leverage  on  economic  as  well 
as  clinical  aspects  of  physicians’ 
practices.  The  MAG  Third  Party  Pay- 
ors Committee  considered  many  of 


these  pressing  issues  during  1987- 
88  and  presents  the  following  re- 
port to  the  MAG  House  of  Delegates 
for  their  information  and  consid- 
eration: 

Physician  Reimbursement  Under 
Medicare 

Tremendous  physician  concern 
remains  over  the  continued  barrage 
of  reimbursement  cuts  and  rule 
changes  occurring  in  the  Medicare 
reimbursement  system.  New  reim- 
bursement limits,  fee  freezes,  in- 
herent reasonableness  rules,  and 
threats  for  physician  DRGs  have 
presented  yet  another  wave  of  ag- 
gravation and  frustration  for  phy- 
sicians. To  address  many  of  these 
concerns  and  in  keeping  with  the 
MAG  House  mandate  of  1987,  the 
Third  Party  Payors  Committee  has 
taken  steps  to  keep  Georgia  phy- 
sicians better  informed  and  assist 
them  in  their  negotiations  with  fis- 
cal intermediaries. 

Medicare  news  updates  have 
been  provided  throughout  the  year 
in  a series  of  direct  mailings  to  phy- 
sicians, Association  newsletter  ac- 
counts, and  more  recently  through 
physician  seminars  scheduled  in 
locations  throughout  Georgia.  Med- 
icare Law  Update  Seminars  held  in 
February,  1987  were  attended  by 
over  900  physicians  and  their  office 
staffs  while  anticipated  participa- 
tion for  the  March,  1988  MAG  sem- 
inars will  be  well  over  1400. 
Hundreds  of  Medicare-related  in- 
quiries are  also  handled  on  an  al- 
most daily  basis  by  Association 
staff. 

In  consultation  with  the  commit- 
tee, the  Association  and  the  Geor- 
gia Health  Network  filed,  in  Janu- 
ary, 1988,  a Freedom  of  Information 
Act/Privacy  Act  demand  with  the 
Health  Care  Financing  Administra- 
tion (HCFA)  on  behalf  of  member 
physicians.  The  request  was  for  re- 
lease of  those  physicians’  individ- 
ual Maximum  Allowable  Actual 
Charge  (MAAC)  data  which  had  still 
not  been  released  and  was  neces- 
sary for  deciding  the  physician’s 
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participation  status  for  this  year. 
Over  1200  physician  members  au- 
thorized the  demand  to  HCFA,  who 
subsequently  agreed  to  release  the 
data.  (See  Report  QQ  of  the  AMA  I- 
87  meeting  for  an  overview  of  phy- 
sician payment  under  Medicare.) 

PPO  and  Prepaid  Health  Plans 

At  the  1987  House  of  Delegates 
meeting,  the  House  Adopted  Res- 
olution 20  (Patient  Rights  and 
Health  Insurance)  which  was  re- 
ferred to  the  Board  of  Directors  and 
subsequently  to  the  Third  Party  Pay- 
ors Committee.  In  consultation  with 
David  Poythress  and  the  Georgia 
Health  Network,  the  committee 
agreed  that  some  provisions  in 
many  HMO  and  PPO  provider  con- 
tracts had,  in  our  opinion,  a ma- 
terial adverse  impact  upon  the 
quality  of  patient  care  in  Georgia. 
Many  of  the  standard  contracts  used 
by  HMOs  in  Georgia  to  provide  for 
the  delivery  of  physicians’  service 
allow  the  HMO  to  unilaterally 
change  the  terms  of  the  agreement, 
subject  to  certain  notice  provisions 
of  the  participating  physicians. 
These  changes  had,  in  some  cases, 
affected  continuity  of  patient  care 
and  placed  the  physician  at  a dis- 
tinct disadvantage.  The  MAG  Board 
agreed  with  these  points  and  ap- 
proved a four-point  regulation  pro- 
posal to  the  Georgia  Insurance 
Commissioner  which  would  ad- 
dress both  PPO  and  prepaid  health 
plan  contracts.  This  was  commu- 
nicated to  the  Commissioner  in 
February,  1987. 

Physician  Insurance  Company 
Relations 

During  1987,  it  was  brought  to  the 
committee’s  attention  that  third 
party  payors  and  their  representa- 
tives were  requiring  increasing 
amounts  of  physicians’  time  to  ob- 
tain preadmission,  presurgical  and 
length  of  stay  authorizations  and  to 
complete  additional  forms  before 
payment  is  approved.  In  addition, 
many  of  the  contacts  brought  into 
question  the  physician’s  medical 
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care  decisions.  The  committee  is 
concerned  not  only  with  the  fre- 
quency and  appropriateness  of  the 
contacts,  but  with  the  increased  li- 
ability exposure  of  physicians 
whose  patients  are  injured  directly 
as  a result  of  negative  decisions  of 
peer  review  organizations  and  third 
party  payors.  Many  of  these  inquir- 
ies come  from:  (1)  physicians  or 
other  company  representatives  they 
do  not  know;  (2)  organizations  with 
which  they  are  not  familiar;  and  (3) 
under  circumstances  in  which  they 
do  not  have  written  authorization 
from  their  patients  to  discuss  their 
cases  over  the  telephone. 

A committee  survey  conducted 
on  the  topic  in  February,  1988, 
showed  the  following:  Of  the  218 
physicians  who  responded  to  the 
survey,  roughly  80%  felt  that  the 
third  party  payor  inquiries  were  not 
conducted  in  a way  to  conserve  the 
physician’s  time  and  energy.  Over 
77%  of  the  physicians  answering  felt 
that  the  contacts  were  inappro- 
priate or  unnecessary  to  the  utili- 
zation management  process.  In 
terms  of  time  expended,  at  least  half 
of  the  physician  respondents  indi- 
cated that  they  and  their  office  per- 
sonnel were  spending  from  five  to 
ten  hours  a week  on  the  additional 
and  unnecessary  paperwork  and 
contacts. 

These  issues  are  not  new  to  the 
Association.  In  1986,  the  MAG 
adopted  a Resolution  which  sup- 
ported payment  for  preadmission 
requests  by  third  party  payors.  Also, 
during  1986,  the  AMA  Council  on 
Ethical  and  Judicial  Affairs  stated, 
“that  physicians  may  properly  seek 
to  be  compensated  when  third  party 
payors  request  reports  requiring  ex- 
tensive or  complex  services  in  their 
preparation.” 

In  1988,  the  committee  will  con- 
tinue seeking  strategies  for  solution 
of  these  problems.  Specifically,  we 
will:  (1)  be  supportive  to  the  AMA’s 
work  with  the  health  insurance  in- 
dustry and  other  payors  to  increase 
the  uniformity  and  streamline  the 
programs;  (2)  seek  to  reaffirm  basic 


Association  policy  for  proper  pay- 
ment of  extraordinary  time  and  ef- 
fort; and  (3)  work  with  the  Georgia 
Hospital  Association’s  Utilization 
Quality  Assurance  Ad  Hoc  Com- 
mittee to  seek  a unified  approach 
to  the  problem. 

Summary 

In  addition  to  the  above  items, 
the  Third  Party  Payors  Committee 
also  monitored  the  Blue  Cross-Blue 
Shield’s  Diagnostic  Testing  Guide- 
lines and  Voluntary  Incentive  Pro- 
gram. The  Guidelines  continue  to 
be  promoted  as  an  educational  tool 
only,  for  physicians  and  hospitals 
and  not  for  reimbursement  pur- 
poses. In  January,  1988,  the  com- 
mittee also  sponsored  a special 
workshop  on  office-based  ambu- 
latory surgery  held  in  conjunction 
with  the  MAG  Leadership  Confer- 
ence. 

Recommendations 

1.  That  the  MAG  call  for  real 
reforms  in  the  Medicare  Program 
including  adequate  funding  of  serv- 
ices, the  elimination  of  unneces- 
sary bureaucratic  red  tape,  and  the 
maintenance  of  essential  services 
for  the  high  quality  and  accessibil- 
ity of  health  care. 

2.  That  the  Association  continue 
to  keep  physicians  fully  informed 
on  Medicare  law  changes  and  other 
important  insurance/reimburse- 
ment matters. 

3.  That  the  MAG  work  with  the 
health  insurance  industry  and  other 
payors  to  increase  the  uniformity 
and  streamline  the  administration 
of  prior  authorization  and  other  uti- 
lization review  programs. 

House  Action 

Adopted  all  three  Recommenda- 
tions. 
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AD  HOC 
COMMITTEE  ON 
PRIMARY  CARE 

James  VanBuren,  M.D., 
Chairman 

The  Ad  Hoc  Committee  on  Pri- 
mary Care  was  appointed  to  re- 
view and  provide  input  on  primary 
care  participation  within  the  Geor- 
gia Health  Network  (GHN).  In  this 
Committee’s  report  to  the  1987 
House  of  Delegates,  four  recom- 
mendations were  offered  as  a result 
of  a survey  of  primary  care  physi- 
cians — Family  Practice,  General 
Practice,  Internal  Medicine  and  Pe- 
diatrics — in  Macon  and  Warner 
Robins.  In  addition  to  the  survey, 
the  Committee  requested  input  of 
appropriate  specialty  societies  and 
other  groups  interested  in  primary 
care  as  it  relates  to  alternative  de- 
livery systems. 

As  a result  of  actions  taken  at  the 
1987  House  of  Delegates,  GHN  did 
make  an  attempt  to  consider  rec- 
ommendations relating  to  primary 
care  physicians.  For  example,  GHN 
initiated  a variable  withhold  per- 
centage which  to  some  extent  rec- 
ognized the  increased  risk  and 
overhead  costs  inherent  in  the  prac- 
tice of  primary  care. 

However,  due  to  adverse  finan- 
cial results,  many  activities  of  GHN 
were  curtailed  before  all  of  the  Ad 
Hoc  Committees’  recommenda- 
tions could  be  fully  addressed. 
While  it  is  not  certain  what  role  GHN 
will  play  in  the  future,  we  under- 
stand negotiations  are  continuing 
which  could  result  in  a statewide 
PPO  or  HMO  joint-venture. 

In  any  event,  the  Committee  con- 
tinues to  feel  that  the  primary  care 
specialties  are  essential  to  provi- 
sion of  quality  health  care  to  Geor- 
gians. Alternative  Delivery  Systems, 
and  in  particular  GHN,  must  have 
vigorous  support  by  physicians  in 
their  specialties.  No  alternative  sys- 
tem can  survive  and  insure  the  de- 


livery of  quality  care  within  com- 
petitive cost  constraints  without 
such  support. 

Accordingly,  the  Committee 
wishes  to  reaffirm  the  following  rec- 
ommendations: 

Recommendations 

1 . That  the  specialty  composition 
of  GHN’s  Board  and  Committees 
should  be  proportionate  to  the 
membership  of  MAG; 

2.  That  a variable  withhold  per- 
centage should  be  developed  to 
eliminate  the  disparity  among  spe- 
cialties considering  the  risks  and 
overhead  costs  inherent  in  practice 
of  primary  care; 

3.  That  marketing  information 
concerning  any  future  activities  of 
GHN  should  be  carefully  reviewed 
for  accuracy;  and 

4.  That  MAG  should  monitor  de- 
velopments in  corporate  and  con- 
tract medicine  in  the  state  and  the 
results  should  be  regularly  dissem- 
inated to  the  membership. 

As  Chairman,  I wish  to  thank  the 
members  of  the  Ad  Hoc  Committee 
on  Primary  Care  for  their  efforts: 

Rose  Briglevich,  Smyrna;  D.  Rob- 
ert Howard,  Macon;  Eugene  Jack- 
son,  Moultrie;  David  Morgan,  At- 
lanta; Samuel  Rauch,  Gainesville; 
George  W.  Shannon,  Columbus; 
Martin  Smith,  Gainesville;  Oscar 
Spivey,  Macon. 

House  Action 

Adopted  the  first  three  Recom- 
mendations. 

Adopted  Recommendation  4 as 
amended:  “That  MAG  should  mon- 
itor developments  in  corporate  and 
contract  medicine  in  the  state  and 
the  results  should  be  regularly  dis- 
seminated to  the  MAG  member- 
ship.” 


AD  HOC 
COMMITTEE  ON 
PRO  REVIEW 

Sammie  Dixon,  M.D., 
Chairman 

During  the  past  year,  this  com- 
mittee has  met  with  repre- 
sentatives from  the  GMCF/PRO  three 
times  to  discuss  general  concerns 
and  review  the  following  com- 
plaints: 

1 .  By  far,  the  largest  volume  of 
complaints  have  been  related  to  in- 
adequate documentation  by  phy- 
sicians and  inadequate  review  of 
documentation  by  GMCF. 

2.  Requests  for  information  as  a 
result  of  generic  quality  screening, 
in  particular  “abnormal  results  of 
diagnostic  services  which  are  not 
addressed  and  resolved,  or  where 
the  record  does  not  explain  why  they 
are  unresolved.” 

3.  Criteria  “too  strict.” 

4.  Questions  relating  to  the  pos- 
sibility of  early  discharge  of  pa- 
tients (readmission  within  14  days) 
— two  complaints  related  to  read- 
missions by  different  physicians. 

5.  DRG  Attestation  Certifica- 
tions. Usually  the  attending  physi- 
cian felt  that  the  information  in  the 
records  justified  the  diagnosis  as- 
signed. In  one  instance,  CVA  vs 
Hemiplegia  NOS,  the  DRG  for  Hem- 
iplegia was  assigned  because  a CT 
scan  was  normal.  This  case  related 
to  physician  clinical  judgment  vs. 
definitions  used  in  medical  rec- 
ords, i.e. , CVA  — an  acute,  im- 
mediate event;  Hemiplegia  — long- 
term or  chronic. 

6.  Differences  of  professional 
opinions  relating  to  treatment. 

7.  Inappropriate  level  assign- 
ment by  GMCF. 

8.  One  physician  received  three 
different  requests  on  the  same  pa- 
tient at  different  intervals;  quality 
assurance  dated  6/2;  DRG  change 
dated  7/15;  and  questioning  the 
medical  necessity  for  admission 
dated  8/3. 
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9.  Two  complaints  related  to  the 
fact  that  the  notification  (s)  contain 
no  signature  so  they  don’t  know  to 
whom  the  response  should  be  di- 
rected. 

10.  Delayed  responses  from 
GMCF. 

11.  Limit  of  ten  days  for  re- 
sponse from  physician. 

12.  Lack  of  clarity  in  GMCF  form 
letters. 

13.  One  complaint  related  to  a 
pattern  of  practice  review  by  Pru- 
dential of  one  physician’s  charges 
for  office  visits  during  1984-85. 
GMCF  had  reviewed  his  1984  rec- 
ords but  not  those  in  1985.  Pruden- 
tial takes  the  GMCF  adjudication  and 
its  own  in-house  determination  and 
extrapolates  these  over  a longer  pe- 
riod of  time  — in  this  case,  two 
years.  GMCF  considers  this  type  re- 
view as  utilization  review,  which  has 
been  conducted  since  the  incep- 
tion of  the  Medicare  Program. 

Nearly  all  the  cases  involved  in 
the  above  complaints  were  re- 
solved in  favor  of  the  attending  phy- 
sician. 

During  this  past  year,  the  GMCF 
form  letters  have  been  slightly  mod- 
ified and  are  currently  being  revised 
again.  Ralph  Murphy,  MD,  was  hired 
as  Medical  Director  in  July,  1987. 
He  has  greatly  improved  commu- 
nication with  physicians  and  the 
GMCF  internal  review  process,  i.e., 
training  of  physician  advisors  and 
assisting  with  problems  at  the  ini- 
tial screening  review  level.  Com- 
plaints we  have  received  have  been 
greatly  reduced,  e.g.,  from  May- 
September,  we  received  25;  from 
September-March,  we  have  re- 
ceived only  four. 

The  GMCF  reports  that  there  were 
77,733  cases  reviewed  from  August 
’86  through  December  ’87.  Of  this 
number,  1 ,640  were  cases  with  an 
admission  denial  (utilization,  pro- 
hibited action);  28,078  were  cases 
which  the  review  coordinators  (RC- 
Nurse)  identified  as  a failure  of  the 
generic  quality  screens  (estab- 
lished by  HCFA);  8,016  of  these  were 
confirmed  as  generic  quality  screen 


failures  by  physician  advisors  (PA) 
at  the  first  PA  review;  1,544  were 
confirmed  quality  problems  by  a 
medical  review  committee  which 
includes  representatives  in  the  phy- 
sician’s same  specialty. 

These  1 ,544  cases  were  assigned 
to  one  of  the  five  severity  levels:  (1) 
quality  of  care  not  supported  by 
medical  records;  (2)  medical  prob- 
lem and/or  management  resulting 
in  the  potential  for  an  adverse  out- 
come although  the  patient  was 
medically  stable  upon  discharge  or 
transfer;  (3)  same  as  #2,  but  patient 
was  medically  unstable;  (4)  medi- 
cal problem/management  resulting 
in  an  adverse  outcome  requiring 
additional  medical  or  surgical  treat- 
ment (excluding  gross  and  flagrant 
violation);  and  (5)  medical  prob- 
lem/management resulting  in  dis- 
abling/dismembering injury  or  death 
which  otherwise  might  not  have 
been  expected  to  happen  (includes 
gross  and  flagrant  violation). 

Of  the  1 ,544  final  determinations, 
(727)  47%  were  assigned  to  level  1 ; 
(554)  36%  to  level  2;  (212)  14%  to 
level  3;  (35)  2%  to  level  4;  and  (16) 
1%  to  level  5.  With  the  exception 
of  level  5,  each  level  has  three 
classes  of  intervention/thresholds 
before  the  sanction  process  begins, 
e.g.,  level  1 would  require  up  to  12 
confirmed  quality  problems  before 
sanctions  would  be  recommended; 
level  2 up  to  10;  level  3,  three  cases; 
level  4,  three  cases;  level  5,  only 
one.  Any  adverse  determination 
triggers  profiling,  usually  100%  re- 
view of  all  cases. 

If  you  would  like  copies  of  the 
Quality  Review  Flow  Chart  and  the 
Quality  Intervention  Plan,  please 
contact  Mrs.  Butler,  MAG  Head- 
quarters. 

In  addition  to  the  above  review, 
the  MAG,  GHA  and  GMCF  con- 
ducted a Peer  Review  Organization 
Workshop:  “PRO:  A Medical  Staff 
Overview,”  at  Callaway  Gardens, 
November  13-14,  1987.  Invitees  in- 
cluded MAG  Board  of  Directors, 
Georgia  medical  societies,  and 
Chiefs  of  Hospital  Medical  Staffs. 


Around  100  physicians  attended. 

There  is  no  doubt  that  the  PRO 
scope  of  work  will  continue  to  ex- 
pand. It  is  in  the  process  of  initi- 
ating review  of  patient  care  in  Health 
Maintenance  Organizations,  Home 
Health  Agencies,  Hospital  Outpa- 
tient Departments,  and  Skilled 
Nursing  Facilities.  Physicians’  of- 
fices are  not  included  at  this  time, 
but  studies  are  underway  to  deter- 
mine the  feasibility  and  how  to  in- 
clude them. 

The  Omnibus  Reconciliation  Act 
of  December,  1987  mandates  a 
number  of  changes  — most  of 
which  appear  to  be  beneficial  to  the 
physician.  No  implementation  reg- 
ulations have  been  developed  at  the 
time  of  this  report. 

We  feel  sure  the  PRO  scope  of 
work  will  be  expanded  as  Quality 
Assurance  efforts  are  expanded 
within  the  Medicare  and  Medicaid 
Programs.  There  are  a number  of 
Quality  Assurance  Guidelines  al- 
ready developed. 

Recommendations 

That  the  MAG  and  GMCF/PRO  use 
available  resources  to: 

1.  Educate  physicians  regarding 
the  need  to  document  actions  taken 
or  reasons  for  not  taking  actions 
relating  to  abnormal  diagnostic  tests 
and/or  nontreatment  of  sympto- 
matic secondary  diagnoses; 

2.  Educate  physicians  regarding 
the  need  for  a quick,  complete  re- 
sponse to  the  first  “quality”  notifi- 
cation. Currently,  this  is  a form  let- 
ter entitled,  “Preliminary  Quality 
Review  Notification”;  and 

3.  Urge  actively  practicing  phy- 
sicians to  serve  as  physician  advi- 
sors and  on  specialty  review  com- 
mittees as  needed  by  the  GMCF. 

House  Action 

Adopted  all  three  Recommen- 
dations. 

Fourth  recommendation  added 
and  adopted:  “Insure  that  physician 
case  data  files  be  purged  after  two 
years  if  the  threshold  has  not  been 
exceeded.” 
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RESOLUTION  6 

Regulation  of  Managed 
Care  Agencies 

Cobb  County  Medical 
Society 

Whereas,  “Managed  Care”  agen- 
cies are  now  overseeing  and  au- 
thorizing treatment  plans  for  a large 
number  of  patients;  and, 

Whereas,  these  agencies  require 
physician  cooperation  by  way  of 
“case  management,”  “utilization 
review,”  “second  opinions,”  etc.  for 
certification  of  treatment  plans;  and, 
Whereas,  physicians  must  co- 
operate with  these  agencies  or  their 
patients  will  risk  the  loss  of  their 
insurance  benefits;  and, 

Whereas,  physicians,  by  coop- 
erating with  these  agencies,  are 
looked  upon  by  patients  as  repre- 
sentatives of  the  insurance  com- 
pany; now,  therefore,  be  it 
RESOLVED,  that  MAG  seek, 
through  legislation  or  otherwise,  the 
regulation  of  managed  care  agen- 
cies in  the  same  way  that  insurance 
companies  are  regulated;  and  be  it 
further 

RESOLVED,  that  MAG  seek, 
through  legislation  or  otherwise, 
regulations  to  insure  that,  once  a 
treatment  plan  is  certified,  the  in- 
surance carrier  cannot  deny  pay- 
ment for  other  reasons. 

House  Action 

Adopted. 


RESOLUTION  7 

Guide  to  Contracting 

Cobb  County  Medical 
Society 

Whereas,  physicians  are  called 
upon  to  review  and  judge  the  merit 
of  contracts  relating  to  alternative 


delivery  systems  prior  to  their  sign- 
ing those  contracts; 

Whereas,  these  contracts  are 
most  often  written  by  the  agency 
establishing  the  alternative  delivery 
system;  and, 

Whereas,  these  contracts  often 
contain  provisions  that  can  limit  the 
delivery  of  care  as  well  as  provi- 
sions that  can  dangerously  in- 
crease the  physician’s  liability;  now, 
therefore,  be  it 

RESOLVED,  that  MAG  reaffirm  the 
importance  to  all  physicians  of 
reading,  understanding,  and,  if  nec- 
essary, seeking  independent  legal 
counsel  prior  to  signing  any  con- 
tract that  may  affect  the  delivery  of 
medical  care;  and  be  it  further 

RESOLVED,  that  MAG  publish  for 
its  membership  a guide  to  contract- 
ing including  general  contracting 
guidelines  as  well  as  specific  rec- 
ommendations regarding  such  ele- 
ments as  indemnifications  and  uti- 
lization reviews  that  may  seriously 
limit  the  physician’s  ability  to  de- 
liver quality  care  and  increase  the 
physician’s  liability. 

House  Action 

Adopted  the  first  RESOLVED  as 
amended:  “Resolved,  that  MAG  re- 
affirm the  importance  to  all  physi- 
cians of  reading,  understanding, 
and  seeking  independent  legal 
counsel  prior  to  signing  any  con- 
tract that  may  affect  the  delivery  of 
medical  care;  and  be  it  further.” 

Adopted  the  second  RESOLVED 
portion  as  amended:  “Resolved,  that 
the  MAG  Board  of  Directors  con- 
sider publishing  for  MAG  members 
a basic  and  simple  guide  to  con- 
tracting, including  general  con- 
tracting guidelines  as  well  as  spe- 
cific recommendations  regarding 
such  elements  as  indemnification 
and  utilization  reviews  that  may  se- 
riously limit  the  physician’s  ability 
to  deliver  quality  care  and  increase 
the  physician’s  liability.” 


RESOLUTION  9 

Georgia  Health 
Network  Assessment 

James  Q.  Whitaker,  M.D. 

Whereas,  at  least  one  reason  for 
the  less  than  successful  endeavor 
of  the  Georgia  Health  Network  HMO 
has  been  identified  as  inadequate 
capitalization;  now,  therefore,  be  it 
RESOLVED,  that  the  House  of 
Delegates  of  the  Medical  Associa- 
tion of  Georgia  vote  a mandatory 
assessment  of  $1,000.00  per  mem- 
ber per  year  for  a term  of  three  (3) 
years  commencing  with  dues  pay- 
able 1989,  said  funds  to  be  used  for 
the  further  capitalization  of  the 
Georgia  Health  Network  HMO. 

House  Action 

Did  not  adopt. 


RESOLUTION  10 
GHN  Stock 
James  Q.  Whitaker,  M.D. 

Whereas,  the  Georgia  Health  Net- 
work holds  a State  of  Georgia  li- 
cense to  operate  an  HMO;  and, 

Whereas,  individuals  have  in- 
vested in  a preferred  stock  in  the 
Georgia  Health  Network;  now, 
therefore,  be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  reassign  the 
HMO  license  to  the  preferred  stock 
holders. 

House  Action 

Did  not  adopt. 
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RESOLUTION  11 

Georgia  IP  A 

James  Q.  Whitaker,  M.D. 

Whereas,  some  physicians  have 
joined  an  IPA  and  have  contributed 
funds  to  capitalize  this  IPA;  now, 
therefore,  be  it 

RESOLVED,  that  the  IPA  elect  a 
new  independent  Board  of  Direc- 
tors to  assume  responsibility  for  the 
function  of  the  IPA;  and  be  it  further 
RESOLVED,  that  the  remainder  of 
the  funds  collected  from  IPA  mem- 
bers and  held  in  trust  by  the  Med- 
ical Association  of  Georgia  be  re- 
funded to  the  new  Board  of  Directors 
of  the  IPA. 

House  Action 

Did  not  adopt. 

RESOLUTION  13 

Georgia  Health 
Network  (GHN) 

Muscogee  County  Medical 
Society 

Whereas,  GHN  started  under  the 
leadership  and  guidance  of  MAG 
with  funding;  and, 

Whereas,  GHN  is  now  holding 
closed  meetings  in  cities  to  start 
PPO’s,  and  not  inviting  all  members 
of  GHN  in  that  city;  and, 

Whereas,  GHN  is  using  money 
sent  by  uninvited  GHN  members  to 
foster  competing  health  care  sys- 
tems; now,  therefore,  be  it 
RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  (MAG)  disas- 
sociate itself  from  GHN  completely; 
and  be  it  further 

RESOLVED,  that  MAG  collect  im- 
mediately any  money  owed  MAG  by 
GHN;  and  be  it  further 
RESOLVED,  that  MAG  terminate 
assistance  to  GHN,  either  legally, 
administratively,  or  by  personnel  of 


MAG;  and  be  it  further 
RESOLVED,  that  MAG  work  to 
disband  GHN  and  any  assets  left  in 
GHN  be  refunded  to  its  members 
on  a pro-rata  basis. 

House  Action 

Did  not  adopt. 


RESOLUTION  19 

Onerous  Policies  of 
Procedures  from  Third 
Party  Payors 

William  R.  Hardcastle, 
M.D.,  Delegate,  DeKalb 
Medical  Society 

Whereas,  third  party  payors  and 
others  are  increasingly  entering  the 
practice  of  medicine  by  various 
means  which  interfere  with  the  doc- 
tor-patient relationship;  and, 
Whereas,  this  intrusion  into  the 
practice  of  medicine  (such  as  pre- 
admission certification  by  non-M.D. 
personnel,  usually  located  hun- 
dreds of  miles  away  from  the  doctor 
and  patient,  mandatory  second 
opinions,  etc.)  is  taking  untold 
hours  away  from  the  private  M.D. 
and  his  staff  in  order  to  comply  with 
these  payors’  “guidelines”;  and, 
Whereas,  no  person  is  able  to  ad- 
vise a patient  better  than  that  pa- 
tient’s hand-picked  physician  who 
is  totally  aware  of  that  patient’s  total 
health  history;  and, 

Whereas,  physicians  and  their 
staff  are  wasting  time  away  from 
what  they  do  best,  the  care  of  the 
sick,  in  complying  with  these 
worthless  and  onerous  “guide- 
lines”; and, 

Whereas,  the  only  way  in  which 
these  idiotic  guidelines  are  going 
to  be  changed  or  deleted  is  by  com- 
plaints and  resistance  from  the  in- 
sured patient,  that  is  the  person  or 
employer  who  pays  the  insurance 
premium;  now,  therefore,  be  it 
RESOLVED,  that  the  physicians 


of  Georgia  require  the  individual 
patient  or  employer  to  waste  their 
time  in  complying  with  these  idiotic 
and  onerous  procedures  (such  as 
pre-admission  certification  man- 
datory second  opinion,  concurrent 
hospital  stay  certification,  etc.). 

House  Action 

Adopted  as  amended  to  read: 
“Resolved,  that  MAG  reaffirm  that 
the  ultimate  responsibility  of  a 
medical  bill  is  with  the  patient;  and 
therefore,  the  responsibility  of  com- 
plying with  third  party  payors  guide- 
lines requiring  pre-admission  cer- 
tification and  mandatory  second 
opinions  should  rest  with  the  pa- 
tient in  the  absence  of  other  con- 
tractual arrangements.” 


RESOLUTION  21 

Encroachment  of  Third 
Party  Payor  Inquiries 
on  Physician  Control  of 
Patient  Care 

South  Georgia  Medical 
Society 

Whereas,  physicians  suffer  from 
an  excessive  number  of  time-con- 
suming inquiries  from  third-party 
payors  regarding  the  physicians’ 
medical  treatment  decisions;  and, 
Whereas,  many  of  these  inquiries 
imply  that  the  payor  organization, 
without  the  benefit  of  medical  train- 
ing, is  questioning  the  physicians’ 
judgement  relating  to  the  particular 
patients’  care;  and 
Whereas,  these  inquiries  implic- 
itly ask  physicians  to  betray  their 
confidential  clinical  relationships 
with  their  patients;  now,  therefore, 
be  it 

RESOLVED,  that  MAG  conduct  a 
cooperative  study  with  third  party 
payors  and  utilization  reviewers  to 
assess  the  possible  detriment  to  pa- 
tient care  of  excessive  UR  inquiries, 
and  to  arrive  at  an  agreed  upon  pro- 


JUNE  1988,  Vol.  77 


447 


Reference  Committee  B 


tocol  of  inquiries,  acceptable  to 
both  physicians  and  payors;  and  be 
it  further 

RESOLVED,  that  MAG  urge  Geor- 
gia physicians  to  release  to  payors 
the  above  important  information 
only  after  securing  formal  permis- 
sion from  the  respective  patients; 
and  be  it  further 

RESOLVED,  that  MAG  further  en- 
courage physicians  to  levy  appro- 
priate charges,  in  keeping  with  AMA 
Judicial  Council  decisions,  against 
third-party  payors  in  compensation 
for  responding  to  inquiries. 

House  Action 

Adopted  the  first  RESOLVED  as 
amended:  “Resolved,  that  MAG 
conduct  a cooperative  study  with 
third  party  payors  and  utilization  re- 
viewers to  develop  a uniform  and 
streamlined  utilization  review  sys- 
tem. Such  a system  should  avoid 
having  as  its  main  priority  the  det- 
riment to  patient  care.” 

Adopted  the  second  RESOLVED 
as  amended:  “Resolved,  that  phy- 
sicians should  be  reminded  to  re- 
lease physician-patient  confiden- 
tial information  to  third  party  payors 
only  after  securing  a proper  medi- 
cal release  from  the  respective  pa- 
tient.” 

Adopted  the  third  RESOLVED  as 
amended:  “Resolved,  that  physi- 
cians may  charge  appropriate  sums, 
in  keeping  with  AMA  Judicial  Coun- 
cil decisions  and  various  laws,  to 
third-party  payors  in  compensation 
for  responding  to  certain  inquir- 
ies.” 


RESOLUTION  24 

Treatment  Guidelines 
for  Terminal  Patients 

Dougherty  County  Medical 
Society 

Whereas,  the  absence  of  univer- 
sally accepted  guidelines  on  med- 
ical care  for  terminally  ill  patients 


creates  a wide  range  of  appropriate 
treatment  modalities  for  physicians 
treating  terminal  patients;  and, 

Whereas,  reviewers  for  the  Geor- 
gia Medical  Care  Foundation,  with- 
out the  benefit  of  accepted  guide- 
lines for  terminal  patient  care,  have 
wrongly  interpreted  various  physi- 
cians’ treatment  modalities  as  de- 
ficient, and  have  therefore  gener- 
ated letters  citing  the  alleged 
deficiency,  when  there  has  actually 
been  none;  now,  therefore,  be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  work  with  the 
Georgia  Medical  Care  Foundation 
to  consider  appropriate  modalities 
of  treatment  for  terminally  ill  pa- 
tients as  well  as  for  other  patient 
groups  for  whom  medical  care 
guidelines  may  be  inadequate  or 
unclear,  and  to  draft  such  guide- 
lines as  may  be  needed  for  the  pur- 
pose of  physician  review  by  the 
GMCF. 

House  Action 

Referred  to  MAG  Board  for  further 
study. 


RESOLUTION  26 

Medicare 

Ralph  A.  Tillman,  M.D. 

Whereas,  Medicare  requires  an- 
nual consideration  by  the  United 
States  Congress  in  an  attempt  to 
maintain  some  degree  of  solvency; 
and, 

Whereas,  some  of  the  more  re- 
cent changes  in  Medicare  laws  and 
subsequent  rules  and  regulations 
from  the  Health  Care  Finance 
Administration  have  imposed  un- 
bearable economic  problems  for 
some  Medicare  beneficiaries;  and, 

Whereas,  these  same  rules  and 
regulations  have  imposed  ridicu- 
lous, onerous  and  ambiguous  re- 
strictions and  possible  sanctions  on 
health  care  providers;  now,  there- 
fore, be  it 


RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  strongly  urge 
that  the  President  of  the  United 
States  appoint  a bipartisan  broad- 
based  Task  Force  with  the  charge 
for  expeditiously  developing  im- 
mediate and  long  range  plans  to- 
ward reforming  the  current  Medi- 
care system  to  one  that  is  properly 
financed,  provides  health  care  only 
for  those  with  well-qualified  eco- 
nomic needs,  establishes  reason- 
able deductibles  and  co-payments 
for  beneficiaries;  reduces  the  con- 
flict and  erosion  of  the  traditional 
doctor-patient  relationship,  and 
places  quality  of  care  as  a top  prior- 
ity; and  be  it  further 

RESOLVED,  that  this  effort  be 
properly  communicated  to  the  MAG 
AMA  delegates  for  promotion  at  the 
June  AMA  House  of  Delegates 
meetings  and  to  all  Georgia  Sena- 
tors and  Congressmen,  and  be  it 
further 

RESOLVED,  that  the  MAG  is  un- 
alterably opposed  to  further  nation- 
alization of  our  health  care  delivery 
systems. 

House  Action 

Adopted  the  first  RESOLVED  as 
amended:  “Resolved,  that  the  Med- 
ical Association  of  Georgia  go  on 
record  as  supporting  a Medicare 
system  that  is  properly  financed, 
provides  health  care  only  for  those 
with  well-established  economic 
needs,  creates  reasonable  deduct- 
ibles and  co-payments  for  benefi- 
ciaries; reduces  the  conflict  and 
erosion  of  the  traditional  doctor-pa- 
tient relationship,  and  places  qual- 
ity of  care  as  a top  priority”; 

Adopted  the  second  Resolve. 

Adopted  the  third  RESOLVED  as 
amended:  “Resolved,  that  the  MAG 
reaffirm  that  it  is  unalterably  op- 
posed to  further  nationalization  of 
our  health  care  delivery  system.” 
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RESOLUTION  27 

Fiscal  Impact  of  Third 
Party  Payors’ 
Administrative 
Regulations 

Harrison  L.  Rogers,  Jr., 
M.D. 


Whereas,  the  complexity  of  Med- 
icare Rules  and  Regulations  con- 
tinue to  grow  inexorably  with  re- 
gard to  what  care  can  be  given,  in 
what  setting  and  of  what  duration 
(preadmission  certification,  sec- 
ond opinion,  concurrent  review); 
and, 

Whereas,  the  administrative 
complexities  of  all  managed  care 
systems  including  PPOs,  IPAs  and 
HMOs,  likewise  continue  to  grow; 
and 

Whereas,  these  requirements, 
themselves,  have  an  impact  on  the 
care  patients  receive  as  well  as  on 
the  cost  of  providing  that  care;  and, 

Whereas,  the  cost  of  health  care 
in  the  U.S.  is  of  major  concern  to 
government,  industry  and  the  pub- 
lic; and  our  elected  leaders  are  fre- 
quently asked  for  the  causes  of  the 
increase  in  health  care  costs;  now, 
therefore,  be  it 

RESOLVED,  that  the  MAG  intro- 
duce a resolution  to  the  American 
Medical  Association  House  of  Del- 
egates calling  on  the  AMA  to  insti- 
tute a study  of  the  fiscal  impact  of 
these  multiple  administrative  re- 
quirements by  all  purchasers  of 
care;  and  be  it  further 

RESOLVED,  that  the  MAG  further 
call  on  the  AMA  to  seek  the  assist- 
ance of  the  American  Hospital  As- 
sociation to  provide  the  same  sort 
of  data  relating  to  the  direct  and 
indirect  fiscal  impact  of  these  reg- 
ulations on  our  hospitalized  pa- 
tients, and  that  this  information  be 
shared  with  the  federation  of  med- 
ical societies  and  the  public. 
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House  Action 

Adopted. 


RESOLUTION  35 

Public  Information  Re: 
Medicare 

William  C.  Waters,  III, 
M.D. 

Whereas,  one  of  the  duties  of  the 
physician,  and  hence  of  organized 
medicine,  is  to  serve  as  patient  ad- 
vocate; and, 

Whereas,  recent  Medicare  stat- 
utes prohibit  the  physician  from 
charging  standard  rates  to  patients 
on  Medicare  roles;  and, 

Whereas,  newer  guidelinies,  such 
as  those  requiring  retroactive  re- 
fund of  physician  fees,  impose  still 
further  prohibitive  penalties  for 
treating  Medicare  patients;  and, 

Whereas,  most  over-65  patients 
are  fiscally  self-dependent  and  have 
private  health  insurance;  and, 

Whereas,  these  regulations 
therefore  deprive  the  over-65  pa- 
tient, even  if  affluent,  of  his  eco- 
nomic viability  and  hence  deny  him 
a fair  competitive  position  in  the 
medical  marketplace,  particularly 
in  the  all-important  arena  of  pri- 
mary care;  and, 

Whereas,  many  primary  care  phy- 
sicians are  anticipating  a 100  per 
cent  overhead  for  Medicare  pa- 
tients by  1990;  and, 

Whereas,  some  primary-care 
physicians  are  reporting  expecta- 
tions of  leaving  practice  because  of 
this  problem,  and  a striking  decline 
in  applicants  to  internal  medicine 
training  programs  has  been  seen  in 
the  last  two  years,  presenting  fur- 
ther threats  of  unavailability  of  care; 
and, 

Whereas,  many  physicians  are 
declining  to  accept  new  Medicare 
patients,  and  certain  such  patients 
who  are  changing  location  or  whose 


physicians  have  retired  are  even 
now  finding  it  difficult,  at  least  in 
urban  areas,  to  obtain  a new  pri- 
mary doctor;  and, 

Whereas,  it  is  predicted  that  the 
quality  and  quantity  of  care  for  this 
age  group  can  only  deteriorate  fur- 
ther under  such  conditions  of  eco- 
nomic deprivation;  and, 

Whereas,  a Presidential  Commis- 
sion consisting  of  seven  econo- 
mists has  recently  reported  findings 
supporting  this  position,  stating  that 
Medicare  legislation  will  have  an 
adverse  effect  on  the  older  popu- 
lation and  is  as  practical  as  “solving 
the  cancer  problem  by  declaring  it 
illegal”;  and, 

Whereas,  the  65-and-older  group 
is  well  known  to  require  several 
times  the  medical  care  of  younger 
groups,  rather  than  less;  and, 
Whereas,  these  legislative  re- 
strictions have  been  enacted  not 
only  without  the  consent  but  in  gen- 
eral without  the  knowledge  of  those 
affected;  and, 

Whereas,  it  appears  that  the  pow- 
erful advocacy  groups  of  the  elder 
population  (such  as  AARP)  con- 
tinue to  support,  rather  than  op- 
pose, governmental  action  in  these 
areas,  apparently  unaware  of  the  in- 
evitable consequences;  and, 
Whereas,  the  over-65  group  has 
potent  influence  in  the  political 
arena  (constituting  20%  of  popu- 
lation now,  estimated  30%  in  2010, 
with  the  highest  voting  record  — 
85%  of  any  age  group);  now,  there- 
fore, be  it 

RESOLVED,  that  the  MAG  Exec- 
utive Committee  establish  and  ap- 
point a Task  Force  to  utilize  any  and 
all  access  routes  to  the  press  and 
other  public  information  agencies 
in  an  effort  to  inform  the  older  pub- 
lic in  Georgia  of  the  present  state 
and  consequences  of  existing  Med- 
icare regulations;  and  be  it  further 
RESOLVED,  that  the  AMA  dele- 
gation be  instructed  by  the  House 
of  Delegates  to  insist  that  the  AMA 
dedicate  an  appreciable  fraction  of 
its  resources  to  this  public  infor- 
mation effort;  and  be  it  further 
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RESOLVED,  that  the  President  and 
Executive  Director  urge  other  med- 
ical organizations  in  the  state  — 
including  component  county  med- 
ical societies  but  also  particularly 
such  groups  as  the  Georgia  Acad- 
emy of  Family  Physicians,  the  Geor- 
gia Society  of  Internal  Medicine  and 
the  Georgia  Chapter  of  the  Ameri- 
can College  of  Physicians  — to  set 
about  informing  their  patients  of  the 
discriminatory  processes  operating 
against  them;  and  be  it  further 

RESOLVED,  that  although  legal 
action  initiated  by  physicians  in  this 
area  is  notoriously  unlikely  to  meet 
with  success,  the  MAG  should 
nonetheless  support  and  encour- 
age any  appropriate  class-action  suit 
which  may  originate  with  the  Med- 
icare population  in  their  effort  to 
claim  equal  economic  rights  and 
hence  equal  access  to  medical  care. 

House  Action 

Resolve  1 was  referred  to  the  MAG 
Board  of  Directors  for  funding  and 
implementation. 

Adopted  Resolves  2 and  3. 

Adopted  Resolve  4 as  amended, 
“that  although  legal  action  initiated 
by  physicians  in  this  area  is  unlikely 
to  meet  with  success,  the  MAG 
should  consider  supporting,  with 
the  approval  of  the  MAG  Board  of 
Directors,  any  appropriate  class-ac- 
tion suit  which  may  originate  with 
the  Medicare  population  in  their  ef- 
fort to  claim  equal  economic  rights 
and  hence  equal  access  to  medical 
care.” 


RESOLUTION  38 
Medicaid 

Reimbursement  to 
Children’s  Hospitals 
and  Related 
Institutions 

DeKalb  Medical  Society, 
Inc. 

Whereas,  every  child  deserves 


access  to  health  care  no  matter  the 
parents’  ability  to  pay;  and, 

Whereas,  children’s  hospitals  and 
related  institutions  have  the  medi- 
cal expertise  and  technology  to  care 
for  the  sickest  of  children;  and, 

Whereas,  Family  Physicians,  Pe- 
diatricians and  Pediatric  Specialists 
refer,  admit  and/or  care  for  the  sick- 
est children  in  children’s  hospitals 
and  related  institutions,  and  pres- 
ently these  institutions  take  care  of 
a disproportionate  number  of  chil- 
dren whose  health  care  is  com- 
pletely dependent  on  Medicaid; 
and, 

Whereas,  the  difference  between 
cost  of  care  and  reimbursement  has 
become  increasingly  disparate,  with 
the  financial  burden  on  institutions 
caring  for  such  children  becoming 
greater  each  year,  resulting  in  a 
Medicaid  compensation  crisis;  now, 
therefore,  be  it 

RESOLVED,  that  for  the  well  being 
of  children  and  to  assure  appropri- 
ate facilities  are  available  in  the  fu- 
ture to  meet  their  health  care  needs, 
Medicaid  reimbursement  to  chil- 
dren’s hospitals  and  related  insti- 
tutions must  be  revised  with  the 
specific  intent  of  improving  such 
reimbursement;  and  be  it  further 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  urge  the  Amer- 
ican Medical  Association  to  assist 
in  solving  this  persistent,  and  de- 
teriorating problem  of  Medicaid 
compensation  to  children’s  hospi- 
tals and  related  institutions  by 
transmitting  this  resolution  to  the 
A.M.A.  for  consideration  at  its 
House  of  Delegates  meeting  in  June 
1988. 

House  Action 

Adopted  first  RESOLVED  as 
amended:  “Resolved,  that  for  the 
well  being  of  children  and  to  assure 
appropriate  facilities  are  available 
in  the  future  to  meet  their  health 
care  needs,  Medicaid  reimburse- 
ment to  children’s  hospitals  and  re- 
lated institutions  and  physicians 
must  be  revised  with  the  specific 
intent  of  improving  such  reim- 
bursement.” 


Adopted  second  RESOLVE. 


RESOLUTION  39 
Medicare 

Ralph  A.  Tillman,  M.D., 
Secretary 

Whereas,  Medicare  requires  an- 
nual consideration  by  the  United 
States  Congress  in  an  attempt  to 
maintain  some  degree  of  solvency; 
and, 

Whereas,  some  of  the  more  re- 
cent changes  in  Medicare  laws  and 
subsequent  rules  and  regulations 
from  the  Health  Care  Finance 
Administration  have  imposed  un- 
bearable economic  problems  for 
some  Medicare  beneficiaries;  and, 

Whereas,  these  same  rules  and 
regulations  have  imposed  ridicu- 
lous, onerous  and  ambiguous  re- 
strictions and  possible  sanctions  on 
health  care  providers;  now,  there- 
fore, be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  strongly  urge 
the  President  of  the  United  States 
to  appoint  a non-partisan,  broad- 
based  task  force  with  the  charge  for 
plans  toward  reforming  the  current 
Medicare  system  to  one  that  is 
properly  financed,  provides  health 
care  for  those  with  well-qualified 
economic  needs  and  places  quality 
of  care  as  a top  priority;  and,  be  it 
further 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  delegates  to 
the  American  Medical  Association 
seek  support  from  the  American 
Medical  Association  at  its  annual 
meeting  in  June;  and,  be  it  further 

RESOLVED,  that  all  Georgia  Sen- 
ators and  Representatives  be  so  in- 
formed; and,  be  it  further 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  is  unalterably 
opposed  to  further  nationalization 
of  our  health  care  delivery  systems. 

House  Action 

Resolution  was  withdrawn  from 
consideration. 
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Ask  any  C&S  Trust  Officer 
how  we  can  support  your 
efforts  with  Personal  and 
Corporate  Trust  Services. 


Atlanta 

Albany 

Buckhead 

128  South  Washington  Street 

3003  Peachtree  Road,  Nh 

912/4324251 

404/2314746 

Decatur 

LaGrange 

150  East  Ponce  de  Leon 

200  Main  Street 

Decatur  TownCenter 

404/884-6611 

Suite  200 
404/377-0783 

Macon 

Downtown 

487  Cherry  Street 

33  North  Avenue,  NW 

912/744-6452 

404/897-3224 

Augusta 

Rome 

709  Broad  Street 
404/828-8208 

500  North  Second  Avenue 
404/291-0123 

Athens 

Savannah 

110  East  Clayton  Street 

22  Bull  Street 

404/549-8700 

912/9444456 

Valdosta 

106  South  Patterson  Street 
912/247-6005 

Corporate  and  Institutional  Trust 

Atlanta 

33  North  Avenue 
404/897-3081 


CgS 


Citizens  and  Southern  Trust  Company 

Member  FDIC 


JUNE  1988,  Vol.  77 


451 


Report 

Reference 

Committee 


The  following  physicians  were 
members  of  Reference 
Committee  C:  Teresa  E.  Clark, 
Chairman,  Medical  Association  of 
Atlanta;  Edmund  M.  Molnar,  Vice 
Chairman,  Muscogee;  Cassius  M. 
Stanley,  III,  Bibb;  Charles  W.  Mc- 
Dowell, Jr.,  DeKalb;  William  Wes- 
ton, III,  Richmond;  Joy  A.  Maxey, 
DeKalb;  James  F.  Beattie,  Jr., 
Walker-Catoosa-Dade;  John  S. 
Newton,  Colquitt;  and  Gerald  E. 
Sanders,  Cobb. 


PRESIDENT'S 

REPORT 

Jack  F.  Menendez,  M.D., 
President 

Referred  to:  Rec.  1,2  (a,  b), 
3,  4,  5 — Reference  Commit- 
tee D;  Rec.  2 (c,  d)  — Refer- 
ence Committee  C;  Rec.  6 — 
Reference  Committee  A;  Rec. 
7 — Reference  Committee  C. 

Refer  to  Report  of  Reference 
Committee  A for  the  Presi- 
dent’s Report. 

Recommendations 

2.c.  The  President-Elect  be  Vice 
Chairman  of  the  Legislative  Com- 
mittee and  in  charge  of  legislative 
education;  and 

d.  The  Immediate  Past  President 
be  Vice  Chairman  of  the  Legislative 
Committee  in  charge  of  legislative 
events  and  plan  the  MAG  legislative 
events,  specifically  the  Legislative 
Seminar,  the  Physician  Involvement 
Program  (PIP),  and  the  Doctor-of- 
the-Day  Program, 


7.  That  a proposal  for  legislative 
action  removing  professional  lia- 
bility from  the  courts  be  presented 
to  the  next  House  of  Delegates 
meeting. 

House  Action 

Adopted  Recommendation  2c  as 
amended:  “At  the  President’s  dis- 
cretion, the  President-Elect  be  Vice 
Chairman  of  the  Legislative  Council 
in  charge  of  legislative  education, 
in  consultation  with  the  Council 
Chairman;  and” 

Adopted  Recommendation  2d  as 
amended:  “At  the  President’s  dis- 
cretion, the  Immediate  Past  Presi- 
dent be  Vice  Chairman  of  the  Leg- 
islative Council  in  charge  of 
legislative  events,  specifically  the 
Legislative  Seminar,  the  Physician 
Involvement  Program,  and  the  Doc- 
tor-of-the-Day  Program,  in  consul- 
tation with  Council  Chairman.” 

Recommendation  7 was  consid- 
ered along  with  Rec.  3 of  the  Ad 
Hoc  Committee  for  Tort  Reform,  and 
Rec.  1 of  the  First  Vice  President’s 
report  and  adopted  by  deletion  and 
substitution:  “That  this  Committee, 
working  through  the  Legislative 
Council  at  the  direction  of  the  Ex- 
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Members  and  guests  of  Reference  Committee  C listen  to  Georgia 's  attorney  general , Michael  Bowers. 


ecutive  Committee,  strive  for  intro- 
duction and  action  on  tort  reform 
initiatives  by  the  General  Assembly 
during  the  1989-90  term.” 


FIRST  VICE 
PRESIDENT 

Joe  L.  Nettles,  M.D. 

Referred  to:  Rec.  1 — Ref- 
erence Committee  C;  Rec.  2 
— Reference  Committee  D; 
Rec.  3 — Reference  Commit- 
tee A. 

See  Report  of  Reference  Com- 
mittee A for  the  First  Vice  Pres- 
ident’s Report. 

Recommendation  1 

Further  legislative  efforts  should 
be  pursued  by  MAG  to  obtain  a cap 
on  non-economic  damages,  even  if 
this  has  to  be  done  through  other 
than  traditional  legislative  reform  in 
a lawyer-packed  legislature.  Rec- 
ommendation 3 of  the  Ad  Hoc 
Committee  on  Tort  Reform,  Rec- 


ommendation 7 of  the  President’s 
Report,  and  Recommendation  1 of 
the  1st  Vice  President  were  consid- 
ered as  a group  and  adopted  by 
deletion  and  substitution:  “That  this 
Committee,  working  through  the 
Legislative  Council  at  the  direction 
of  the  Executive  Committee,  strive 
for  introduction  and  action  on  tort 
reform  initiatives  by  the  General  As- 
sembly during  the  1989-90  term.” 

House  Action 

See  House  Action  for  Recom- 
mendation 7 of  the  President’s  re- 
port immediately  preceding. 


LEGISLATIVE 

COUNCIL 

James  A.  Kaufmann,  M.D., 
Chairman 

Major  changes  in  the  personnel 
of  the  MAG  Legislative  team 
and  the  greatest  volume  of  medi- 
cally related  bills  ever  introduced 
in  the  General  Assembly  were  just 


two  of  the  challenges  that  faced  us 
this  year.  This  report  will  discuss 
the  success  and  the  need  for  im- 
provement in  certain  areas  as  we 
strive  to  become  even  more  effec- 
tive. The  most  significant  aspect  of 
this  report  is  the  discussion  out- 
lining proposed  improvements  and 
their  corresponding  “Recommen- 
dations” being  presented  for  con- 
sideration by  the  House  of  Dele- 
gates. 

The  Georgia  General  Assembly 

The  1988  session  of  the  General 
Assembly  adjourned  sine  die  at 
10:32  P.M.,  March  7,  ending  a 40- 
day  offensive  against  the  physi- 
cians of  Georgia  by  a wide  variety 
of  opponents.  While  our  foes  were 
tenacious  and  unrelenting,  MAG  did 
not  suffer  a major  defeat  all  session, 
and  had  a string  of  victories  and 
favorably  negotiated  bills  to  show 
for  its  strong  effort  on  behalf  of 
quality  health  care. 

A cooperative  effort  by  physi- 
cians and  auxilians  who  partici- 
pated in  the  Physician  Involvement 
Program  led  the  fight  and  were 
backed  up  by  our  legislative  team 
at  the  Capitol.  Legislators  were  very' 
aware  of  the  views  of  Georgia’s  phy- 
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sicians  on  the  many  issues  that 
concerned  them.  It  is  this  PER- 
SONAL PHYSICIAN  INVOLVEMENT 
that  is,  and  always  will  be,  the  KEY 
to  MAG’s  SUCCESS. 

Among  the  Legislative  Successes 
in  1988: 

1.  Defeating  the  Kidd  “Christmas 
tree”  amendments  and  passing  a 
“clean”  version  of  the  Omnibus 
Board  Reauthorization  bill  (HB 
1349); 

2.  Passing  an  informed  consent 
bill  which  protects  both  physicians 
and  patients  (SB  367); 

3.  Passing  a bill  which  estab- 
lishes a system  for  regulating  PPOs 
in  Georgia  which  protects  both  par- 
ticipating and  non-participating 
physicians  (HB  507); 

4.  Passing  a comprehensive  AIDS 
policy  for  the  state  which  gives  phy- 
sicians increased  abilities  to  treat 
the  disease,  protection  to  notify 
other  persons  at  risk,  and  allows 
confidentiality  for  victims  of  the  dis- 
ease without  unduly  burdening 
doctors  and  hospitals  (HB  1281); 

5.  Defeating  attempts  by  optom- 
etrists to  become  ophthalmolo- 
gists. For  the  first  time,  optometrists 
are  prevented  by  law  from  treating 
glaucoma.  Optometrists  are  limited 
to  the  use  of  certain  approved  top- 
ical drugs  and  held  to  the  same 
standard  of  care  as  physicians  when 
using  the  drugs  (HB  1169); 

6.  Defeating  an  attempt  to  man- 
date third  party  reimbursement  for 
advanced  practice  nurses  (HB  334) ; 

7.  Defeating  an  attempt  by  phys- 
ical therapists  to  practice  inde- 
pendently (SB  292); 

8.  Defeating  an  attempt  by  phy- 
sician’s assistants  to  practice  with 
inadequate  physician  supervision 
(SB  499); 

9.  Defeating  an  attempt  by  coun- 
selors and  marriage  and  family 
therapists  to  have  their  communi- 
cations with  clients  put  on  the  same 
level  of  confidentiality  as  psychia- 
trists and  their  patients  (HB  393); 

10.  Defeating  attempts  by  chi- 
ropractors to  use  techniques  that 


are  invasive  of  the  body’s  orifices, 
to  delete  the  physicians’  standard 
of  care  language  and  delete  the  lan- 
guage in  current  law  that  prohibits 
them  from  using  drugs  or  perform- 
ing surgery  (SB  443);  Chiropractors 
will  be  allowed  to  recommend  the 
use  of  vitamins,  minerals,  or  food 
substances  under  certain  circum- 
stances while  not  receiving  any 
profit  from  the  sale  of  such  sub- 
stances (HB  1243); 

1 1 . Passing  a mandatory  seat  belt 
bill  (HB  751)  and  tightening  the 
child  restraint  law  (HB  71); 

12.  Passing  a voluntary  child  and 
adolescent  drug  screening  program 
modeled  after  the  Cobb  Medical  So- 
ciety Program  (SB  641). 

Successful,  But  Still  Room  for 
Improvement:  Restructuring  and 
Improving  the  Legislative 
Council 

The  many  successes  of  this  past 
session  are  the  direct  result  of  the 
individual  participation  in  the  po- 
litical process  by  YOU  and  other 
physicians.  Each  of  you  who  con- 
tributed to  GAMPAC,  wrote  a leg- 
islator, met  personally  with  your 
Senator  or  Representative,  partici- 
pated in  the  Physician  Involvement 
Program  (PIP)  or  made  calls  to  the 
Capitol  are  to  be  commended  and 
congratulated  for  a “job  well  done!” 

Last  year’s  Legislative  Council’s 
report  stated  in  part:  “The  legisla- 
tive session  of  1987,  more  so  than 
any  previous  year,  was  busier  and 
much  more  confusing  than  any 
other  session.”  The  1988  session 
was  a real  “barn  burner”  that  ex- 
ceeded last  year.  Never  has  the 
Medical  Association  had  so  many 
legislative  matters  thrown  at  them 
and  by  such  a determined  opposi- 
tion. 

Thanks  to  the  almost  24  hours  a 
day  effort  of  our  legislative  staff,  we 
did  not  lose  a single  issue  of  sig- 
nificance. Special  mention  must  be 
made  of  the  efforts  of  our  legislative 
team.  Mike  Fowler,  our  Executive 
Director,  devoted  many  hours  each 
day  helping  stem  the  tide  and  win 


the  day.  Richard  Greene,  our  Gen- 
eral Counsel,  worked  until  late  at 
night  and  into  the  early  hours  of  the 
morning  in  skillfully  crafting  legis- 
lative bills  and  modifying  others. 
Scott  Mall,  who  although  on  board 
for  only  one  month  as  our  Legis- 
lative Relations  Director,  was  an  ef- 
fective advocate  and  did  a brilliant 
job  of  producing  the  “Legislative 
Bulletin.”  Words  cannot  express  the 
appreciation  we  owe  Paul  Shanor, 
our  Legislative  Counsel,  who  also 
burned  the  midnight  oil  for  you  and 
frequently  demonstrated  his  great 
knowledge  of  health  issues.  Donna 
Glass,  secretary  to  our  Legislative 
team,  worked  long  hours  and  week- 
ends manning  the  home  front  at 
MAG  headquarters  while  the  staff 
was  more  than  busy  at  the  Capitol. 

All  of  this  work  would  have  been 
for  naught  if  it  had  not  been  for  the 
help  of  the  MAG  Officers  including 
Jack  F.  Menendez,  Joe  P.  Bailey, 
Ralph  A.  Tillman,  Joe  L.  Nettles,  Bill 

C.  Collins,  Frank  F.  Middleton,  III, 
Charles  R.  Underwood,  John  D. 
Watson,  Richard  W.  Cohen,  Cyler 

D.  Garner,  and  Jack  A.  Raines.  Even 
more  important,  as  previously 
stated,  are  the  many  MAG  members 
that  back  up  our  “team.” 

All  of  this  increased  activity  made 
it  very  clear  that  there  is  a need  to 
significantly  increase  the  active 
participation  of  the  Legislative 
Council.  It  is  felt  that  each  specialty 
society  and  other  recognized  spe- 
cialty practitioner  groups  should 
have  a representative  on  the  Leg- 
islative Council.  Each  such  group 
should  also  have  an  alternate  who 
will  be  available  to  attend  meetings 
if  the  designated  physician  is  un- 
able to  attend.  Increased  specialty 
representation  should  lead  to  a bet- 
ter and  more  effective  Legislative 
Council  and  a more  unified  medi- 
cal lobby  effort.  Other  individual 
physicians  should  be  appointed 
who  show  a desire  and  willingness 
to  attend  to  the  business  of  the 
Council,  but  no  one  should  agree 
to  serve  unless  they  are  totally  com- 
mitted to  attend  to  the  business  of 
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the  Council,  and  to  regularly  attend 
the  meetings. 

It  is  also  felt  that  the  Legislative 
Council  would  be  improved  by  more 
frequent  meetings.  Regularly 
scheduled  meetings  every  six  weeks 
need  to  be  held  to  enable  the  Coun- 
cil to  remain  current  and  prepared 
on  medical  issues.  The  issues  are 
more  complex  and  numerous  to- 
day; therefore,  an  active  Legislative 
Council  is  needed  now  more  than 
ever  before.  Even  more  importantly, 
Council  members  need  to  be  cur- 
rent to  direct  and  inform  the  mem- 
bers of  their  constituent  organiza- 
tions and  county  medical  societies 
to  keep  an  effective  liaison  with  the 
members  and  legislators.  The  po- 
litical arena  is  known  for  being  fluid. 
A well  informed  and  better  pre- 
pared Legislative  Council  will  be  a 
more  effective  Council.  The  speed 
with  which  complex  issues  on  both 
the  state  and  federal  levels  change 
is  tremendous,  and  more  frequent 
meetings  will  help  us  remain  in 
control  of  the  situations  as  they  de- 
velop. 

This  is  especially  true  for  1988  as 
this  is  an  election  year.  Your  Leg- 
islative Council  needs  to  be  an  ac- 
tive participant  in  campaign  con- 
siderations. This  is  also  the  time 
when  interim  legislative  commit- 
tees hold  statewide  public  hear- 
ings. Most  legislation  is  won  or  lost 
during  the  interim  period  and  not 
during  the  session.  Of  course,  the 
Congress  and  Federal  Bureaucrats 
never  give  us  time  to  rest. 

During  the  session  of  the  General 
Assembly,  the  Council  should  meet 
at  MAG  headquarters  each  Friday 
afternoon  after  the  weekend  ad- 
journment. Many  key  decisions  are 
being  made  as  the  session  pro- 
gresses. The  membership  should 
be  more  involved  in  these  day  to 
day  decisions.  These  weekly  meet- 
ings will  enable  more  input  to  and 
advice  for  our  legislative  team. 
These  meetings  should  last  only  for 
one  to  two  hours  and  they  would 
not  conflict  with  the  legislature  by 
waiting  until  after  the  Friday  noon 


adjournment;  therefore,  giving 
Council  members  the  opportunity 
to  contact  their  medical  constitu- 
ents and  legislators  over  the  week- 
end. Also,  strong  emphasis  should 
be  placed  upon  securing  members 
to  the  Council  who  will  dedicate 
themselves  to  attending  virtually 
every  meeting  and  be  willing  to 
place  the  necessary  effort,  study  and 
commitment  to  being  a productive 
member. 

Groups  Working  Together 

Some  specialty  groups  have  con- 
sidered, or  even  had  introduced, 
legislation  to  meet  certain  needs  or 
goals  of  that  particular  group.  Even 
some  individual  physicians  acting 
virtually  alone  have  had  bills  intro- 
duced. While  continuing  to  recog- 
nize the  rights  of  any  group  or  in- 
dividual to  act  independently,  it  is 
generally  recognized  that  a unified 
and  united  medical  lobby  will  be- 
come more  effective  than  if  divided; 
therefore,  persons  or  groups  con- 
sidering the  introduction  of  legis- 
lation are  strongly  urged  and  en- 
couraged to  submit  such  proposals 
to  the  Legislative  Council  for  con- 
sideration, comparison  to  MAG  pol- 
icy, and  discussion  prior  to  its  being 
introduced.  Likewise,  whenever 
such  persons  or  groups  are  con- 
templating or  have  already  hired  in- 
dependent lobbyists  or  “consul- 
tants” they  are  also  strongly  urged 
and  encouraged  to  discuss  such 
with  the  Legislative  Council  prior  to 
making  such  a decision.  It  needs 
to  be  clearly  understood  that  nei- 
ther request  for  “consultation”  is 
designed  to  prevent  any  group  or 
person  from  taking  whatever  action 
they  feel  is  appropriate.  The  Geor- 
gia Society  of  Anesthesiologists,  Inc. 
is  especially  to  be  commended  for 
instructing  its  independent  lobbyist 
to  work  closely  and  directly  with 
and  under  the  guidance  of  MAG’s 
lobbying  effort.  Remember,  “united 
we  stand,  divided  we  fall!” 

Campaign  ’88 

This  is  an  election  year,  and  YOU 


Michael  Bowers,  Georgia ’s  attorney  general,  spoke 
to  members  of  Reference  Committee  about  the 
diversion  of  legitimate  prescription  drugs  and  the 
multi-copy  (triple  script)  bill  before  the  General 
Assembly. 


are  STRONGLY  URGED  to  actively 
participate  in  and  contribute  to  the 
campaigns  of  the  candidates  of  your 
choice  and  to  contribute  to  GAM- 
PAC  as  well.  Legislators  are  appre- 
ciative of  financial  contributions; 
however,  they  are  even  more  thrilled 
to  get  campaign  workers.  Partici- 
pate by  serving  on  a campaign 
committee,  help  raise  funds  by  con- 
tacting fellow  physicians,  put  up 
signs  at  your  office,  volunteer  your 
phones  for  night  time  phone  banks 
or  offer  for  you  and  your  staff  to 
make  calls  on  the  candidate’s  be- 
half. 

The  PIP  and  Doctor  of  the  Day 

We  need  to  improve  the  PIP  pro- 
gram and  increase  physician  in- 
volvement. PIP  is  now  six  years  old 
and  there  appears  to  be  a need  to 
reorganize  the  program.  Special 
emphasis  should  be  placed  on  en- 
couraging the  participation  of  phy- 
sicians who  have  not  been  in- 
volved. Physicians  are  encouraged 
to  bring  their  spouse,  which,  in  turn, 
will  help  stimulate  auxiliary  partic- 
ipation. The  Legislative  Council  will 
be  conducting  a comprehensive 
study  of  ways  to  improve  and  in- 
vigorate PIP. 

1988  saw  another  successful 
Doctor  of  the  Day  Program.  MAG 
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members  provided  medical  care  to 
all  persons  at  the  Capitol  through 
this  very  popular  program.  1988  also 
saw  Mrs.  Veronica  Brame  as  the  new 
Medical  Aid  Station  nurse.  Mrs. 
Brame  served  full-time  during  the 
session  and  received  well-deserved 
praise  from  Legislators,  Capitol 
staffers  and  from  the  general  pub- 
lic. Thanks  Veronica! 

Thanks  to  Many  for  So  Much 

“Thanks”  is  inadequate  to  ex- 
press the  necessary  appreciation  for 
the  legislative  effort  of  the  Auxiliary. 
Not  only  did  they  work  on  their  spe- 
cific issues  such  as  mandatory  seat 
belts  and  improved  child  restraint 
laws,  they  also  enthusiastically 
supported  MAG  issues.  They  also 
organized  and  operated  an  active 
and  effective  telephone  bank.  Plans 
are  presently  being  developed  for 
an  even  better  telephone  bank  next 
year. 

We  would  also  be  remiss  if  we 
didn’t  thank  another  important 
group.  A grateful  “thank  you”  is  ex- 
tended to  the  MAG  Mutual  Insur- 
ance Company  for  their  tireless 
support  and  assistance  this  year. 
Special  thanks  to  Dr.  Charles  Hol- 
lis, Chief  Executive  Officer;  Mr.  Tom 
Gose,  President,  Rachael  Siegel- 
man,  Staff  Attorney,  and  Robert 
Constantine,  Corporate  Attorney,  for 
their  unselfish  and  dedicated  serv- 
ice. 

Recommendations 

I have  some  very  important  rec- 
ommendations to  propose  that  I 
have  thoughtfully  considered  (some 
for  many  years)  that  are  as  follows: 

1.  That  the  Legislative  Council  be 
expanded  by  having  each  recog- 
nized specialty  society  or  group 
nominate  one  voting  representative 
and  one  alternate  who  would  be 
able  to  give  input  at  each  meeting 
of  the  Legislative  Council.  Strong 
efforts  would  be  made  to  ensure 
that  every  such  specialty  society  is 
actually  represented  at  each  and 
every  meeting;  thereby  guarantee- 
ing their  proper  voice  of  represen- 


tation. Consideration  would  be 
given  for  larger  societies  to  have 
greater  representation. 

2.  That  meetings  of  the  Legisla- 
tive Council  be  held  at  6-week  in- 
tervals except  during  the  legislative 
session  when  they  would  be  held 
each  Friday  afternoon  after  the  ad- 
journment for  the  weekend. 

3.  That  the  Legislative  Council 
conduct  a thorough  review  of  PIP 
in  order  to  revitalize  the  program, 
improve  physician  and  spouse  par- 
ticipation, and  to  have  a greater  im- 
pact on  the  legislative  process. 

4.  That  the  Legislative  Council  be 
composed  of  members  who  are 
committed  to  serving  MAG  and  the 
Council  by  attending  and  working 
at  the  Capitol  during  the  General 
Assembly. 

5.  That  specialty  groups  and  in- 
dividual physicians  be  encouraged 
to  submit  any  proposed  legislation 
to  the  Legislative  Council  prior  to 
its  introduction. 

6.  That  specialty  groups  be  en- 
couraged to  consult  with  Legisla- 
tive Council  prior  to  hiring  inde- 
pendent lobbyists  or  consultants. 

7.  That  individual  MAG  mem- 
bers and  their  spouses  be  encour- 
aged to  not  only  contribute  to  GAM- 
PAC,  but  more  importantly  to 
personally  participate  in  legislative 
campaigns  this  election  year. 

8.  That  MAG  members  make 
themselves,  their  staffs  and  their  of- 
fice equipment  (i.e.  telephones, 
copiers,  printers,  computers)  avail- 
able to  help  the  candidates  of  their 
choice. 

9.  That  Mrs.  Cherie  Dennis,  Mrs. 
Maureen  Vandiver,  Mrs.  Jan  Col- 
lins, Mrs.  Mary  Agraz,  and  the  many 
Auxiliary  volunteers  be  com- 
mended for  the  successful  1988 
telephone  bank. 

10.  That  MAG  staff,  Legislative 
Council,  and  the  Auxiliary  work  to- 
gether to  develop  and  improve  the 
effectiveness  of  the  telephone  bank 
for  1989,  and  that  all  members  of 
the  Auxiliary  who  participated  as  a 
telephone  bank  volunteer  be  writ- 
ten a thank  you  letter  by  the  Leg- 


islative Council  Chairman. 

11.  That  Dr.  Charles  Hollis  and 
MAG  Mutual  Insurance  Company  be 
commended  for  going  above  and 
beyond  the  call  of  duty  by  its  effec- 
tive assistance  during  the  General 
Assembly. 

Please  read  the  discussion  that 
precedes  these  recommendations 
carefully  to  evaluate  the  need  for 
them,  particularly  the  section  on 
page  3 entitled  “Successful,  But 
Still  Room  for  Improvement:  Re- 
structuring and  Improving  the 
Legislative  Council.” 

I appreciate  the  opportunity  to 
serve  the  organization  that  1 so 
dearly  love. 

If  you  desire  details  of  all  major 
bills  considered,  copies  of  our  final 
Legislative  Bulletin  are  available. 

House  Action 

Adopted  Recommendation  1. 

Adopted  Recommendation  2 as 
amended:  “That  meetings  of  the 
Legislative  Council  be  held  as  di- 
rected by  the  Chairman  as  often  as 
necessary  during  the  legislative 
session  and  regularly  throughout  the 
year.” 

Adopted  Recommendation  3. 

Adopted  Recommendation  4. 

Adopted  Recommendation  5 as 
amended:  “That  specialty  groups 
and  individual  physicians  be  en- 
couraged to  discuss  any  proposed 
legislation  with  the  Legislative 
Council  prior  to  its  introduction.” 

Recommendation  6 and  Resolu- 
tion 22  were  considered  together 
and  adopted  by  deletion  and  sub- 
stitution: “That  specialty  groups  be 
encouraged  to  consult  with  the  Leg- 
islative Council  prior  to  hiring  in- 
dependent lobbyists  or  consul- 
tants, and  such  lobbyists  or 
consultants  be  encouraged  to  work 
with  MAG  legislative  staff  for  better 
coordination  of  efforts.” 

Adopted  Recommendation  7 as 
amended:  “That  individual  MAG 
members  and  their  spouses  be  en- 
couraged to  not  only  contribute  to 
GAMPAC,  but  more  importantly,  to 
personally  participate  in  legislative 
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campaigns.” 

Adopted  Recommendations  8,  9, 
10,  and  11. 


PHYSICIAN- 
LAWYER  LIAISON 

James  A.  Kaufmann,  Jr., 
M.D.,  Chairman 

The  MAG  Committee  on  Physi- 
cian-Lawyer Liaison  is  charged 
with  the  responsibility  of  oversee- 
ing the  inter-relationship  between 
physicians  and  lawyers,  and  their 
respective  state  professional  asso- 
ciations, in  Georgia. 

Although  there  were  no  sched- 
uled meetings  during  1987-1988,  the 
charge  of  the  Liaison  was  carried 
out  through  staff  meetings  of  both 
MAG  and  the  State  Bar.  It  is  felt  that 
the  role  of  the  Liaison  will  increase 
because  better  relations  between 
the  two  professions  need  to  be  aug- 
mented. The  last  several  years’  po- 
litical skirmishes  involving  tort  re- 
form created  unnecessary  tensions 
with  some  sub-groups  within  the  le- 
gal profession.  With  our  Commit- 
tee’s efforts  we  hope  to  ease  this 
tension  and  improve  those  relation- 
ships. 

We  continue  to  work  with  the 
State  Bar  Association  on  a revision 
of  the  “Principles  Governing  Phy- 
sician-Attorney Relationships” 
pamphlet.  Negotiations  have  con- 
tinued with  MAG  General  Counsel 
and  counsel  for  the  State  Bar  As- 
sociation to  finalize  this  important 
project.  A finalized  version  should 
be  presented  to  the  MAG  Board  of 
Directors  for  approval  at  its  June 
meeting. 

Recommendations 

1.  That  the  “Principles”  pam- 
phlet be  distributed  to  MAG  mem- 
bers upon  its  adoption  by  both  MAG 
and  the  State  Bar  Association. 

2.  That  the  Physician-Lawyer  Li- 
aison Committee  continue  to  meet 


both  independently  of  and  jointly 
with  the  State  Bar  Association’s  cor- 
responding committee  to  discuss 
issues  of  mutual  concern. 

3.  That  the  Physician-Lawyer  Li- 
aison Committee  serve  as  the  MAG 
component  to  a joint  MAG-State  Bar 
Association  committee  to  resolve 
disputes  between  individual  phy- 
sicians and  attorneys. 


PUBLIC  HEALTH 
COMMITTEE 

Gray  Rawls,  M.D., 
Chairman 

Referred  to:  Rec.  1 — Ref- 
erence Committee  C;  Rec.  2 
— Reference  Committee  A. 

See  Report  of  Reference  Com- 
mittee A for  Public  Health 
Committee  Report. 

Recommendations 

1.  The  Public  Health  Committee 
recommends  that  the  MAG  support 


House  Action 

Adopted  Recommendation  1 as 
amended:  “That  the  ‘Principles’ 
pamphlet  be  distributed  to  MAG 
members  upon  its  adoption  by  both 
the  MAG  Board  of  Directors  and  the 
State  Bar  Association. 

Adopted  Recommendations  2 
and  3. 


the  development  of  a physician’s 
clinical  protocol  for  AIDS  and  HIV 
infection  which  emphasizes  clini- 
cally-relevant  information,  appro- 
priate assessment,  and  patient 
counseling.  The  purpose  being  to 
enhance  the  success  of  public 
health  efforts  to  prevent  AIDS  by  the 
integration  of  HIV  assessment  and 
counseling  in  the  clinician’s  daily 
practice  of  medicine. 

House  Action 

Adopted  Recommendation  1 as 
amended:  “That  the  Medical  As- 
sociation of  Georgia  recommends 
that  its  members  continue  to  seek 
information  on  AIDS  relevant  to  their 
daily  practice  to  enhance  the  suc- 


Dr.  Teresa  Clark,  Chairman  of  Reference  Committee  C,  speaks  to  MAG’s  Speaker 
of  the  House,  James  Kaufmann. 
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cess  of  public  health  efforts  to  pre- 
vent AIDS.” 

See  Public  Health  Committee  re- 
port in  Report  of  Reference  Com- 
mittee A for  Recommendation  2 and 
that  House  Action. 


THIRD  PARTY 
PAYORS 
COMMITTEE 

C.  Peter  Lampros,  M.D., 
Chairman 

Referred  to:  Rec.  1,  2,  3 — 
Reference  Committee  B;  Rec. 
4 — Reference  Committee  C. 

See  Report  of  Reference  Com- 
mittee B for  Third  Party  Payors 
Committee  report  and  Rec.  1,  2,  3. 

Recommendation 

4.  That  the  MAG  seek  enactment 
of  Georgia  statutes  creating  PRO  and 
payor  liability  for  patient  harm  in- 
curred as  a result  of  unreasonable 
or  negligent  application  of  require- 
ments for  prior  or  continuing  ap- 
proval of  medical,  surgical  or  hos- 
pital care. 

House  Action 

Referred  to  the  Board  of  Directors 
for  study. 


AD  HOC 
COMMITTEE  TO 
STUDY 

ALTERNATIVES  TO 
TORT  REFORM 

Hugo  S.  Moreno,  M.D., 
Chairman 

This  Committee  was  created  at 
the  1987  MAG  House  of  Dele- 
gates and  charged  to  seek  alterna- 
tive means  to  properly  and  expe- 
ditiously compensate  the  deserving 


medically  injured  patient  and/or 
family  and  to  report  its  findings  and/ 
or  recommendations  to  the  Exec- 
utive Committee  by  November  1987. 

Our  Committee  met  twice  last 
year.  It  received  voluminous  ma- 
terial from  the  MAG  staff  explaining 
the  different  approaches  and  solu- 
tions proposed  and  sometimes  put 
into  effect  by  several  states  and/or 
organizations,  such  as  the  binding 
arbitration  type,  the  no  fault  work- 
er’s compensation  type,  the  brain 
damaged  child  law,  etc.  One  inter- 
esting proposal  was  submitted  by  a 
former  lawyer  who  has  devised  and 
applied  a system  of  binding  arbi- 
tration in  several  businesses  and  in- 
dustries and  wanted  to  apply  it  to 
the  practice  of  medicine.  However 
such  a system  seems  too  cumb- 
ersome. 

The  AMA,  as  is  well  known,  un- 
veiled a specific,  well  researched 
and  possible  effective  solution  to 
the  malpractice  crisis  last  January 
13,  but  it  has  not  been  adopted  yet 
by  any  state.  AMA  is  trying  to  find 
a state  where  laws  could  be 
changed  to  make  this  approach 
possible. 

At  a special  meeting  of  its  Gen- 
eral Assembly,  the  State  of  Florida 
passed  a very  interesting  and  fa- 
vorable malpractice  law  that  might 
be  used  as  a guideline  if  the  con- 
stitutionality of  such  a law  is  sus- 
tained by  the  courts. 

All  of  the  above  information 
proves  the  complexity  of  the  prob- 
lem and  the  need  for  prolonged  and 
detailed  research  before  MAG  may 
take  a definitive  course  of  action. 

Recommendation 

That  these  studies  of  the  Ad  Hoc 
Committee  to  Study  Alternatives  to 
Tort  Reform  be  continued  by  either 
the  Legislative  Council  or  an  al- 
ready existing  Ad  Hoc  Committee 
with  the  understanding  that  the  co- 
operation of  Consumer  groups,  leg- 
islators and  the  Composite  State 
Board  of  Medical  Examiners  is  nec- 
essary. 


House  Action 

Combined  this  Recommendation 
with  Recommendation  1 of  the  Ad 
Hoc  Committee  for  Tort  Reform  to 
be  adopted  as  amended: 

“That  the  studies  of  the  Ad  Hoc 
Committee  to  Study  Alternatives  to 
Tort  Reform  be  continued  by  the  Ad 
Hoc  Committee  for  Tort  Reform  and 
that  the  Ad  Hoc  Committee  for  Tort 
Reform  incorporate  the  goals  of  the 
Ad  Hoc  Committee  to  Study  Alter- 
natives to  Tort  Reform.” 


AD  HOC 
COMMITTEE  ON 
DIVERSION  OF 
LEGITIMATE 
PRESCRIPTION 
DRUGS 

Milton  1.  Johnson,  Jr., 
M.D.,  Chairman 

This  Ad  Hoc  Committee  was 
charged  to  work  with  the  State 
Board  of  Pharmacy,  the  Georgia 
Pharmaceutical  Association,  the 
Composite  State  Board  of  Medical 
Examiners,  and  representatives  of 
the  Georgia  Bureau  of  Investigation 
(GBI)  to  draft  model  legislation  ac- 
ceptable to  all  involved  groups,  to 
consider  solutions  to  the  problem 
of  diversion  of  legitimate  prescrip- 
tion drugs  and  to  insure  protection 
of  both  the  rights  of  physicians  and 
patients.  Our  Committee  has  now 
completed  its  charge. 

The  Committee  was  reactivated 
by  President  Jack  F.  Menendez  dur- 
ing the  autumn  of  1987  after  a re- 
quest was  made  by  Mr.  Michael  J. 
Bowers,  Attorney  General  of  Geor- 
gia, for  MAG’s  help  in  what  he  found 
to  be  a continuing  severe  problem. 

The  Committee  met  on  October 
8,  1987  at  which  time  Attorney  Gen- 
eral Bowers,  Mr.  J.  Robert  Hamrick, 
GBI  Director,  and  Mr.  James  L. 
Baker,  Squad  Commander  from  the 
Georgia  Bureau  of  Investigation,  and 
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Ms.  Cheri  Baglin,  investigator  for  the 
Drug  Enforcement  Administration 
made  presentations  concerning  the 
scope  of  the  drug  diversion  prob- 
lem. 

The  Committee  considered  many 
facets  of  the  problem  and  decided 
to  hold  an  additional  meeting  for 
the  purpose  of  hearing  from  rep- 
resentatives of  pharmaceutical 
manufacturers  concerning  alter- 
nate solutions  to  the  problem  other 
than  the  “Triplicate  Prescription 
Blank  Program.”  It  was  also  de- 
cided to  try  to  rewrite  the  previously 
drawn  bill,  addressing  the  previ- 
ously expressed  concerns  of  the 
Committee,  the  MAG  Board  of  Di- 
rectors, prior  reference  committee 
and  the  House  of  Delegates. 

The  Committee  met  again  in  a 
lengthy  session  on  December  20, 
1987  hearing  several  presentations 
in  opposition  to  the  Triplicate  Pre- 
scription Blank  Program,  and  the 
outlining  of  possible  alternate  so- 
lutions from  three  pharmaceutical 
company  representatives  led  by  Mr. 
Guy  Mosier  of  the  E.  I.  DuPont 
DeNemours  & Company. 

The  Committee  proceeded  to  re- 
write the  previously  proposed  Trip- 
licate Prescription  Blank  Program 
bill  with  advice  from  MAG  General 
Counsel,  Richard  Greene.  The  pro- 
vision of  the  original  bill  requiring 
physicians  to  keep  a copy  of  the 
prescriptions  on  file  for  two  (2) 
years  has  been  replaced  with  lan- 
guage allowing  the  physician  to 
merely  make  a notation  of  the  pre- 
scription in  the  patient’s  medical 
record. 

The  Committee  reported  to  the 
January  meeting  of  the  Board  of  Di- 
rectors at  which  time  Attorney  Gen- 
eral Bowers  discussed  the  magni- 
tude of  the  problem  of  diversion  of 
legitimate  prescription  drugs  in 
Georgia  at  considerable  length.  He 
asked  that  MAG  sponsor  a bill  to 
set  up  a Triplicate  Prescription 
Blank  Program  for  Class  II  drugs  in 
Georgia.  A lengthy  question  and  an- 
swer period  followed  and,  subse- 
quently, the  Board  voted  to  refer  this 


proposal  to  the  MAG  House  of  Del- 
egates for  further  consideration  and 
action. 

I wish  to  thank  all  the  members 
of  the  Ad  Hoc  Committee  on  Di- 
version of  Legitimate  Prescription 
Drugs  for  their  time  and  effort  to 
this  Committee.  Our  Committee 
submits  the  following  recommen- 
dations for  consideration  by  the 
House  of  Delegates: 

Recommendations 

1 . That  the  MAG  House  of  Dele- 
gataes  consider  supporting  a pre- 
scription blank  program  as  an  ap- 
propriate method  of  dealing  with 
the  diversion  of  legitimate  prescrip- 
tion drugs. 

2.  That  MAG  consider  endorsing 
the  rewritten  version  of  this  bill  for 
legislative  action  in  the  1989  Geor- 
gia General  Assembly. 

House  Action 

Adopted  both  Recommenda- 
tions. 


ATTACHMENT 

Ad  Hoc  Committee  on 

Diversion  of  Legitimate 
Prescription  Drugs 

Note  to  reader: 

Section  1 is  the  current  law.  The 
struck  through  language  is  current 
law  that  is  being  deleted.  The 
underlined  language  is  the  new 
proposed  version. 

Section  2 is  a new  proposed  law. 
The  struck  through  language  was  in 
the  earlier  version  of  this  bill.  The 
underlined  language  has  been 
added  this  year  by  the  Committee. 
* * * 

A BILL  TO  BE  ENTITLED 
AN  ACT 

To  amend  Chapter  13  of  Title  16 
of  the  Official  Code  of  Georgia  An- 
notated, relating  to  controlled  sub- 
stances, so  as  to  provide  for  a pre- 


scription form  program  for  the 
prescribing  of  Schedule  II  con- 
trolled substances;  to  provide  for 
exceptions  and  requirements  and 
procedures  relating  thereto;  to  pro- 
vide limitations  upon  filling  pre- 
scriptions for  Schedule  II  narcotic 
drugs;  to  provide  for  forms,  their 
content,  and  procedures  relating 
thereto;  to  provide  for  return  and 
forfeiture  of  forms;  to  limit  access 
to  information  contained  on  forms, 
provide  for  a system  to  process  such 
information,  and  provide  for  the  use 
of  such  information;  to  provide  for 
the  purging  of  certain  information 
and  audits,  reports,  and  discipli- 
nary actions  relating  thereto;  to  pro- 
vide for  rules;  to  provide  for  annual 
reports;  to  provide  that  certain  con- 
duct is  unlawful  and  provide  pen- 
alties therefor;  to  provide  for  effec- 
tive dates  and  automatic  repeal;  to 
repeal  conflicting  laws;  and  for 
other  purposes. 

Be  it  enacted  by  the  General  As- 
sembly  of  Georgia: 

Section  1.  Chapter  13  of  Title  16 
of  the  Official  Code  of  Georgia  An- 
notated, relating  to  controlled  sub- 
stances, is  amended  by  striking 
Code  Section  16-13-41,  relating  to 
prescriptions,  and  inserting  in  its 
place  a new  Code  Section  to  read 
as  follows: 

“16-13-41.  (a)  E-x<sept-when-dis- 
pen&ed-dir-ectJy-by-a— registered 
prac-hdoner  r-other  tha-n-a-pharmacy 
or-f>har-ffta€isL,-to-an-ultimate-useF 
Except  as  otherwise  provided  in  this 
Code  section,  no  controlled  sub- 
stance in  Schedule  II  may  be  dis- 
pensed without  the  written  pre- 
scription of  a registered  petitioner 
on  a form  that  meets  the  require- 
ments of  and  is  filled  in  by  the  prac- 
titioner in  accordance  with  Code 
Section  16-13-41.1. 

(b-)-- When--a-f-e§Ls-t-efed-pfac-ti- 
tiGner-wrdesa-prescaipbettdae-ause 
the-dispensing-ef-a-Scheduledl-sub- 
stancerhe-shaH-mclude-the-name 
and-addr-ess-ef-the-persen-forwhom 
it-is-pFescribedT-the-k4nd-and-quan- 
tity-of-sue-h-Sc-hedale-Il-contrelled 
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su^stanc-e, --the-dk-eetions-fef -taking 
the--5ignatuFer-and--the--name-r-ad- 
d ress^ -and  -federal -registration-  nu  m - 
beF-of-the-f^Feseribing-pfantitionen 
Su€4opres€r-fpt4©ns-aha#-be-signed 
and-dated-by-d^-prescribing-prac- 
titiGner-on-  the-  date-when-issuedT 

(b)  A prescription  for  a con- 
trolled substance  in  Schedule  II  and 
written  for  a patient  who  is  admitted 
to  a hospital  at  the  time  the  pre- 
scription is  written  and  filled  is  not 
required  to  be  on  a form  that  meets 
the  requirements  of  Code  Section 
16-13-41.1  and  the  provision  of  Code 
Section  16-31-41.1  are  not  appli- 
cable to  such  prescriptions. 

(c)  ln--enwgenc-y--&ituat4onsr-as 
defrned-by-rul-e-Gf-the-Sta-tn-Gf-Phar- 
macy^Schedule-lt-drugs-Fnay-be-dfs- 
pensed-upon-er-at-pFeseriptiGn-Gf-a 
registered-p^acTftiener-, ---reduced 
premptly-to-wrd-mg-and-filed-by-the 
pharmacy--Pr-esc-Fiptiens— shall-be 
retained--in-€QnfQrmity-with-the-re- 
quiremente-ef-Gede-Se€tion--l-6-l-3- 
39.,  which 

(c)  Schedule  II  drugs  may  be  dis- 
pensed by  a pharmacist  in  emer- 
gency situations  upon  oral  pre- 
scription  of  a licensed  practitioner, 
which  is  promptly  reduced  to  writ- 
ing by  the  pharmacist  and  shall  in- 
clude in  the  dispensing  pharmacy’s 
written  record  of  the  oral  prescrip- 
tion the  name,  address,  and  federal 
drug  enforcement  administration 
number  of  the  prescribing  practi- 
tioner, all  information  required  to 
be  provided  by  the  practitioner  un- 
der paragraph  (1)  of  subsection  (c) 
of  Code  Section  16-31-41.1.  and  all 
information  required  to  be  pro- 
vided by  the  dispensing  pharmacist 
under  subsection  (e)  of  Code  Sec- 
tion 16-31-41.1.;  and  the  dispensing 
pharmacy  shall  send  a copy  of  the 
written  record  to  the  Composite 
State  Board  of  Medical  Examiners 
within  30  days  from  the  date  the 
prescription  is  filled  and  retain  the 
original  record  for  a period  of  not 
less  than  two  years.  A registered 
practitioner  may  issue  an  oral  pre- 
scription in  an  emergency  situation 
in  accordance  with  the  conditions 


as  may  be  defined  and  required  by 
the  State  Board  or  agency  that  is- 
sues the  practitioner’s  license.  No 
prescription  for  a Schedule  II  sub- 
stance may  be  refilled. 

(d)  (1)  Except  when  dispensed 
directly  by  a practitioner,  other  than 
a pharmacy  or  pharmacists,  to  an 
ultimate  user,  a controlled  sub- 
stance included  in  Schedule  III,  IV, 
or  V,  which  is  a prescription  drug 
as  determined  under  any  law  of  this 
state  or  the  federal  Food,  Drug  and 
Cosmetic  Act,  21  U.S.C.  Section  301, 
52  Stat.  1040  (1938).  shall  not  be 
dispensed  without  a written  or  oral 
prescription  of  a registered  practi- 
tioner. The  prescription  shall  not  be 
filled  or  refilled  more  than  six 
months  after  the  date  on  which  such 
prescription  was  issued  or  be  re- 
filled more  than  five  times. 

(2)  When  a registered  practi- 
tioner writes  a prescription  to  cause 
the  dispensing  of  a Schedule  III,  IV, 
or  V controlled  substance,  he  shall 
include  the  name  and  address  of 
the  person  for  whom  it  is  pre- 
scribed, the  kind  and  quantity  of 
such  controlled  substance,  the  di- 
rection of  taking,  the  signature,  and 
the  name,  address,  and  federal  reg- 
istration number  of  the  prescribing 
practitioner.  Such  prescriptions 
shall  be  signed  and  dated  by  the 
prescribing  practitioner.  Such  pre- 
scriptions shall  be  signed  and  dated 
by  the  prescribed  practitioner  on  the 
date  when  issued. 

(e)  A controlled  substanced  in- 
cluded in  Schedule  V shall  not  be 
distributed  or  dispensed  other  than 
for  a legitimate  medical  purpose. 

(0  No  person  shall  prescribe  or 
order  the  dispensing  of  a controlled 
substance,  except  a registered 
practitioner  who  is: 

(1)  Licensed  or  otherwise  author- 
ized by  this  state  to  prescribe 
controlled  substances; 

(2)  Acting  in  the  usual  course  of 
his  professional  practice;  and 

(3)  Prescribing  or  ordering  such 
controlled  substances  for  a le- 
gitimate medical  purpose. 


(g)  No  person  shall  fill  or  dis- 
pense a prescription  for  a con- 
trolled substance  except  a person 
who  is  licensed  by  this  state  as  a 
pharmacist  or  a pharmacy  intern 
acting  under  the  immediate  and  di- 
rect personal  supervision  of  a li- 
censed pharmacist  in  a pharmacy 
licensed  by  the  State  Board  of  Phar- 
macy, provided  that  this  subsection 
shall  not  prohibit  a licensed  phy- 
sician, dentist,  veterinarian,  or  other 
registered  practitioner  authorized 
by  this  state  to  dispense  controlled 
substances  as  provided  in  this  ar- 
ticle if  such  licensed  person  com- 
plies with  all  record-keeping,  la- 
beling package,  and  storage 
requirements  regarding  such  con- 
trolled substances  and  imposed 
upon  pharmacists  and  pharmacies 
in  this  Chapter  and  in  Chapter  4 of 
Title  26  and  complies  with  the  re- 
quirements of  Code  Section  26-4-4. 

(h)  It  shall  be  unlawful  for  any 
practitioner  to  issue  any  prescribed 
document  signed  in  blank.  The  is- 
suance of  such  document  signed  in 
blank  shall  be  prima-facie  evidence 
of  a conspiracy  to  violate  this  arti- 
cle. The  possession  of  a prescrip- 
tion document  signed  in  blank  by 
a person  other  than  the  person 
whose  signature  appears  thereon 
shall  be  prima-facie  evidence  of  a 
conspiracy  between  the  possessor 
and  the  signer  to  violate  the  pro- 
visions of  this  article. 

(0  No  prescription  for  Schedule 
II  narcotic  drugs  shall  be  filled  after 
the  end  of  the  third  day  following 
the  day  on  which  the  prescription 
was  issued.’’ 

Section  2.  Said  Chapter  is  further 
amended  by  adding  a new  Code 
Section  following  Code  Section  16- 
13-41  to  read  as  follows: 

“16-31-41.1.  (a)  There  shall  be 
formed  as  a separate  division  of  the 
Composite  State  Board  of  Medical 
Examiners  a ‘Stop  the  Diversion  of 
Prescription  Drugs  Advisory  Com- 
mittee.’ The  Advisory  Committee 
shall  administer  and  develop  the 
prescription  form  required  by  this 
Act,  and  provide  for  the  distribution 
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of  those  forms.  The  Advisory  Com- 
mittee shall  consist  of  1 1 members, 
3 shall  be  M.D.s  licensed  by  the 
Composite  State  Board  of  Medical 
Examiners,  2 shall  be  licensed  den- 
tists, 2 shall  be  licensed  veterinar- 
ians, 2 shall  be  licensed  podiatrists, 
2 which  shall  be  licensed  phar- 
macists. The  Chairman  shall  be  a 
licensed  M.D. 

(b)  As  used  in  this  Code  Section, 
the  term  ‘GBI’  means  the  Georgia 
Bureau  of  Investigation.  Except  as 
otherwise  provided  in  Code  Section 
16-13-41,  each  prescription  for  a 
controlled  substance  in  Schedule  II 
must  be  recorded  on  a prescription 
form  that  meets  the  requirements 
of  subsection  (c)  of  this  Code  sec- 
tion and  that  is  issued  to  practi- 
tioners at  no  cost  by  the  GBI  state 
board  or  agency  that  issues  the 
practitioner’s  license.  No  more  than 
one  such  prescription  shall  be  re- 
corded on  each  form.  Before  deliv- 
ering forms  to  a practitioner,  the 
GBI  “Stop  the  Diversion  of  Prescrip- 
tion Drugs  Advisory  Committee” 
shall  have  printed  on  the  forms  the 
name,  address,  and  federal  drug 
enforcement  administration  num- 
ber of  the  practitioner.  For  admin- 
istrative purposes  individual  boards 
shall  consolidate  the  printing  and 
distribution  of  the  forms  through  the 
Composite  State  Board  of  Medical 
Examiners  and  the  Stop  the  Diver- 
sion of  Prescription  Drugs  Advisory 
Committee. 

(c)  Each  prescription  form  re- 
quired to  be  used  under  subsection 
(b)  of  this  Code  section  shall  be 
serially  numbered  and  in  triplicate, 
with  the  original  copy  labeled  ‘Copy 

1 , ’  the  duplicate  copy  labeled  ‘Copy 

2, ’  and  the  triplicate  copy  labeled 
‘Copy  3.’  Each  form  must  contain 
spaces  for: 

(1)  The  date  the  prescription  is 
written; 

(2)  The  date  the  prescription  is 
filled; 

(3)  The  drug  prescribed,  the  dos- 
age, and  instruction  for  use; 

(4)  The  name,  address,  and  federal 
drug  enforcement  administra- 


Reference Committee  C 


tion  number  of  the  dispensing 
pharmacy  and  the  name  of  the 
pharmacist  who  fills  the  pre- 
scription; and 

(5)  The  name,  address  and  age  of 
the  person,  or  in  the  case  of  an 
animal,  its  owner,  for  whom  the 
controlled  substance  is  sub- 
scribed. 

(d)  Except  for  oral  prescriptions 
prescribed  under  subsection  (c)  of 
Code  Section  16-13-41,  the  pre- 
scribing practitioner  shall: 

(1)  Fill  in  on  all  three  copies  of  the 
form  in  the  space  provided: 

(A)  The  date  the  prescription 
is  written; 

(B)  The  drug  prescribed,  the 
dosage,  and  instructions 
for  use;  and 

(C)  The  name,  address  and  age 
of  the  patient  or,  in  the  case 
of  an  animal,  its  owner,  for 
whom  the  controlled  sub- 
stance is  prescribed; 

(2)  Sign  Copies  1 and  2 of  the  forms 
and  give  them  to  the  person  au- 
thorized to  receive  the  prescrip- 
tion; and 

{-3)--B-etain-€-©py--3-Gf-the-ferm-with 
tbe-pfachh-ener-’^-rec-ords-for-a 
period-of-net-less-than- two-years 
from-the-date-the-preseription 
is-writtenT 

(3)  The  registered  practitioner  may 
retain  Copy  3 of  the  form  with 
the  practitioner’s  records  of  the 
patient  or  make  a notation 
within  the  patient’s  records  of 
the  prescription  including  the 
date  the  prescription  is  written, 
the  drug  prescribed  and  the 
dosage  which  shall  be  main- 
tained for  at  least  2 years  from 
the  date  the  prescription  is  writ- 
ten. 

(e)  In  the  case  of  an  oral  pre- 
scription prescribed  under  subsec- 
tion (c)  of  Code  Section  16-13-41, 
the  prescribing  practitioner  shall 
give  the  dispensing  pharmacy  the 
information  it  needs  to  complete  the 
written  record  required  to  be  sent 
to  the  GBI  “Composite  State  Board 
of  Medical  Examiners”  under  that 
subsection  (c). 


(0  Each  dispensing  pharmacist 
or  practitioner  shall: 

(1)  Fill  in  on  Copies  1 and  2 of 
the  form  in  the  space  provided 
the  information  not  required  to 
be  filled  in  by  the  prescribing 
practitioner  er-the-GBT 

(2)  Retain  Copy  2 with  the  rec- 
ords of  the  dispensing  pharmacy 
or  practitioner  for  a period  of  not 
less  than  two  years;  and 

(3)  Sign  Copy  1 and  send  it  to  the 
GBI  Composite  State  Board  of 
Medical  Examiners  within  30  days 
from  the  date  the  prescription  is 
filled. 

(g)  A practitioner  in  possession 
of  prescription  forms  issued  under 
this  Code  section  whose  license  to 
practice  or  federal  drug  enforce- 
ment administration  number  is  sus- 
pended or  revoked  shall,  within 
seven  days  after  the  suspension  or 
revocation  becomes  effective,  re- 
turn to  the  GBI  Composite  State 
Board  of  Medical  Examiners  all  of 
such  forms  which  have  not  been 
used  to  issue  prescriptions. 

(h)  The  Executive  Director  of  the 
GBI  Composite  State  Board  of  Med- 
ical Examiners  nor  any  other  per- 
son shall  not  permit  access  to  in- 
formation submitted  to  the  GBI 
Composite  State  Board  of  Medical 
Examiners  pursuant  to  this  Code 
section  to  any  person  except: 

(1)  Investigators  for  the  Georgia 
Composite  State  Board  of  Medi- 
cal Examiners,  the  Georgia  State 
Board  of  Podiatry  Examiners,  the 
Georgia  Board  of  Dentistry,  the 
Georgia  State  Board  of  Pharmacy 
and  (2-)  authorized  officers  of  the 
GBI  engaged  in  a bona  fide  in- 
vestigation of  suspected  criminal 
violations  of  this  chapter,  may 
obtain  such  access  only  with  the 
approval  of  and  upon  specific  au- 
thorization of  the  licensing  board 
of  the  person  to  be  investigated 
which  authorization  will  be  for  a 
specifically  stated  investigation 
and  purpose.  Such  access  shall 
also  require  the  approval  of  a li- 
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censed  medical  doctor  who  is  the 
Medical  Coordinator  of  the  Com- 
posite State  Board  of  Medical  Ex- 
aminers after  he  reviews  the  in- 
vestigation  file  which  forms  the 
basis  of  the  request  and  deter- 
mines that  the  investigation  is 
meritorious.  Access  by  such  of- 
ficers and  investigators  shall  take 
place  only  in  the  actual  presence 
of  the  Medical  Coordinator;  or 

(3)  Offteers-OF  Employees  of  the 
GB1  “Composite  State  Board  of 
Medical  Examiners”  who  are  re- 
quired to  receive  or  process  the 
information  submitted  pursuant 
to  this  Code  section. 

(i)  The  system  for  retrieval  of 
information  submitted  to  the  GB1 
“Composite  State  Board  of  Med- 
ical Examiners”  pursuant  to  this 
Code  section  shall  be  designed 
in  all  respects  so  as  to  preclude 
fmpFopeF  access  to  information 
through  use  of  automated  infor- 
mation security  techniques  and 
devices  “or  by  any  other  im- 
proper means.”  The  Executive 
Director  of  the  GB1  “Composite 
State  Board  of  Medical  Exam- 
iners” shall  submit  the  system 
design  to  the  State  Board  of  Phar- 
macy and  the  Georg-ia  Composite 
State  Board  of  Medical  Exam- 
iners for  review,  comment  and 
approval  in  reasonable  time  be- 
fore implementation  of  the  sys- 
tem and  shall  comply  with  the 
comments  of  those  boards  un- 
less it  would  be  unreasonable  to 
do  so,  but  shall  not  implement 
said  system  without  approval  of 
said  boards.  The  Georgia  Com- 
posite State  Board  of  Medical  Ex- 
aminers and  the  State  Board  of 
Pharmacy  shall  promptly  review, 
comment  and  consider  approval 
approve-or-eomment-on  of  the 
system  design  submitted  by  the 
Executive  Director. 

(j)  Information  submitted  to  the 
GBf  “Composite  State  Board  of 
Medical  Examiners”  pursuant  to 
this  Code  section  shall  be  used 
only  for  bona  fide  drug-related 
criminal  investigatory  or  eviden- 


tiary purposes  or  for  investigatory 
or  evidentiary  purposes  in  con- 
nection with  the  functions  of  one 
or  more  of  the  licensing  boards 
listed  in  paragraph  (1)  of  sub- 
section (h)  of  this  Code  section. 

(k)  Each  identity  of  an  individual 
which  is  submitted  to  the  GBf  “State 
Board  of  Medical  Examiners”  pur- 
suant to  this  Code  section  shall  be 
removed  from  the  system  for  re- 
trieval of  such  information  and  shall 
be  destroyed  and  rendered  irretriev- 
able not  later  than  the  end  of  the 
sixth  calendar  month  following  the 
month  in  which  such  identity  was 
submitted  to  the  GBf  “State  Board 
of  Medical  Examiners,”  provided 
that  an  individual  identity  which  is 
necessary  for  use  in  a specific  on- 
going investigation  conducted  in 
accordance  with  this  Code  section 
may  be  retained  in  the  system  until 
the  end  of  the  month  in  which  the 
necessity  for  retention  of  such  iden- 
tity ends.  The  GBf  “Composite  State 
Board  of  Medical  Examiners”  shall 
issue  a report  at  least  quarterly  to 
the  Governor  certifying  that  the  pro- 
visions of  this  subsection  have  been 
complied  with  and  setting  forth  in 
detail  the  results  of  quarterly  audits 
by  the  state  auditor  showing  that 
identities  have  been  removed  from 
the  system  and  rendered  irretriev- 
able in  compliance  with  this  sub- 
section. Failure  to  comply  with  any 
provisions  of  this  subsection  shall 
be  corrected  as  soon  as  practicable 
after  discovery,  and  any  person  re- 
sponsible for  failure  to  comply  with 
this  subsection  shall  be  subject  to 
disciplinary  action  for  such  failure, 
including  but  not  limited  to  dis- 
missal. 

(l)  The  Dk-ector-of-theGBf  “Com- 
posite State  Board  of  Medical  Ex- 
aminers” may  promulgate  rules  to 
implement  this  Code  Section  and 
Code  Section  16-13-41. 

(m)  On  or  before  January  1 of 
each  year,  beginning  in  1989,  the 
Georgia  Composite  State  Board  of 
Medical  Examiners,  the  Georgia 
State  Board  of  Podiatry  Examiners, 
the  Georgia  Board  of  Dentistry,  the 


Georgia  State  Board  of  Veterinary 
Medicine,  the  Georgia  State  Board 
of  Pharmacy,  and  the  GBI  shall 
jointly  submit  a public  report  to  the 
Governor  and  the  General  Assem- 
bly on  the  effectiveness  of  the  tFip- 
h-e-a-te  program  established  pur- 
suant to  this  Code  Section  and  Code 
Section  16-13-41.  Such  report  shall 
include  for  the  most  recently  ended 
fiscal  year: 

(1)  The  number  of  triplicate  pre- 
scription blanks  issued; 

(2)  The  number  of  lost  or  stolen 
trapfteate  prescription  blanks; 

(3)  The  number  of  indictments, 
convictions,  and  peer  review 
proceedings  attributable  to  the 
tr4p4teate  program; 

(4)  The  cost  of  administering  the 
program;  and 

(5)  Such  other  information  as  the 
reporting  agencies  shall  deem 
appropriate. 

(n)  It  is  unlawful  for  any  person 
intentionally  or  knowingly  to  give, 
permit,  or  obtain  unauthorized  ac- 
cess to  information  submitted  to  the 
GB4  “Composite  State  Board  of 
Medical  Examiners”  under  this 
Code  section,  and  any  person  who 
violates  this  subsection  is  guilty  of 
a felony  and,  upon  conviction 
thereof,  may  be  imprisoned  for  not 
more  than  three  years,  fined  not 
more  than  $15,000.00,  or  both.” 
Section  3.  Said  chapter  is  further 
amended  by  striking  from  para- 
graph (4)  of  subsection  (a)  of  Code 
Section  16-13-42,  relating  to  unau- 
thorized conduct  and  penalties  re- 
lating to  controlled  substances,  the 
following: 

“;  or”, 

and  inserting  in  its  place  a semi- 
colon, by  striking  the  period  at  the 
end  of  the  paragraph  (5)  of  said 
subsection  and  inserting  in  its  place 
the  following: 
or”, 

and  by  adding  at  the  end  of  a new 
paragraph  (6)  to  read  as  follows: 
“(6)  To  refuse  or  fail  to  return 
tr-qalteate  prescription  forms  as  re- 
quired by  subsection  (g)  of  Code 
Section  16-13-41.1.” 
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Section  4.  Said  Chapter  is  further 
amended  by  striking  from  the  end 
of  paragraph  (6)  of  subsection  (a) 
of  Code  Section  16-13-49,  relating 
to  items  subject  to  forfeiture,  and 
following: 
and”, 

and  inserting  in  its  place  a semi- 
colon, by  striking  the  period  at  the 
end  of  paragraph  (7)  of  that  sub- 
section and  inserting  in  its  place 
the  following: 
and”, 

and  by  adding  at  the  end  of  a new 
paragraph  (8)  to  read  as  follows: 

“(8)  Prescription  forms  required 
by  Code  Section  16-13-41.1  to  be 
returned  to  the  Geor-gla-Bu-reau-of 
Investigation-  Composite  State  Board 
of  Medical  Examiners.” 

Section  5.  Code  Section  50-18-72 
of  the  Official  Code  of  Georgia  An- 
notated, relating  to  exemptions  from 
disclosure  for  certain  records,  is 
amended  by  adding  at  the  end 
thereof  a new  subsection  to  read  as 
follows: 

“(c)  This  article  shall  not  be  ap- 
plicable to  information  contained 
on  or  derived  from  prescription 
forms  or  prescription  reports  filed 
with  the  Georgia-Bur-eaU'-ef-lnves- 
t4gation  Composite  State  Board  of 
Medical  Examiners  pursuant  to  the 
Code  Section  16-13-41  or  16-13- 
41.1.” 

Section  6.  This  Act  shall  not  be- 
come effective  unless  O.C.G.A.  43- 
1-7  is  amended  as  to  provide  that 
the  direct  and  indirect  cost  of  im- 
plementing this  Act  is  not  recouped 
through  fees  collected  from  the  af- 
fected licensing  and  examining 
Boards. 

Section  7.  This  Act  shall  become 
effective  only  upon  the  necessary 
appropriations  being  specifically 
allocated  by  the  General  Assembly 
to  fund  this  Act;  provided  however 
that  in  no  event  shall  this  Act  be- 
come effective  prior  to  January  1, 
1990. 

Section  8.  In  the  event  that  any 
section  of  this  Act  shall  be  held  by 
a court  of  competent  jurisdiction  to 
be  invalid,  then  the  entire  Act  shall 


be  automatically  repealed. 

Section  9.  This  Act  shall  become 
effective  for  administrative  pur- 
poses, including  but  not  limited  to 
promulgation  of  rules  and  distri- 
bution of  forms,  upon  its  approval 
by  the  Governor  or  upon  its  becom- 
ing law  without  that  approval  and 
shall  become  effective  for  all  other 
purposes  on  January  1,  1990.  This 
Act  shall  be  automatically  repealed 
July  1,1993. 

Section  10.  All  laws  and  parts  of 
laws  in  conflict  with  this  Act  are 
repealed. 


AD  HOC 
COMMITTEE  ON 
MEDICAL  CARE 
FOR  THE 

DISADVANTAGED 

John  Rhodes  Haverty, 
M.D.,  Chairman 

Referred  to:  Rec.  1,3 — Ref- 
erence Committee  A;  Rec.  2 — 
Reference  Committee  C. 

See  Report  of  Reference  Com- 
mittee A for  report  of  the  Ad 
Hoc  Committee  on  Medical  Care  for 
the  Disadvantaged  and  Rec.  1 and 
3. 

Recommendation 

2.  That  MAG  continue  to  press  for 
Georgia  legislative  and  gubernato- 
rial action  concerning  health  care 
for  the  disadvantaged. 

House  Action 

This  Recommendation  was  con- 
sidered with  Resolution  23  and  they 
were  both  adopted  by  deletion  and 
substitution:  “That  MAG  continue 
to  press  for  Georgia  legislative  and 
gubernatorial  action  concerning 
health  care  for  the  disadvantaged, 
and  encourage  increased  state 
funding  for  hospitals  with  signifi- 
cant populations  of  indigent  pa- 
tients.” 


AD  HOC 

COMMITTEE  ON 
PHYSICIAN 
DISPENSING  & 
DRUGS 

Richard  A.  Wherry,  M.D., 
Chairman 

Referred  to:  Rec.  1,2 — Ref- 
erence Committee  D;  Rec.  3, 
4 — Reference  Committee  C. 

The  Committee  met  several  times 
during  1987  to  discuss  both 
physician  dispensing  and  generic 
drugs.  Because  of  the  State  Board 
of  Pharmacy’s  hearings  on  chang- 
ing previous  rules  and  regulations 
concerning  physicians,  primary 
emphasis  was  placed  on  physician 
dispensing.  Based  on  reports  pre- 
sented to  the  Committee  and  infor- 
mation presented  at  the  MAG  Lead- 
ership Conference  in  January,  1988, 
the  Committee  recommends  that  the 
following  be  the  Medical  Associa- 
tion of  Georgia’s  position  on  phy- 
sician dispensing. 

The  Committee  would  like  to 
thank  MAG  staff,  particularly  Donna 
Glass  and  Richard  Greene  for  their 
assistance. 

Recommendations 

1 . Physicians  should  maintain  the 
right  to  dispense  medications. 
Guidelines  and  recommendations 
of  the  American  Medical  Associa- 
tion’s Committee  on  Ethical  and  Ju- 
dicial Affairs  must  be  considered  by 
those  physicians  who  choose  to 
dispense.  A physician’s  decision  to 
dispense  medications  should  be 
based  on  potential  improvements 
to  patient  care,  not  on  financial 
considerations. 

2.  MAG  should  help  insure  that 
medical  students,  residents  and 
practicing  physicians  continue  to 
be  educated  in  the  prescribing  and 
dispensing  of  medications. 
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3.  MAG  should  keep  state  and 
federal  lawmakers  aware  of  the  ap- 
propriateness of  this  facet  of  patient 
care. 

4.  MAG  should  offer  and  support 
legislation  which  would  make  the 
Composite  State  Board  of  Medical 
Examiners  responsible  for  oversee- 
ing the  practice  of  physician  dis- 
pensing instead  of  the  State  Board 
of  Pharmacy. 

House  Action 

Adopted  Recommendation  3. 

Referred  Recommendation  4 to 
the  Board  of  Directors  for  action. 

See  Report  of  Reference  Com- 
mittee for  House  Action  on  Rec.  1 
and  2. 


AD  HOC 

COMMITTEE  FOR 
TORT  REFORM 

John  D.  Watson,  Jr.,  M.D., 
Chairman 

Our  Committee  was  charged  to 
coordinate  and  direct  MAG’s 
effort  for  passage  of  meaningful  tort 
reform  legislation  under  direction 
of  the  MAG  Executive  Committee. 

The  1987  Georgia  General  As- 
sembly took  a significant  step  for- 
ward in  solving  some  of  the  judicial 
and  insurance  problems  facing 
physicians.  This  was  accomplished 
by  the  Georgia  Legislature  passing 
two  major  bills  dealing  with  the 
general  subject  of  “Tort  Reform.” 
Based  more  on  political  postur- 
ing than  legal  necessity,  the  “Med- 
ical Malpractice  Reform  Act  of  1987” 
was  enacted  through  Senate  Bill  2; 
and  the  “Tort  Reform  Act  of  1987” 
was  found  in  House  Bill  1 . The  two 
combined  bills  consisted  of  eight 
of  the  ten  major  reforms  sought  by 
the  Medical  Association  of  Georgia. 
The  eight  reforms  included: 

1 .  reduced  statute  of  limitations  for 
minors; 


2.  pre-filing  affidavits; 

3.  limited  immunity  for  some  free 
medical  care; 

4.  $250,000  cap  and  modification 
of  punitive  damages  awards; 

5.  disclosure  to  the  jury  of  “collat- 
eral sources”  of  compensation; 

6.  judicial  modification  of  jury  ver- 
dicts; 

7.  modification  of  the  “joint  and 
several”  liability  rule; 

8.  immunity  for  directors,  trustees, 
members,  and  uncompensated 
officers  of  some  non-profit  gov- 
ernmental organizations. 

The  eight  major  reforms  found  in 
the  Medical  Malpractice  Reform  Act 
of  1987  and  the  Tort  Reform  Act  of 
1987  are  not  perfect,  but  they  do 
constitute  a substantial  step  in  the 
right  direction.  It  is  anticipated  that 
each  of  these  eight  sections  will  be 
litigated  for  many  years  to  come. 
They  will  not  lead  to  an  immediate 
lowering  of  insurance  premiums, 
but  hopefully  they  will  help  stabi- 
lize the  trend  to  even  higher  rates. 
They  are  a beginning,  not  an  end. 
There  is  preliminary  data  indicating 
that  the  enacted  reforms  are  having 
a beneficial  affect.  Also,  our  public 
education  efforts  appear  to  be  pay- 
ing off  by  a greater  awareness  of 
who  pays  for  a large  verdict.  The 
physicians  of  Georgia  should  be 
proud  of  their  legislative  accom- 
plishments and  of  the  leadership 
they  exhibited  on  this  issue. 

Although  we  did  not  officially 
meet  during  the  1987-88  year,  our 
Committee  worked  enthusiastically 
with  the  Georgia  Liability  Crisis  Co- 
alition finding  alternatives  and  so- 
lutions to  the  Liability  Crisis.  The 
Coalition  also  published  a news- 
letter during  this  past  legislature 
outlining  all  tort-related  legislation. 
The  1 988  legislative  session  saw  the 
introduction  of  several  bills  by  trial 
lawyers  to  repeal  or  weaken  our 
1987  legislative  gains.  None  of  these 
proposals  met  with  success. 

We  will  continue  to  monitor  any 
future  legislation  that  may  be  intro- 
duced on  this  subject  matter  and 


will  continue  to  work  with  MAG  Mu- 
tual and  any  other  interest  group  in 
dealing  with  any  issues  of  Tort  Re- 
form that  may  develop  in  the  future. 

Recommendations 

1 . That  the  Ad  Hoc  Committee  for 
Tort  Reform  be  continued. 

2.  That  this  Committee  continue 
its  monitoring  of  legislative  activi- 
ties as  they  relate  to  Tort  Reform. 

3.  That  the  Committee  continue 
its  study  of  legislative  initiatives  for 
future  introduction  and  action  by 
the  General  Assembly. 

4.  That  the  concept  of  alterna- 
tives to  the  judicial  process  (i.e.  ar- 
bitration, catastrophic  injury  funds 
like  Virginia,  etc.)  be  studied  by  the 
Committee. 

5.  That  MAG  continue  its  activi- 
ties with  the  Georgia  Liability  Crisis 
Coalition. 

House  Action 

Recommendation  1 of  this  report 
was  combined  with  the  Recom- 
mendation of  the  Ad  Hoc  Commit- 
tee to  Study  Alternatives  to  Tort  Re- 
form and  both  were  adopted  as 
amended:  “That  the  studies  of  the 
Ad  Hoc  Committee  to  Study  Alter- 
natives to  Tort  Reform  be  continued 
by  the  Ad  Hoc  Committee  for  Tort 
Reform  and  that  the  Ad  Hoc  Com- 
mittee for  Tort  Reform  incorporate 
the  goals  of  the  Ad  Hoc  Committee 
to  Study  Alternatives  to  Tort  Re- 
form.” 

Adopted  Recommendation  2. 

Recommendation  3 was  consid- 
ered along  with  Recommendation 
7 of  the  President’s  Report  and  Rec- 
ommendation 1 of  the  First  Vice 
President’s  Report  and  were 
adopted  by  deletion  and  substitu- 
tion: “That  this  Committee,  working 
through  the  Legislative  Council  at 
the  direction  of  the  Executive  Com- 
mittee, strive  for  introduction  and 
action  on  tort  reform  initiatives  by 
the  General  Assembly  during  the 
1989-90  term.” 

Adopted  Recommendation  4 as 
amended:  “That  the  concept  of  al- 
ternatives to  the  judicial  process 
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(i.e.,  arbitration,  catastrophic  injury 
funds  like  those  adopted  by  Vir- 
ginia, etc.)  be  studied  by  the  Com- 
mittee and  reported  regularly  to  the 
Executive  Committee  and  Board  of 
Directors. 

Adopted  Recommendation  5. 


RESOLUTION  5 

Diversion  of  Legitimate 
Schedule  II  Narcotic 
Drugs/Multi-copy 
Prescription  Bill 

Medical  Association  of 
Atlanta 


Whereas,  the  House  of  Delegates 
in  response  to  a resolution  adopted 
in  1985  did  form  an  ad  hoc  com- 
mittee to  work  with  various  public 
industry  and  concerned  organiza- 
tions to  draft  model  legislation  to 
solve  the  problem  of  diversion  of 
legitimate  prescription  drugs;  and, 
Whereas,  the  Committee  recom- 
mended passage  of  a multi-copy 
prescription  bill  in  the  Georgia  Gen- 
eral Assembly  to  solve  this  prob- 
lem; and, 

Whereas,  the  House  of  Delegates 
in  1 986  adopted  a resolution  calling 
for  MAG  to  work  with  the  GBI  and 
other  interested  groups  to  submit 
and  work  toward  passage  of  a mu- 
tually acceptable  bill;  and, 
Whereas,  in  1987  the  ad  hoc 
committee  was  re-established  by  the 
President  of  MAG  at  the  request  of 
the  Attorney  General  of  Georgia; 
and, 

Whereas,  there  is  generalized 
public  support  for  passage  of  a 
multi-copy  prescription  bill;  and, 
Whereas,  there  is  uniform  agree- 
ment among  concerned  law  en- 
forcement agencies;  and, 

Whereas,  there  is  uniform  agree- 
ment among  criminal  justice  over- 
sight organizations;  and, 
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Whereas,  there  is  agreement  in 
the  Governor’s  Commission  on  Drug 
Abuse  Awareness  and  Prevention; 
and, 

Whereas,  there  is  ample  exper- 
tise resident  within  the  House  of 
Delegates  to  adequately  explain  and 
design  such  legislation;  now,  there- 
fore, be  it 

RESOLVED,  that  the  House  of 
Delegates  endorse  the  passage  of  a 
multi-copy  prescription  bill  as  was 
recommended  by  the  MAG  Ad  Hoc 
Committee  on  Diversion  of  Legiti- 
mate Prescription  Drugs. 

House  Action 

Adopted  the  substitute  Report  of 
the  Ad  Hoc  Committee  on  Diver- 
sion of  Legitimate  Prescription 
Drugs  in  lieu  of  Resolution  5. 


RESOLUTION  16 

Military  Interception  of 
Illegal  Drugs 

Ogeechee  River  Medical 
Society 


Whereas,  the  United  States  of 
America  is  in  a defacto  war  over  the 
introduction  of  illegal  drugs  into  this 
Country;  and, 

Whereas,  the  introduction  of  il- 
legal drugs  into  this  Country  is  not 
only  the  source  of  a major  health 
problem,  but  also  represents  a ma- 
jor threat  to  the  national  security  of 
our  Country;  now,  therefore,  be  it 

RESOLVED,  that  the  MAG  urge  the 
AMA  to  use  all  its  influence  to  com- 
pel the  U.S.  Government  to  utilize 
our  military  force  to  its  fullest  to 
intercept  and  interrupt  this  flow  of 
illegal  drugs  into  this  Country. 

House  Action 

Adopted  as  amended:  “That  the 
MAG  urge  the  AMA  House  to  use 
all  its  influence  to  compel  the  U.S. 
Government  to  utilize  all  appropri- 


ate resources  at  its  disposal  to  in- 
tercept and  interrupt  the  flow  of  il- 
legal drugs  into  this  country.” 


RESOLUTION  18 
Medicare 

Reimbursement  Caps 

DeKalb  Medical  Society, 
Inc. 


Whereas,  providers  who  do  not 
accept  Medicare  assignment  have 
never  signed  a contract  with  the 
Federal  Government;  and, 

Whereas,  it  is  unprecedented  for 
a cap  to  be  placed  on  the  charges 
of  a professional  group  when  such 
reimbursement  limits  are  not  being 
developed  for  other  professional 
people  and  businesses;  and, 
Whereas,  it  is  our  opinion  that 
such  caps  are  unconstitutional; 
now,  therefore,  be  it 
RESOLVED,  that  MAG,  through  its 
delegation  to  the  American  Medical 
Association  and  Georgia  Congress- 
men, work  diligently  and  aggres- 
sively to  abolish  these  highly  unfair 
and  unconstitutional  reimburse- 
ment caps. 

House  Action 

Adopted  as  amended:  “That  MAG, 
through  its  delegation  to  the  Amer- 
ican Medical  Association  and  with 
the  Georgia  Congressional  delega- 
tion, work  diligently  and  aggres- 
sively to  abolish  these  discrimina- 
tory reimbursement  caps.” 
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RESOLUTION  20 
Control  of  Handguns 
Dave  M.  Davis,  M.D. 

Whereas,  handguns  are  involved 
in  approximately  14,000  suicides  in 
the  U.S.  each  year;  and, 

Whereas,  1800  accidental  deaths 
occur  with  handguns  in  the  U.S. 
each  year;  and 

Whereas,  approximately  9,000 
murders  occur  annually  in  the  U.S. 
with  handguns;  and, 

Whereas,  handguns  are  used  to 
wound,  rape,  rob  and  threaten 
hundreds  of  thousands  more;  and, 
Whereas,  foreign  experience 
demonstrates  that  handgun  control 
laws  work;  now,  therefore,  be  it 
RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  support  a 
statewide  waiting  period  and  back- 
ground check  to  screen  out  illegal 
handgun  purchasers  such  as  con- 
victed felons  and  drug  users;  and 
be  it  further 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  support  state- 
wide mandatory  jail  sentences  for 
using  handguns  in  the  commission 
of  crimes;  and  be  it  further 
RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  support  a li- 
cense-to-carry  law,  requiring  a spe- 
cial state  license  to  carry  a handgun 
outside  one’s  home  or  place  of 
business;  and  be  it  further 
RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  support  a 
statewide  ban  on  the  manufacture 
and  sale  of  snub-nosed  handguns 
(Saturday  night  specials);  and  be  it 
further 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  support  a ban 
on  the  manufacture  and  sale  of 
plastic  handguns  which  make  metal 
detectors  and  airport  screening  de- 
vices useless;  and  be  it  further 
RESOLVED,  that  this  Resolution 
be  published  to  both  the  Georgia 
media  and  Georgia  legislators. 
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House  Action 

Filed.  Floor  amendment  to  adopt 
Resolve  5 passed. 


RESOLUTION  22 
MAG  Legislation 

South  Georgia  Medical 
Society 

Whereas,  bills  introduced  to  the 
Georgia  General  Assembly  fre- 
quently affect  certain  medical  spe- 
cialty groups  more  directly  than 
others;  and, 

Whereas,  the  Medical  Associa- 
tion of  Georgia,  in  developing  its 
position  on  said  legislation  is  called 
upon  to  reflect  the  interests  of  the 
respective  specialty  groups;  now, 
therefore,  be  it 

RESOLVED,  that  in  cases  where 
a medical  specialty  is  directly  or 
indirectly  affected  by  a bill  submit- 
ted to  the  Georgia  General  Assem- 
bly, that  the  MAG  Legislative  Com- 
mittee and  staff  should  make  every 
effort  to  obtain  representative  opin- 
ions and  counsel  from  that  spe- 
cialty society  before  making  a de- 
cision whether  to  oppose  or  favor 
the  legislation  in  question. 

House  Action 

This  Resolution  was  considered 
along  with  Recommendation  6 of 
the  Legislative  Council  and  were 
both  adopted  by  deletion  and  sub- 
stitution: “That  specialty  groups  be 
encouraged  to  consult  with  the  Leg- 
islative Council  prior  to  hiring  in- 
dependent lobbyists  or  consul- 
tants, and  such  lobbyists  or 
consultants  be  encouraged  to  work 
with  MAG  legislative  staff  for  better 
coordination  of  efforts.” 


RESOLUTION  23 

Funding  for  Grady 
Memorial  Hospital 

Martin  Moran,  M.D. 

Whereas,  Grady  Memorial  Hos- 
pital, supported  by  the  Fulton- 
DeKalb  Hospital  Authority,  pro- 
vides medical  care  for  indigent  pa- 
tients residing  throughout  the  met- 
ropolitan Atlanta  area,  including 
counties  other  than  Fulton  and 
DeKalb;  and, 

Whereas,  taxpayers  in  Fulton  and 
DeKalb  counties  are  thus  paying  for 
indigent  care  rendered  to  non-Ful- 
ton/DeKalb  residents;  and, 

Whereas,  state  appropriations  to 
Grady  Memorial  Hospital  are  pres- 
ently limited  to  special  grants  for 
specific  diseases  such  as  AIDS,  poi- 
son control,  and  sickle  cell,  without 
addressing  the  funding  given  at 
Grady  to  the  population  of  north- 
west northcentral  Georgia;  now, 
therefore,  be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  support  leg- 
islative action  in  the  next  General 
Assembly  to  provide  increased  state 
appropriations  to  Grady  Memorial 
Hospital’s  program  of  medical  care 
for  the  indigent. 

House  Action 

This  Resolution  was  considered 
with  Recommendation  2 of  the  Ad 
Hoc  Committee  on  Medical  Care  for 
the  Disadvantaged;  together  they 
were  adopted  by  deletion  and  sub- 
stitution: “That  MAG  continue  to 
press  for  Georgia  legislative  and 
gubernatorial  action  concerning 
health  care  for  the  disadvantaged, 
and  encourage  increased  state 
funding  for  hospitals  with  signifi- 
cant populations  of  indigent  pa- 
tients.” 


Journal  of  MAG 


Reference  Committee  C 


RESOLUTION  25 

Insurance  for  Well 
Child  Supervision 

Georgia  Medical  Society 

Whereas,  our  children  represent 
one  of,  if  not  the  most  important 
asset  that  our  society  has;  and 

Whereas,  we  have  shown  that 
routine  well  child  supervision,  such 
as  has  been  provided  by  EPSDT 
Screening  and  immunization  pro- 
grams, will  provide  more  optimum 
care  and  decrease  the  overall  costs 
of  child  health  care;  and, 

Whereas,  many  of  the  parents  of 
our  children  are  at  the  low  end  of 
the  scale  financially  and  out  of 
pockdt  medical  expenses,  if  not  for 
an  emergency,  are  out  of  the  ques- 
tion; and, 

Whereas,  for  a substantial  num- 
ber of  our  children,  for  a relatively 
small  cost  through  present  insur- 
ance programs,  we  can  provide  well 
child  supervision  and  immuniza- 
tion through  their  own  private  phy- 
sicians which  will  enhance  their 
health;  now,  therefore,  be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  support  the 
concept  of  mandated  insurance 
coverage  for  well  child  supervision, 
which  should  include  cognitive  care 
and  immunizations,  for  those  pol- 
icies involving  family  plans  which 
cover  children. 

House  Action 

Adopted  as  amended:  “That  MAG 
strongly  suppor  the  concept  of  in- 
surance coverage  for  well  child  su- 
pervision and  that  MAG  work  ag- 
gressively with  physicians  and 
insurance  carriers  toward  this  goal. 
Progress  on  this  issue  is  to  be  re- 
ported at  each  Board  of  Directors 
meeting.” 


RESOLUTION  28 

Preservation  of  Animal 
Resources  for 
Biomedical  Research 

Garland  Perdue,  M.D. 

Whereas,  access  to  animals  for 
crucial  biomedical  research  is  in 
danger  of  being  severely  limited  or 
restricted  due  to  lobbying  efforts  by 
animal  rights  activists;  and, 
Whereas,  some  animal  rights  ac- 
tivists use  emotionalism,  half-truths 
and  lies  to  discredit  animal  re- 
search; and, 

Whereas,  there  is  an  urgent  need 
to  educate  the  public,  media,  gov- 
ernment officials  and  legislators  as 
to  the  seriousness  of  the  problem 
and  the  likelihood  that  it  will  grow 
in  intensity  as  well-financed  animal 
rights  activists  continue  to  agitate 
for  ever-increasing  restrictions  in 
animal  research;  and 
Whereas,  the  most  immediate 
danger  of  inaccessibility  to  animals 
exists  at  the  state  and  local  levels; 
and, 

Whereas,  progress  has  been 
made  in  defending  the  need  to  use 
animals  in  research  by  both  the  Na- 
tional Association  for  Biomedical 
Research  (NABR)  and  the  newly 
formed  Georgia  Association  for 
Biomedical  Research;  and, 
Whereas,  MAG  is  represented  on 
the  Board  of  the  Georgia  Associa- 
tion for  Biomedical  Research;  and, 
Whereas,  taking  an  active  role  in 
defending  biomedical  research  is  a 
reaffirmation  of  the  historical  role 
of  organized  medicine;  now,  there- 
fore, be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia,  actively  de- 
fend the  use  of,  and  access  to  an- 
imals for  use  in  crucial  biomedical 
research;  and  be  it  further 
RESOLVED,  that  MAG  support, 
endorse  and  participate  in  the  ac- 
tivities of  the  Georgia  Association 
for  Biomedical  Research. 


House  Action 

Adopted  the  first  RESOLVED  por- 
tion as  amended:  “That  the  Medical 
Association  of  Georgia  actively  de- 
fend the  use  of,  and  access  to  an- 
imals for  use  in  biomedical  re- 
search according  to  applicable 
guidelines;  and  be  it  further.” 

Adopted  the  second  RESOLVED 
portion  as  amended:  “That  MAG 
support,  endorse  and  participate  in 
the  activities  of  the  Georgia  Asso- 
ciation for  Biomedical  Research  as 
long  as  its  activities  remain  con- 
sistent with  MAG’s  goals.” 


RESOLUTION  33 

Medico-Legal  Death 
Investigation  in 
Georgia 

Medical  Association  of 
Atlanta 


Whereas,  historically,  laws  per- 
taining to  official  medico-legal 
death  investigation  in  Georgia  have 
been  written  and  made  law  by  the 
General  Assembly  with  little  or  no 
input  from  the  medical  community; 
and, 

Whereas,  historically,  laws  per- 
taining to  death  investigation  were 
largely  conceived  and  supported  by 
individuals  who  were  not  or  are  not 
medical  doctors  or  doctors  of  os- 
teopathy; and, 

Whereas,  historically  and  pres- 
ently, laws  pertaining  to  death  in- 
vestigation in  Georgia  permit  the 
performance  of  autopsies  and  ren- 
dering of  medical  opinion  by  indi- 
viduals who  are  not  medical  doc- 
tors or  doctors  of  osteopathy;  and, 

Whereas,  investigation  of  death 
often  involves  the  performance  of 
autopsies  and  the  rendering  of 
medical  opinion  and  diagnoses  and 
therefore  involves  the  practice  of 
medicine;  now,  therefore  be  it 


JUNE  1988,  Vol.  77 


467 


Reference  Committee  C 


RESOLVED,  that  the  Medical  As- 
sociation recognize  the  potential 
for,  and  present  practice  of  inves- 
tigation of  death  and  its  medical 
issues  in  Georgia  by  persons  with 
inappropriate  or  insufficient  edu- 
cation and  training  to  do  so  from 
the  medical  standpoint;  and  be  it 
further 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  support  a gen- 
eral policy  and  changes  in  appli- 
cable laws  which  would  require  that 
the  performance  of  autopsies  and 
the  official  investigation  of  the  med- 
ical aspects  of  death  be  conducted 
by  licensed  physicians  only. 

House  Action 

Adopted  first  “RESOLVED.” 

Adopted  as  amended  the  second 
RESOLVE:  “That  the  Medical  As- 
sociation of  Georgia  support  a gen- 
eral policy  and  changes  in  appli- 
cable laws  which  would  require  that 
the  performance  of  autopsies  and 
the  official  investigation  of  the  med- 
ical aspects  of  death  be  conducted 
by  qualified  licensed  medical  doc- 
tors and  osteopaths.” 


RESOLUTION  34 

Investigation  of 
Medical  Aspects  of 
Death 

Medical  Association  of 
Atlanta 


medical  opinion  of  the  cause  and 
manner  of  death;  and, 

Whereas,  the  majority  of  deaths 
investigated  by  the  medical  exam- 
iner do  not  involve  crimes  and  are 
therefore  unrelated  to  law  enforce- 
ment, and  deaths  involving  crime 
should  include  medical  investiga- 
tion which  is  non-prosecutorial  in 
nature;  and, 

Whereas,  the  present  structure  of 
the  death  investigation  system  in 
Georgia  allows  for  a law  enforce- 
ment agency  to  investigate  itself; 
and, 

Whereas,  many  other  states  have 
recognized  the  importance  of  sep- 
arating the  medical  investigation  of 
death  from  law  enforcement  and  no 
other  states  permit  the  performance 
of  medico-legal  autopsies  by  non- 
physicians; now,  therefore,  be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  encourage  and 
support  the  establishment  of  a State 
Agency,  independent  of  law  en- 
forcement, charged  with  the  re- 
sponsibility of  administering  the  in- 
vestigation of  the  medical  aspects 
of  deaths  which  presently  qualify 
for  investigation  under  the  Georgia 
Postmortem  Act;  and  be  it  further 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  support  the 
position  that  such  a State  Agency 
be  administered  and  operated  by 
licensed  medical  doctors  with 
training  and  experience  in  medico- 
legal death  investigation. 

House  Action 

Did  not  adopt  at  the  request  of 
the  author. 


Whereas,  the  death  investigation 
system  in  Georgia  is  presently  and 
largely  organized  and  administered 
by  the  Georgia  Bureau  of  Investi- 
gation’s division  of  Forensic  Sci- 
ences, which  are  law  enforcement 
agencies;  and, 

Whereas,  the  function  of  a med- 
ical examiner  is  not  one  of  law 
enforcement,  but  rather,  the  med- 
ically oriented,  non-biased  in- 
vestigation of  death  to  formulate  a 
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RESOLUTION  37 

Peer  Review  Contract 
With  Board  of  Medical 
Examiners 

Dolford  F.  Payne,  Jr.,  M.D. 

Whereas,  in  a membership  opin- 
ion survey  conducted  by  the  Med- 
ical Association  of  Atlanta  (MAA) 
in  October  1987,  84%  of  respond- 
ents indicated  that  the  highest 
priority  of  MAA  in  the  future  should 
be  to  “maintain  high  professional 
standards  and  diligently  investigate 
and  report  unethical  practices  of 
members”;  and, 

Whereas,  the  MAA  in  February 
1988  adopted  a three-year  Strategic 
Plan  in  which  the  first  goal  is  “to 
promote  ethical  conduct  by  physi- 
cians and  develop  mechanisms  to 
endorse  such  conduct”;  and, 
Whereas,  one  of  the  objectives  to 
achieving  the  above  goal  is  to  “seek 
full  protection  under  state  statutes 
for  the  MAA  to  conduct  peer  review 
activities  and  submit  information  to 
appropriate  regulatory  bodies”;  and, 
Whereas,  under  current  state 
statutes  there  is  immunity  from 
criminal  and  civil  liability  for 
professional  health  care  providers 
who  conduct  peer  review  activities 
so  long  as  such  providers  act  with- 
out malice  or  fraud,  however,  such 
immunity  does  not  apply  to  any  ac- 
tion in  tort  or  contract  brought 
against  a peer  review  committee; 
and, 

Whereas,  such  peer  review  com- 
mittees would  be  provided  greater 
protection  against  tort  and  contract 
claims  if  acting  under  the  auspices 
and  as  a regulatory  arm  of  the  State 
Board  of  Medical  Examiners;  and, 
Whereas,  funding  is  inadequate 
to  support  the  State  Board  of  Med- 
ical Examiners  in  investigating  the 
myriad  of  complaints  against  phy- 
sicians for  unethical  or  illegal  prac- 
tices; and, 
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Whereas,  being  fully  cognizant 
that  the  future  of  peer  review  may 
very  well  hinge  on  the  case  of  Pat- 
rick v.  Burget  et  al  currently  before 
the  U.S.  Supreme  Court;  now,  there- 
fore, be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  (MAG)  pursue 
the  adoption  of  legislation  and  to 
amend  the  Rules  and  Regulations 
of  the  Composite  State  Board  of 
Medical  Examiners  to  permit  the 
Board  to  employ  the  peer  review 
services  of  the  MAG  and  any  of  its 
component  societies  by  contract  as 
a regulatory  function  of  and  under 
the  statutory  protection  and  im- 
munity of  the  State. 

House  Action 

Referred  to  the  Board  of  Directors 
for  study. 


ATTENTION  PRIMARY  CARE  PHYSICIANS 

INCREASE  YOUR  SKILLS  - INCREASE  YOUR  INCOME 

Attend: 

PROCEDURAL  SKILLS  FOR  PRIMARY  CARE  PHYSICIANS 


Learn  (lecture  & workshops): 

Allergy  testing,  audiometry,  cryosurgery,  colposcopy,  dermatologic 
procedures,  flexible  sigmoidoscopy,  holter  monitoring,  joint  injection 
techniques,  nasopharyngoscopy,  pulmonary  function  testing,  vascular 
flow  testing,  and  more. 

Locations  - Dates: 


Atlanta  Boston  Chicago 

July  15-17  August  20-21  September  10-11 


FEE: 

$375 

* LIMITED  REGISTRATION* 
Accredited: 

AAFP,  AOA,  AMA  (Category  I) 


Contact: 

Current  Concept  Seminars 


3301  Johnson  St. 
Hollywood,  FL  33021 
(305)  966-1009 


■S"  Paperless 

1 11,1  Insurance  Claim  Processing 

zovak,  inc. 

QuickClaim  is  the  inexpensive  alternative  to  inefficient  manual 
claims  processing.  QuickClaim  streamlines  and  accelerates  the 
entire  reimbursement  process  and  enhances  your  practice: 


FOR  MORE  INFORMATION 
about  QuickClaim,  or  to 
arrange  a special  dem- 
onstration, call  a ZOVAK 
marketing  representative 
today  at  (404)  984-8800. 


■ Improves  Cash  Flow  - most  payments  received  in  14  days 

■ Saves  Valuable  Staff  Time  - cuts  handling  by  more  than  half 

■ Saves  Money  - eliminates  insurance  forms  and  reduces 
printing  costs 

■ Increases  Accuracy  - detects  and  reports  unacceptable 
claims  immediately 

■ It’s  Easy  to  Use  - includes  self-help  screens  and  detailed 
Operator's  Manual 

ZOVAK  is  a full  service  computer  company  providing  state-of-the- 
art  Practice  Management  Systems  to  health  care  professionals. 
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During  its  meeting  of  April  29, 
Reference  Committee  D gave 
careful  consideration  to  its  referred 
reports  and  resolutions.  The  fol- 
lowing physicians  were  members 
of  that  Committee: 

A.  Bleakley  Chandler,  M.D.;  Rob- 
ert D.  Gongaware,  M.D.;  John  A. 
Hudson,  M.D.;  Alan  C.  Plummer, 
M.D.;  John  E.  Roberts,  Jr.,  M.D.;  Mi- 
chael H.  Roberts,  M.D.;  and  William 
A.  Wolff,  M.D. 


PRESIDENT’S 

REPORT 

Jack  F.  Menendez,  M.D., 
President 

Referred  to:  Rec.  1,2  (a,  b), 
3,  4,  5 — Reference  Commit- 
tee D;  Rec.  2 (c,  d)  — Refer- 
ence Committee  C;  Rec.  6 — 
Reference  Committee  A;  Rec. 
7 — Reference  Committee  C. 

(See  Report  of  Reference  Com- 
mittee A for  complete  President’s 
Report.) 

Recommendations 

1 . That  the  MAG  House  of  Dele- 
gates meet  twice  a year. 

2.  That,  at  the  President’s  discre- 
tion: 

a.  The  Second  Vice-President  chair 
the  Membership  Committee; 

b.  The  First  Vice-President  super- 
vise all  Ad  Hoc  Committees; 

3.  That  the  Chairman  of  the  AMA 
delegation  sit  on  the  Executive 
Committee. 

4.  That  the  Executive  Committee 
meet  every  six  weeks,  or  by  the  call 


of  the  President,  but  not  prior  to 
meetings  of  the  House  of  Dele- 
gates. 

5.  That  the  Board  of  Directors 
meet  twice  a year,  between  meet- 
ings of  the  House  of  delegates. 

House  Action 

Recommendations  1,  2a,  2b,  3, 
and  4 were  referred  to  the  Board  of 
Directors.  Recommendation  5 was 
not  adopted. 


FIRST  VICE 
PRESIDENT 

Joe  L.  Nettles,  M.D. 

Referred  to:  Rec.  1 — Ref- 
erence Committee  C;  Rec.  2 
— Reference  Committee  D; 
Rec.  3 — Reference  Commit- 
tee A. 

Recommendation 

2.  A statewide  or  nationwide  sur- 
charge, or  added  tax  on  all  or  high- 
risk  surgical  procedures  should  be 
implemented  to  cover  mal-occur- 
rences. 
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Members  of  Reference  Committee  D. 


House  Action 

Referred  to  MAG  Ad  Hoc  Com- 
mittee on  Tort  Reform. 


SECOND  VICE 
PRESIDENT 

Richard  W.  Cohen,  M.D. 

I would  like  to  thank  the  members 
of  the  House  for  electing  me  to 
the  post  of  Second  Vice  President 
for  this  past  year.  It  has  been  a mar- 
velous year,  a year  of  education,  a 
year  of  involvement,  and  a year  of 
some  action.  I have  made  every  ef- 
fort to  be  present  at  all  Executive 
Committee  meetings,  Board  meet- 
ings and  special  called  meetings.  I 
have  found  this  year  to  be  enlight- 
ening as  well  as  educational. 

In  assuming  this  office  and  pur- 
suing my  responsibilities,  I have  set 
as  my  goal  the  strengthening  of  the 
Medical  Association  of  Georgia’s 
posture  as  an  advocate  of  both  phy- 
sicians and  our  patients.  I believe 
that  in  order  to  do  so,  the  MAG 
should  act  as  the  “umbrella”  of  all 


medical  organizations  in  the  state 
including  county  medical  societies 
and  specialty  societies,  as  well  as 
such  groups  as  young  physicians, 
residents,  and  medical  students.  I 
believe  that  MAG’s  position  of  ad- 
vocacy for  specialty  societies  is  es- 
pecially important  if  we  are  to  con- 
tinue our  traditional  role  of 
coordinating  and  influencing  med- 
ical political  activities  within  this 
state. 

Whereas  our  House  of  Delegates 
is  well-structured  to  represent 
county  medical  societies,  and 
whereas  it  presently  has  sections 
for  residents,  medical  students, 
young  physicians  and  hospital 
medical  staffs,  I wish  to  point  out 
that  the  House  currently  has  no  for- 
mal mechanism  for  recognizing  the 
interests  of  our  state  specialty  so- 
cieties. The  importance  of  such  for- 
mal recognition  of  specialty  inter- 
ests is  of  course  evident  in  the 
AMA’s  decision  to  seat  delegates 
and  alternates  from  national  spe- 
cialty societies.  Just  as  the  Medical 
Association  of  Georgia  is  the  “um- 
brella” in  our  state,  the  American 
Medical  Association  realizes  its 
responsibility  to  serve  as  an  “um- 
brella” for  national  specialty  soci- 


eties, and  has  accordingly  em- 
braced these  societies  as  part  of  its 
House  of  Delegates.  Each  has  been 
granted  a voting  delegate  and  an 
alternate  delegate. 

A similar  relationship  is  critical 
within  our  state  association.  If  the 
Medical  Association  of  Georgia  is 
to  continue  to  represent  all  physi- 
cians in  our  state  in  the  medical 
political  arena,  and  if  we  are  to  have 
coordinated  activities  in  legisla- 
tion, professional  health  care  and 
the  assurance  of  quality  medical 
care,  as  well  as  other  issues  before 
us,  MAG  must  forge  a chain  to  as- 
sure communication  with  all  our 
component  societies,  whether  they 
be  defined  by  county  lines  or  spe- 
cialty lines.  All  of  the  links  within 
the  chain  are  presently  in  place  with 
the  sole  exception  of  the  specialty 
societies. 

It  is  acknowledged  that  most  of 
the  physicians  who  presently  are 
delegates  to  the  House  are  spe- 
cialists. The  fact  that  they  are  spe- 
cialists, however,  does  not  provide 
specialty  representation.  The  dele- 
gates who  are  currently  at  the  House 
represent  their  component  medical 
societies  and  the  views  of  those 
medical  societies.  They  act  as  a 
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Page  Bailey  (Mrs.  Joseph  P.,  Jr.),  mem- 
ber of  the  Richmond  County  Auxiliary. 


conduit  from  MAG  to  the  compo- 
nent medical  societies  and  vice 
versa.  However,  the  fact  that  they 
are  orthopedists  or  ophthalmolo- 
gists or  pediatricians  in  no  way  pro- 
vides for  communication  with  their 
particular  specialty  society.  In  fact, 
in  most  instances,  few,  if  any,  of 
the  delegates  to  MAG  are  officers 
in  their  respective  specialty  socie- 
ties. 

Because  of  all  these  facts,  and  in 
order  to  ensure  the  formal  MAG- 
specialty  communication  which  I 
believe  the  successful  future  of  or- 
ganized medicine  requires,  I would 
like  to  recommend  that  the  House 
of  Delegates  approve  the  creation 
of  a specialty  section  of  the  House, 
with  the  major  state  societies  each 
represented  by  a single  voting  del- 
egate and  a single  alternate  dele- 
gate. It  would  be  hoped  that  the 
President  or  Vice  President  of  the 
given  specialty  society  would  be  the 
delegate  of  the  society  in  the  House 
and  would  thereby  provide  in- 
creased communication  and  input 


from  the  individual  society  to  MAG 
and  from  the  MAG  to  the  individual 
society. 

Finally,  I would  like  to  address  a 
philosophy  or  credo  for  the  future 
of  the  medical  profession.  I believe 
that  over  the  last  twenty  years  the 
medical  profession  has  held  a de- 
fensive and  reactive  posture.  To 
correct  this,  there  is  a need  for  phy- 
sicians in  general  and  our  organi- 
zation in  particular  to  redirect  its 
posture  and  philosophy  to  a proac- 
tive and  offensive  philosophy  that 
supports  and  promotes  physicians, 
medicine,  quality  health  care,  and 
that  advocates  the  protection  and 
support  of  the  individual  patient.  It 
is  critical  that  each  physician  be- 
come an  advocate  for  all  of  his  or 
her  individual  patients,  as  well  as 
for  the  patient  population  of  the 
community  at  large. 

In  addition,  it  is  also  just  as  crit- 
ical that  the  Medical  Association  of 
Georgia  stand  up  and  be  proud  of 
the  quality  of  medical  care  which 
is  being  provided  in  the  state  of 
Georgia.  Our  desire  and  demand  for 
that  quality  of  care  should  continue 
to  be  on  its  present  high  level. 
Moreover,  it  should  continue  to 
grow  with  future  advances  in  med- 
icine, assuring  that  at  all  times  there 
is  no  weakening  in  the  quality  of 
care  being  provided  within  this 
state. 

I would  like  to  thank  you  for  the 
privilege  of  having  a wonderful  year 
as  your  Second  Vice  President,  and 
look  forward  to  the  coming  year  as 
your  First  Vice  President. 

Recommendation 

That  the  Medical  Association  of 
Georgia  add  to  its  House  of  Dele- 
gates one  delegate  and  alternate 
delegate  from  each  major  state  spe- 
cialty society. 

House  Action 

Adopted  as  amended:  “That  the 
Medical  Association  of  Georgia  add 
to  its  House  of  Delegates  one  del- 
egate and  alternate  delegate,  who 
are  MAG  members,  from  each  ma- 


jor state  specialty  society  now  rep- 
resented on  the  MAG  Specialty  So- 
ciety Relations  Committee,  and  may 
henceforth  be  recognized  by  MAG 
in  accordance  with  guidelines 
adopted  by  the  Board  of  Directors.” 


SUPPLEMENTAL 
REPORT  OF  SECOND 
VICE  PRESIDENT 

Richard  W.  Cohen,  M.D. 

Report  5,  Second  Vice  Presi- 
dent, is  a report  that  sets  forth 
my  views  on  the  need  to  add  a vot- 
ing delegate  and  an  alternate  del-  j 
egate  to  the  MAG  House  of  Dele- 
gates from  each  of  the  specialty 
societies  represented  on  the  Asso- 
ciation’s Committee  on  Specialty 
Society  Relations. 

In  order  to  permit  the  House  of 
Delegates  to  debate  the  merits  of 
such  a proposal  and  subsequently 
vote  for  or  against  it  at  the  1989 
(next  year)  Annual  Meeting,  the  ac- 
tual amendment  must  be  intro- 
duced at  this  meeting  (1988), 
printed  in  the  Journal  of  the  Med- 
ical Association  of  Georgia  during 
the  coming  year  and  then  formally 
presented  to  the  House  next  year. 

Accordingly,  the  following 
amendment  is  placed  on  the  table 
for  a vote  at  the  1989  House  of  Del- 
egates meeting: 

(Note:  Amendments  by  addition 
are  underlined,  and  amendments 
by  deletion  are  eres-sed-oet.-) 

ARTICLE  V — HOUSE  OF 
DELEGATES 

SECTION  1.  COMPOSITION.  The 
House  of  Delegates  is  composed  of 
delegates,  elected  by  the  compo- 
nent societies,  the  specialty  socie- 
ties which  are  represented  on  the 
MAG  Committee  on  Specialty  So- 
ciety Relations,  the  Resident  Phy- 
sician Section,  the  Medical  Student 
Section,  and  Hospital  Medical  Staff 
Section.  All  delegates’  qualifica- 
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tions  and  terms  of  office  shall  be 
provided  for  in  the  Bylaws.  The  of- 
ficers, the  past  presidents  of  the  As- 
sociation, the  Editor  of  the  Journal, 
delegates  to  the  AMA,  the  Executive 
Director  and  chairpersons  of  stand- 
ing committees  shall  be  ex-officio 
members  of  the  House  of  Delegates 
without  the  right  to  vote. 

House  Action 

Adopted. 


HOSPITAL  MEDICAL 
STAFF  SECTION 

William  B.  Jones,  M.D., 
Chairman 

Regretfully,  during  1986  and  1987 
the  MAG-HMSS  continued  to 
experience  a general  lack  of  inter- 
est and  medical  staff  involvement 
in  Section  activities.  Attendance  at 
both  the  State  HMSS  meeting  in 
April,  1987,  and  the  AMA-HMSS  As- 
sembly meetings  in  both  Chicago 
and  Atlanta  was  sparse  — less  than 
10  representatives  attended  the  State 
Association  Section  Business  meet- 
ing in  1987  and  only  three  Georgia 
representatives  were  registered  at 
the  June,  1987  AMA  meeting.  This 
pattern  of  decline  has  continued 
over  the  past  several  years. 

It  is  interesting  that  Georgia  phy- 
sician interest  has  waned  at  a time 
when  the  HMSS  National  Forum  has 
gained  considerable  strength  and 
impact  within  the  AMA.  Collec- 
tively, there  are  more  than  2,200 
physicians  who  have  attended  AMA- 
HMSS  meetings.  Moreover,  these 
2,200  staff  representatives,  during 
the  past  four  years,  have  spurred 
the  AMA  House  to  act  favorably  on 
more  than  90  percent  of  the  HMSS- 
sponsored  resolutions.  Various 
reasons  have  been  offered  for  Geor- 
gia’s Section’s  lagging  interest  — a 
lack  of  sufficient  responsibility  and 
representation  in  Association  func- 
tions, an  inadequate  budget  and 
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staff  resources,  a weak  organiza- 
tional link  with  the  AMA-HMSS,  and 
because  there  are  other  avenues 
available  and  used  for  medical  staff 
interests. 

Recommendation 

1 . That  the  presently  constituted 
MAG  Hospital  Medical  Staff  Section 
be  abolished  and  that  either  it  be 
possibly  reformulated  as  a com- 
mittee or  that  the  medical  staff  in- 
terests be  assigned  to  another  com- 
mittee of  the  Association. 

House  Action 

Referred  to  the  Board  of  Direc- 
tors. 


ACCESS  TO 
MEDICAL  CARE 
COMMITTEE 

M.  Julian  Duttera,  Jr., 
M.D.,  Chairman 


Medical  Fair 

The  committee  continues  to  work 
with  other  agencies  in  sponsoring 
the  Medical  Fair  — a program  which 
brings  representatives  of  commu- 
nities with  under  15,000  population 
who  are  looking  for  physicians,  and 
resident  physicians  looking  for 
places  to  practice,  together.  It  con- 
tinues to  be  successful.  The  Medi- 
cal Fair  for  1988  will  be  held  at  the 
Waverly  Hotel  in  Atlanta,  Septem- 
ber 20-24.  The  State  Medical  Edu- 
cation Board  remains  the  primary 
coordinator  of  this  activity.  Georgia 
legislation,  currently  awaiting  the 
Governor’s  signature,  will  establish 
the  State  Medical  Education  Board 
as  a separate  entity  which,  hope- 
fully, will  allow  it  to  be  more  flex- 
ible in  defining  underserved  areas 
in  the  state. 


Central  Physician  Placement 
Service 

Although  the  Joint  Board  of  Fam- 
ily Practice  was  initiated  to  devel- 
op family  practice  residencies 
throughout  the  state,  it  has  devel- 
oped an  excellent  statewide  place- 
ment service  which  involves  all 
specialties.  It  has  full-time  staff  to 
work  with  both  communities  and 
physicians.  It  also  has  access  to  de- 
mographic data  about  any  area  of 
the  state.  This  service  is  provided 
free  though  there  may  be  some  fees 
charged  for  some  demographic  re- 
ports. 

A number  of  changes  in  MAG  staff 
and  in  MAG’s  computer  system  has 
resulted  in  making  the  MAG  com- 
puterized placement  system  even 
less  effective.  For  this  reason,  the 
Access  to  Medical  Care  Committee 
recommended  and  the  MAG  Board 
of  Directors  agreed  to  endorse  the 
Joint  Board  of  Family  Practice 
placement  service. 

Due  to  a less  than  enthusiastic 
response  from  the  specialty  socie- 
ties, the  planned  Physician  Place- 
ment Expo  ’87  was  not  conducted. 

Georgia  Physician  Survey,  1986 

In  association  with  the  1986  li- 
censure renewal,  the  Composite 
State  Board  of  Medical  Examiners 
conducted  a survey  of  physicians 
as  to  their  practice  sites,  special- 
ties, workloads,  etc.  The  response 
rate  varied  from  100%  for  “state  of 
residence”  to  73.4%  for  “hours 
spent  per  week  in  primary  spe- 
cialty.” Variables  carrying  the  most 
weight  had  a response  rate  of  97.6% 
or  greater:  state  of  residence,  age, 
county  of  practice,  license  number, 
and  specialty.  For  the  first  time,  this 
survey  provides  valid  data  directly 
from  Georgia  physicians  relating  to 
their  practices.  It  is  our  understand- 
ing that  follow-up  data  is  being  col- 
lected with  the  1988  renewals  and 
that  this  practice  will  continue. 

A report  entitled,  “Georgia  Phy- 
sician Survey,  1986,”  was  prepared 
by  the  Joint  Board  of  Family  Prac- 
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tice.  The  report  limits  its  scope  pri- 
marily to  the  primary  care  special- 
ties: family  practice,  internal 
medicine,  pediatrics,  obstetrics  & 
gynecology,  and  general  surgery. 
This  document  was  prepared  in  part 
for  presentation  to  a Legislative 
Committee  to  try  to  help  rural  areas 
get  physicians.  So  we  believe  it  will 
be  used  as  a tool  for  planning  med- 
ical services  throughout  the  state. 
Therefore,  the  committee  feels  that 
the  information  in  this  report  should 
be  distributed  as  widely  as  possi- 
ble. 

As  with  any  survey  report,  there 
are  ambiguities  and  concerns  about 
who  will  interpret  the  data  and  how 
these  interpretations  may  be  used. 

The  report  reveals  some  surpris- 
ing data,  e.g.,  the  national  average 
for  physicians  per  100,000  popu- 
lation is  192  per  100,000;  for  Geor- 
gia, the  average  is  148  per  100,000. 
Even  Metro  Atlanta  is  below  the  na- 
tional average  with  186  physicians 
per  100,000.  Georgia’s  non-Metro 
area  averages  86  per  100,000,  less 
than  half  the  national  average. 

There  is  a greal  deal  of  infor- 
mation in  the  Georgia  Physician 
Survey  in  1986  which  was  prepared 
by  the  Joint  Board  of  Family  Prac- 
tice in  collaboration  with  the  Com- 
posite Board  of  Medical  Examiners. 
The  committee  feels  that  the  most 
striking  information,  however,  is  on 
the  current  and  predicted  level  of 
physician  supply  in  the  State  of 
Georgia  up  until  the  year  2000.  The 
data  is  based  on  a survey  done  of 
physicians  reapplying  for  licensure 
in  1986  and  is  certainly  the  most 
reliable  data  on  the  physicians  in 
practice  in  Georgia  that  has  been 
available  up  to  this  point.  The  in- 
formation on  the  physician  num- 
bers is  compared  to  an  average 
physician  ratio  per  hundred  thou- 
sand population  of  the  United  States 
which  is  about  192  physicians,  plus 
projections  based  on  the  GMENAC 
study  done  about  ten  years  ago. 

Projections  were  made  based  on 
1985  information  from  the  AMA  of- 
fice in  Chicago  as  to  the  increase 


in  physicians  over  the  previous  10 
year  period  of  time.  The  increase 
during  those  years  ranged  from  230 
to  441  physicians  per  year,  with  an 
average  annual  increase  of  the  phy- 
sician population  in  Georgia  of 
about  336.  To  these  members,  in- 
active physicians  were  substracted 
to  obtain  a total  physician  popu- 
lation. Hospital-based  physicians 
including  residents  are  not  easily 
identified  from  the  AMA  data.  Be- 
cause of  the  difficulty  in  determin- 
ing who  were  residents  and  who 
were  permanently-based  physi- 
cians, all  physicians  were  included 
in  calculating  the  average  annual 
increase.  This  probably  falsely  el- 
evates the  actual  increase  in  the 
number  of  physicians  during  that 
time. 

Utilizing  the  information  above, 
it  was  possible  to  estimate  a growth 
in  the  physician  supply  through  the 
year  2000.  From  the  data  base  from 
the  Composite  Board  of  Medical  Ex- 
aminers, the  number  of  physicians 
who  will  become  sixty-five  years  of 
age  in  the  year  2000  and  before  were 
also  calculated,  since  these  people 
will  potentially  be  retired.  About  9% 
of  the  practicing  physicians  in 
Georgia  are  currently  over  the  age 
of  sixty-five  and  continue  to  prac- 
tice, but  it  is  probable  that  this  per- 
centage will  decrease  in  years  to 
come  because  of  the  increasing  dif- 
ficulty in  paying  for  malpractice  in- 
surance when  one  is  not  practicing 
full  time. 

If  the  physician  population  con- 
tinues to  grow,  not  at  an  average 
annual  rate  of  336,  as  determined 
from  the  AMA  data,  but  at  an  in- 
creased rate  as  evidenced  in  the 
1978-85  period,  then  it  is  estimated 
that  some  400  physicians  will  be 
added  each  year  to  the  Georgia  Phy- 
sician population.  Then  by  1990,  we 
will  add  1,600  new  physicians,  al- 
though due  to  retirement  we  would 
lose  1,025  with  a net  gain  of  575 
physicians  in  four  years. 

In  1990,  the  physician  rate  would 
be  projected  as  148  (9,550  physi- 
cians divided  by  6,449,941,  the  1990 


Georgia  projected  population).  The 
GMENAC  standard  for  1990  is  191 
per  hundred  thousand  population. 
Thus,  in  effect,  the  ratio  remains 
stable  for  the  next  four  years.  By  the 
year  2000,  we  would  expect  to  add 
another  5,600  to  the  state,  based  on 
the  assumption  of  an  increase  of 
400  physicians  per  year.  We  would 
lose  2,651  due  to  retirement  and 
will  have  an  increase  in  the  total 
physician  supply  to  1 1 ,924  by  the 
year  2000.  Based  on  the  projected 
additional  population  in  the  state 
at  that  point,  since  it  is  growing  rap- 
idly, the  rate  of  physician  per 
hundred  thousand  will  be  160.  This 
is  not  a substantial  increase  from 
the  rate  of  148  per  hundred  thou-  j 
sand  in  1990. 

The  impact  of  this  information  is 
important  to  all  physicians  practic-  r 
ing  in  this  state.  As  is  apparent  in 
Table  III,  the  physician  population 
even  in  Atlanta  is  less  than  the  na- 
tional average.  Within  the  rural 
areas  of  the  state,  the  physician 
population  is  less  than  one-half  of 
the  national  average.  Without  an  in- 
flux of  physicians  from  outside  the 
state,  or  a change  in  the  pattern  of 
training  physicians  in  Georgia,  there 
will  still  be  a considerable  deficit 
within  physicians  caring  for  people 
within  the  State  of  Georgia.  This  will 
be  significantly  impacted  by  the  es- 
timated population  growth  where 
we  expect  the  growth  from  about 
6,500,000  in  1990  and  7,500,000  by 
the  year  2000.  The  needs  of  the  var- 
ious specialties  and  other  areas  of 
special  need  are  highlighted  by  the 
report.  It  is  extremely  important  for 
physicians  to  be  aware  of  this  data 
and  to  have  these  concepts  in  mind 
in  projecting  their  physician  re- 
cruitment and  in  thinking  about  the 
future. 

Recommendation 

1 . That  the  MAG  advise  its  mem- 
bers about  the  availability  of  the 
physician  survey  report. 
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A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 


1ILES 


Highly  active  in  vitro  against  a broad  range  of 
gram- positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 

■ For  treatment  of  infections  in  the: 

-lower  respiratory  tract1"  - urinary  tract1 

- skin  / skin  structure1  - bones  and  joints1 

■ Convenient  B.I.D.  dosage  - 250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

tDue  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 

Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information. 


April  1988,  Miles  Inc. 


Printed  in  U.S.A. 


C09327  MLR-261 


■ 500  mg  B.I.D.  for  most  infections; 

750  mg  B.I.D.  for  severe  or  complicated  infections. 


CONVENIENT  B.I.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 
Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  Bh 

Severe/Complicated 

750  mg  B.I.i 

Urinary  Tract1 

Mild/Moderate 

250  mg  Bh 

Severe/Complicated 

500  mg  Bh 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  Bh 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro®  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lower  Respiratory  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae,  Enterobacter  cloacae. 
Proteus  mirabilis.  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  paramfluenzae.  and  Strep- 
tococcus pneumoniae. 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coll,  Klebsiella  pneumoniae.  Enterobacter  cloacae, 
Proteus  mirabilis.  Proteus  vulgaris,  Providencia  stuartii.  Morganella  morganu,  Citrobacter  freundii. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillinase-producing  strains).  Sta- 
phylococcus epidermidis,  and  Streptococcus  pyogenes. 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae,  Serratia  marcescens.  and  Pseudomonas 
aeruginosa. 

Urinary  Tract  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens.  Proteus  mirabilis.  Providencia  rettgeri,  Morganella  morganu.  Citrobacter  diversus.  Citrobacter 
freundii.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecalis. 

Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejuni.  Shigella 

flexneri*  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated 

♦Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections. 

Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin.  Therapy  with  Cipro® 
may  be  initiated  before  results  of  these  tests  are  known;  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
guinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid,  cinoxacin, 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight  bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General: 

As  with  other  quinolones,  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness,  lightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures. 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS) 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals.  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man,  because 
human  urine  is  usually  acidic,  Clients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided.  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION). 

Drug  Interactions: 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired;  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum.  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Information  for  Patients 

Patients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals.  The  preferred  time  of  dosing  is 
two  hours  after  a meal  Patients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
lightheadedness,  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertilitv 

Eight  in  vitro  mutagenicity  tests  have  been  conducteu  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V,9  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results; 

Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy- Pregnancy  Category  C 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin.  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion  No  teratogenicity  was  observed  at 
either  dose.  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed  There  are,  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women.  SINCE  CIPROFLOXACIN,  LIKE  OTHER  DRUGS  IN  ITS  CLASS  CAUSES  ARTHROPATHY 
IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGSI 
Nursing  Mothers 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk;  however,  it  is  known  that  ciprofloxacir 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk.  Because  of  tl 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  she 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  . 
mother. 

Pediatric  Use 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals  L 
WARNINGS) 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation.  2,799  patients  received  2,868  course 
the  drug.  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7.3%  of  courses,  possi 
related  In  9.2%.  and  remotely  related  in  3 0%.  Ciprofloxacin  was  discontinued  because  of  an  adverse  even' 
3.5%  of  courses,  primarily  involving  the  gastrointestinal  system  (15%),  skin  (0  6%).  and  central  nervous  svssl 
(0.4%). 

The  most  frequently  reported  events,  drug  related  or  not,  were  nausea  (5.2%).  diarrhea  (2.3%).  vomit  ( 
(2  0%).  abdominal  pain/discomfort  (17%),  headache  (1.2%).  restlessness  (11%),  and  rash  (1.1%). 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below.  Those  typical) 
quinolones  are  italicized 

GASTROINTESTINAL:  I See  above I.  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforate 
gastrointestinal  bleeding. 

CENTRAL  NERVOUS  SYSTEM  (See  abovel.  dizziness,  lightheadedness,  insomnia,  nightmares,  halluai 
tions.  manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakue 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia. 

SKIN/HYPERSENSITIVITY  /See  abovel.  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  ctii 
angioedema.  edema  of  the  face.  neck,  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmer 
tion,  erythema  nodosum, 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision.  I change  in  color  perception,  overbrightness  ofligh 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste. 

MUSCULOSKELETAL:  joint  or  back  pain,  joint  stiffness,  achiness.  neck  or  chest  pain,  flare-up  of  gout  | 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  cieedi 
vaginitis,  acidosis 

CARDIOVASCULAR:  palpitations,  atrial  flutter,  ventricular  ectopy.  syncope,  hypertension,  angina  pectel 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis. 

RESPIRATORY  epistaxis,  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospa; 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  »■ 
discontinued,  and  required  no  treatment. 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  ! 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction » 
ciprofloxacin. 

Adverse  Laboratory  Changes  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  fli 
relationship 

Hepatic  - Elevations  of:  ALT  (SGPT)  (19%),  AST  (SGOT)  (17%).  alkaline  phosphatase  (0  8%).  LDH  1045 
serum  bilirubin  (0  3%). 

Hematologic  - eosinophilia  (0.6%).  leukopenia  (0  4%).  decreased  blood  platelets  (0 1%),  elevated  bit; 
platelets  (01%).  pancytopenia  (01%) 

Renal  - Elevations  of:  Serum  creatinine  (1,1%),  BUN  (0.9%) 

CRYSTALLURIA,  CYLINDRURIA.  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  0.1%  of  courses  were:  Elevation  of  serum  gammaglutamyl  transfers, 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin  anei” 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis 

OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  should  N 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  observed  and  given  support  || 
treatment.  Adequate  hydration  must  be  maintained.  In  the  event  of  serious  toxic  reactions  from  overdosac 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  lei 
function  is  compromised. 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours.  For  patients  w ' 
complicated  infections  caused  by  organisms  not  highly  susceptible,  500  mg  may  be  administered  every  12  hoi 
Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treat : I 
with  500  mg  every  12  hours  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  even 
hours. 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AT)  I 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro®  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg,  500  mg,  and  750  mg  in  bottles  of  50,  anoM 
Uhit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION). 


♦ Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary 

For  further  information,  contact  the  Miles  Information  Service: 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 

COMMITTED  TO  THERAPEUTIC  EFFICIENC 

Miles  Inc. 

Pharmaceutical  Divisu 
400  Morgan  Lane 
West  Haven,  CT  06516 


MILES 

© April  1988,  Miles  Inc 


Printed  in  U S A 


C09327  MLR-. 


Reference  Committee  D 


House  Action 

Adopted  as  amended:  “The  MAG 
shall  advise  its  members  about  the 
availability  of  the  Joint  Board  of 
Family  Practice  Report,  ‘Georgia 
Physician  Survey  1986,’  cautioning 
them  that  its  survey  data  do  not  nec- 
essarily warrant  projections  of 
health  manpower  in  Georgia  for  the 
future.” 


CONTINUING 

MEDICAL 

EDUCATION 

COMMITTEE 

George  A.  Shannon,  M.D. 

Through  its  work  this  past  year, 
our  Committee  continues  to 
maintain  what  we  consider  to  be  a 
record  of  efficient  service  in  pro- 
moting continuing  medical  educa- 
tion across  the  state.  Our  activities 
have  been  channeled  in  several 
areas. 

Accreditation 

Our  principal  ongoing  task  re- 
mains advising  and  accrediting 
Georgia  organizations  and  institu- 
tions which  provide  continuing 
medical  education.  (Accredited 
status  allows  the  CME  provider  to 
authorize  Category  1 AMA  credit  for 
appropriate  educational  activities.) 
In  the  past  year  we’ve  resurveyed 
nine  hospitals  and  state  specialty 
societies,  and  extended  their  pe- 
riod of  accreditation  according  to 
their  ability  to  meet  the  ACCME  Es- 
sentials for  Category  1 continuing 
medical  education.  We’ve  also  con- 
ducted an  initial  survey  visit  of 
Ridgeview  Institute,  and  evaluated 
its  CME  programs  for  accreditation. 

As  of  this  writing,  sixteen  spe- 
cialty societies  or  voluntary  health 
agencies  and  twenty-two  hospitals 
are  accredited  for  CME  by  the  MAG. 
These  38  providers  are: 


American  Academy  of  Pediatrics- 
Georgia  Chapter 

American  Cancer  Society-Georgia 
Division 

American  Heart  Association-Geor- 
gia  Affiliate 

Athens  Regional  Medical  Center 
Atlanta  Society  of  Pathologists 
Augusta  Obstetrical  & Gynecologi- 
cal Society 

DeKalb  General  Hospital 
Georgia  Academy  of  Family  Physi- 
cians 

Georgia  Academy  of  Family  Physi- 
cians Educational  Foundation 
Georgia  Baptist  Medical  Center 
Georgia  Gastroenterologic  Society 
Georgia  Orthopaedic  Society 
Georgia  Psychiatric  Physicians  As- 
sociation 

Georgia  Radiological  Society 
Georgia  Rheumatism  Society 
Georgia  Society  of  Anesthesiolo- 
gists 

Georgia  Society  of  Ophthalmology 
Georgia  Surgical  Society 
Glynn-Brunswick  Memorial  Hospi- 
tal 

Greater  Atlanta  Otolaryngology- 
Head  & Neck  Surgery  Society 
John  D.  Archbold  Memorial  Hos- 
pital 

Kennestone  Hospital 

The  Medical  Center 

Medical  Center  of  Central  Georgia 

Memorial  Medical  Center 

Metropolitan  Hospital 

Northeast  Georgia  Medical  Center 

Northside  Hospital 

Phoebe  Putney  Memorial  Hospital 

Piedmont  Hospital 

Scottish  Rite  Hospital 

South  Fulton  Hospital 

South  Georgia  Medical  Center 

St.  Joseph’s  Hospital 

Sumter  Regional  Hospital 

University  Hospital 

VA  Medical  Center  (Dublin) 

West  Paces  Ferry  Hospital 

During  the  past  year,  Committee 
members  and  staff  have  also  held 
consultations  with  several  institu- 
tions expressing  interest  in  becom- 
ing accredited.  We  perceive  that 
some  of  this  interest  reflects  recent 


Dr.  Joe  Nettles,  of  Savannah,  former 
Chairman  of  the  MAG  Board  of  Direc- 
tors. 


state  legislative  activity  regarding  an 
annual  minimum  of  CME,  man- 
dated by  the  state  for  relicensure. 

Mandatory  CME 

Last  year,  the  MAG  House  of  Del- 
egates discussed  our  Association’s 
position  regarding  mandatory  con- 
tinuing medical  education,  and  re- 
affirmed its  support  for  voluntary 
CME,  which  the  MAG  articulated  in 
a formal  position  statement  in  1979. 
In  view  of  the  anticipated  discus- 
sions on  CME  in  the  Georgia  Gen- 
eral Assembly,  the  House  directed 
that  we  review  this  MAG  “Statement 
on  Continuing  Medical  Education” 
and  adapt  it  to  the  prospective  leg- 
islative situation.  This  Committee 
has  fulfilled  the  House’s  charge,  and 
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on  May  17, 1987,  the  MAG  Executive 
Committee  approved  a slightly 
modified  MAG  “Statement  on  CME.” 
Its  main  provision  states: 

The  primary  purpose  of  relicen- 
sure should  be  to  assure  that  the 
physician  is  competent  to  con- 
tinue rendering  quality  care,  and 
since  there  has  not  yet  been  con- 
vincing proof  linking  CME  to  phy- 
sician competence,  it  would  be 
premature  to  mandate  CME  for 
relicensure.  States  with  such  re- 
quirements have  encountered 
considerable  problems  with  en- 
forcement and  administration. 

As  we  expected,  there  was  intro- 
duced during  the  1988  General  As- 
sembly a bill  mandating  CME  for 
Georgia  physicians.  State  Senator 
Bev  Engram  (D-Fairburn)  intro- 
duced S.B.  444,  which  called  upon 
the  Composite  State  Board  of  Med- 
ical Examiners  to  set  a minimum 
number  of  hours  of  approved  con- 
tinuing medical  education  activi- 
ties which  would  be  required  for 
relicensure.  The  bill  languished  in 
the  Senate  Human  Resources  Com- 
mittee during  much  of  the  session, 
and  died  there. 

1 should  add  that  in  mid-February 
I went  to  Atlanta  and  met  with  Sen- 
ator Engram  to  apprise  her  of  MAG’s 
viewpoints  on  continuing  medical 
education.  Our  discussions  were 
beneficial  and  amicable,  but  they 
did  not  seem  to  sway  Ms.  Engram 
from  her  position. 

We  may  expect  that  next  year  a 
mandatory  CME  bill  will  once  again 
be  introduced  to  the  General  As- 
sembly. When  this  happens,  MAG 
will  face  even  more  difficulty  in 
convincing  legislators  that  our 
present  system  of  purely  voluntary 
CME  ought  to  be  retained.  Because 
of  the  likelihood  that  some  form  of 
mandatory  CME  will  be  reintro- 
duced into  the  Georgia  General  As- 
sembly sometime  in  the  future,  we 
have  added  our  first  recommen- 
dation. 


Composite  State  Board 
Questionnaire 

You  may  recall  that  last  year  the 
MAG  House  further  directed  that  we 
should  work  with  the  Composite 
State  Board  of  Medical  Examiners 
“to  add  questions  to  the  physicians’ 
annual  license  renewal  form  in  or- 
der to  ascertain  Georgia  physicians’ 
participation  in  continuing  medical 
education.” 

We  did  this,  and  the  Composite 
Board  very  cooperatively  asked 
physicians,  among  the  21  items  it 
requested  from  Georgia  physicians 
last  fall,  to  indicate  the  number  of 
hours  of  continuing  education 
earned  in  the  last  two  years. 

The  Composite  Board  is  still 
quantifying  data  from  physicians’ 
responses,  but  a preliminary  report 
from  the  Board  staff  suggests  very 
positive  findings:  presently,  on  a 
purely  voluntary  basis,  Georgia’s 
physicians  participate  in  an  aver- 
age of  95  hours  of  CME  within  a 
two-year  period.  This  suggests  that 
Georgia  physicians  are  already  en- 
gaged substantially  in  continuing 
medical  education,  without  any 
legislative  mandate.  We  believe  that 
if  this  level  of  voluntary  CME  activity 
continues  to  be  documented  to  the 
Composite  State  Board,  there  would 
be  much  less  rationale  for  a legis- 
lative CME  mandate.  Our  second 
recommendation  addresses  this 
point. 

Joint  Sponsorship 

From  time  to  time  our  Committee 
is  asked  by  various  unaccredited 
CME  providers  to  authorize  AMA 
Category  1 credit  for  their  educa- 
tional meetings.  Reflecting  the  na- 
tional guidelines  for  CME,  the  Es- 
sentials of  the  Accreditation  Council 
for  Continuing  Medical  Education, 
we  will  authorize  no  Category  1 
credit  for  a medical  meeting  unless 
we  have  been  given  the  opportunity 
to  participate  in  program  planning. 
Whenever  feasible,  we  defer  an  ap- 
plicant for  joint  sponsorship  to  an- 
other accredited  intrastate  provider 


— such  as  the  pertinent  specialty 
society  or  a local  hospital. 

In  the  past  year,  we  have  re- 
viewed some  two  dozen  requests 
for  cosponsorship,  and  have  agreed 
to  jointly  sponsor  the  following  ac- 
tivities: 

1.  MAG  Mutual  “Good  Practice 
Policies’VLoss  Prevention  Semi- 
nars, 1987-88 

2.  Clayton  General  Hospital 
“Bioethics  Forum,”  September  22, 

1987 

3.  “Current  Trends  in  Manage- 
ment of  Asthmatic  Bronchitis,” 
Winder,  February  16,  1988 

4.  “AIDS:  Fighting  Fear  with 
Facts,”  Columbus,  February  23-25, 

1988 

5.  MAG-DHR  videotape,  “AIDS 
Physicians’  Education  Slide  Mod- 
ule” 

6.  Twelfth  Annual  Caduceus  Club 
Retreat 

7.  Seventh  District  Medical  So- 
ciety meeting,  Rome,  April  6,  1988. 

As  chairman,  I am  indebted  to 
the  membership  of  my  Committee 

— an  impressive  group  of  energetic 
physicians  committed  to  ensuring 
for  the  Medical  Association  of  Geor- 
gia an  influential  role  in  continuing 
medical  education.  They  are: 

John  R.  Broshears,  M.D.;  J.  Paul 
Ferguson,  M.D.;  John  A.  Hudson, 
M.D.;  James  S.  Maughon,  M.D.;  Pe- 
ter L.  Meehan,  M.D.;  Victor  A. 
Moore,  M.D.;  Hillary  R.  Newland, 
M.D.;  Neil  G.  Perkinson,  M.D.;  Carl 

L.  Rosengart,  M.D.;  William  E.  Sil- 
ver, M.D.;  Barry  D.  Silverman,  M.D.; 
Rodney  L.  Smith,  M.D.;  Roland  S. 
Summers,  M.D.;  William  H.  Whaley, 

M. D.;  Charles  R.  Underwood,  M.D. 

Recommendations 

1 . The  MAG  should  reevaluate  its 
“Statement  on  Continuing  Medical 
Education”  in  view  of  the  likely 
reintroduction  of  a mandatory  con- 
tinuing medical  education  bill  by 
the  Georgia  General  Assembly. 

2.  The  MAG  should  urge  the 
Composite  State  Board  of  Medical 
Examiners  to  include  as  part  of  its 
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voluntary  questionnaire  for  physi- 
cian relicensure  a question  solic- 
iting the  number  of  hours  of  AMA 
Category  I CME  credit  earned  dur- 
ing the  stated  reporting  period. 

House  Action 

Adopted  both  recommendations. 


EMERGENCY 
MEDICAL  SERVICES 
COMMITTEE 

Rodger  Chapman,  M.D., 
Chairman 

During  the  past  year  the  MAG’s 
Emergency  Medical  Services 
Committee  considered  the  topic  of 
Emergency  Medical  Service  and  Do 
Not  Resuscitate  Orders.  Following 
a growing  legislative  and  judicial 
trend  recognizing  that  patients,  or 
their  surrogates,  have  the  right  to 
refuse  medical  treatment,  guide- 
lines, policies,  and  in  some  cases, 
statutory  authority,  have  been  writ- 
ten to  address  this  topic.  The  MAG 
Medical  Practice  Committee,  for  ex- 
ample, in  1986  and  again  in  1987 
recommended  that  all  hospital 
medical  staffs  adopt  such  Do  Not 
Resuscitate  policies.  The  Joint 
Commission  on  Accreditation  of 
Health  Care  Facilities  included  it  as 
well  in  their  new  Standards  for  Hos- 
pitals as  of  January  1,  1988.  The 
Georgia  Living  Will  Statute  and 
Georgia  Supreme  Court  Decision  of 
In  re:  LHR  1984  have  established 
legal  precedents  and  directives  in 
this  area. 

Decisions  to  withhold  medical 
interventions,  commonly  termed 
“Do  Not  Resuscitate”  orders,  pose 
special  problems  for  emergency 
medical  services.  The  committee 
conducted  a special  study  of  these 
problems  in  1987-88  and  elected  to 
endorse  the  six  policy  statements 
of  the  American  College  of  Emer- 
gency Physicians  on  the  ethics  of 
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resuscitation.  The  statements  con- 
cern ethical  principles  and  do  not 
represent  a legal  framework  of 
interpretation: 

1 . All  patients  should  have  equal 
access  to  resuscitation,  and  each 
patient  should  be  assessed  individ- 
ually. 

2.  In  the  absence  of  the  patient’s 
personal  physician,  the  emergency 
physician,  while  evaluating  input 
from  other  health  care  team  mem- 
bers, should  assume  final  respon- 
sibility for  resuscitation  decisions. 

3.  Decision  to  forgo  resuscitation 
in  the  field  is  appropriate  only  with 
the  approval  of  physician-directed 
medical  control,  in  keeping  with 
written  protocols  developed  with  the 
concurrence  of  community  agen- 
cies and  in  keeping  with  commu- 
nity standards. 

4.  Decisions  to  forgo  resuscita- 
tion in  the  emergency  department 
should  be  documented,  and  may 
be  made  only  if  sufficient,  reliable 
data  are  available  with  regard  to  the 
desired  wishes  of  the  patient,  the 
patient’s  medical  status,  and  pos- 
sible outcome.  In  addition,  consid- 
erations of  the  ostensible  quality  of 
life,  the  prevailing  community 
standards,  directives  from  the  pa- 
tient’s family  physician,  and  family 
preferences  may  be  taken  into  ac- 
count. Lacking  sufficient  data  (a 
circumstance  common  in  the  emer- 
gency department  setting),  resus- 
citation must  be  undertaken,  with 
the  emergency  physician  always 
acting  primarily  as  the  patient’s  ad- 
vocate. 

5.  Cost  containment  concerns 
may  help  define  the  community 
standards,  but  should  not  in  and  of 
themselves  dictate  resuscitate  de- 
cisions. 

6.  Resuscitation  research  may  be 
conducted  in  emergency  medicine, 
even  on  an  unconscious  patient,  if 
expected  benefits  outweigh  the  risk 
to  the  patient  and  if  appropriate  in- 
stitutional procedures  are  followed. 

Furthermore,  the  committee  rec- 
ognized that  it  is  important  that 


Dr.  Joseph  Morrison,  of  Savannah. 


health  care  institutions  and  emer- 
gency medical  services  collaborate 
on  written  DNR  policies  in  order  to 
anticipate  emergencies  effectively 
and  to  ensure  that  health  care  per- 
sonnel will  know  how  to  respond. 

Also,  during  1987-88,  the  com- 
mittee continued  their  tracking  of 
legislation  which  impacts  signifi- 
cantly on  emergency  medical  serv- 
ices. One  new  piece  of  legislation 
which  would  have  a nationwide  ef- 
fect is  Senate  Bill  10,  the  “Emer- 
gency Medical  Services  and  Trauma 
Care  Improvement  Act  of  1987.”  This 
legislation  would  authorize  $75 
million  in  block  grants  each  year 
for  three  years  to  assist  states  in 
creating  and  strengthening  trauma 
care  systems.  This  legislation,  pres- 
ently being  considered  by  the  Sen- 
ate Commitee  on  Labor  and  Human 
Resources,  could  have  important 
implications  for  an  improved 
trauma  network  in  Georgia. 
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Finally,  the  Georgia  Department 
of  Human  Resources  has  requested 
the  committee’s  assistance  in  or- 
ganizing a workable  state  disaster 
medical  system  plan.  Consultation 
and  advice  will  be  offered  during 
the  coming  year  concerning  the  role 
of  the  medical  community  in  the 
event  of  such  mass  casualty  inci- 
dents. 

Recommendation 

1.  The  committee  recommends 
that  the  Association  endorse  the 
ethical  principles  offered  by  the 
American  College  of  Emergency 
Physicians  on  the  ethics  of  resus- 
citation and  that  they  communicate 
them  with  appropriate  medical 
staffs. 

House  Action 

Referred  to  the  Board  of  Direc- 
tors. 


MEDICAL  SCHOOLS 
COMMITTEE 

William  C.  Waters,  111, 

M.D. 

Our  Committee  was  established 
to  serve  as  liaison  for  MAG 
with  the  state’s  medical  schools  and 
to  assure  communication  between 
academic  physicians  and  private 
practitioners.  Since  1965  the  Med- 
ical Association  of  Georgia  has  fa- 
cilitated this  interaction  through  its 
Biennial  Conference  on  Medical 
Education. 

As  authorized  by  the  1987  House 
of  Delegates,  our  Committee  spon- 
sored MAG’s  twelfth  Biennial  Con- 
ference on  Medical  Education  last 
October  2-3,  in  Athens.  We  had  a 
very  good  meeting. 

Since  1965,  this  Conference  has 
been  held  to  bring  academic  and 
practicing  physicians  together  to 
discuss  subjects  of  mutual  con- 
cern. For  this  past  meeting  we  drew 
important  leaders  from  all  over  the 


state.  Each  of  the  four  medical 
schools  sent  a delegation,  includ- 
ing Dean  Tedesco,  Dean  Skelton 
and  Morehouse’s  new  Dean,  Dr. 
Stanford  Roman.  Dr.  Krause  had  a 
conflict,  but  Emory  was  repre- 
sented by  three  associate  deans  or 
faculty.  MAG’s  contingent  was 
headed  by  Dr.  Menendez  and  Dr. 
Bailey,  and  included  members  of 
our  MAG  Medical  Schools  Com- 
mittee. 

Our  agenda  was  wide-ranging. 

(1)  Mandatory  CME  in  Georgia. 
Mr.  Fowler  and  Andy  Watry  of  the 
Composite  State  Board  discussed 
prospects  for  legislative  enactment 
of  a mandated  minimum  level  of 
CME  course  participation  by  Geor- 
gia physicians.  Dr.  Menendez  ex- 
plained MAG’s  position  on  volun- 
tary CME.  Our  discussion  was  aided 
by  Dr.  Robert  Fore,  recently  of  the 
Florida  Medical  Association  staff, 
who  explained  Florida’s  problems 
with  a CME  requirement.  Consen- 
sus seemed  to  be  that  there  was  no 
demonstrable  link  between  physi- 
cian competence  and  participation 
in  CME,  but  that  this  would  prob- 
ably not  deter  passage  of  legislation 
mandating  CME  in  some  form.  In 
that  eventuality,  nearly  all  agreed 
that  MAG  should  help  shape  the  im- 
plementing regulations  regarding 
reporting  procedures,  monitoring 
of  providers,  determination  of  con- 
tent, etc. 

(2)  Premedical  education.  Dr. 
Hillary  Newland  of  Athens  reported 
his  survey  of  fellow  practitioners’ 
views  of  their  baccalaureate  edu- 
cation. In  short,  they  wish  they  had 
had  more  liberal  arts.  Dr.  New- 
land’s  recommendation  that  medi- 
cal deans  place  more  emphasis  on 
liberal  arts  in  their  applicants  led 
to  a good  discussion  of  the  criteria 
used  by  the  medical  schools  in  se- 
lecting their  freshmen. 

(3)  Medical  manpower  in  Geor- 
gia. Alan  Dever,  Ph.D.,  reported  on 
a survey  by  the  Joint  Board  of  Fam- 
ily Practice  of  all  licensed  physi- 
cians practicing  in  Georgia.  Details 
of  geographic  distribution,  demo- 


graphic characteristics  (age,  sex, 
race)  and  practice  patterns  were  set 
forth  effectively. 

On  the  basis  of  this  information, 
Dever  hypothesized  several  projec- 
tions regarding  Georgia’s  medical 
manpower  in  1990  and  2000.  He 
projected  that  the  number  of  prac- 
titioners in  our  state  would  rise  from 
8975  presently  to  around  11,924  in 
the  year  2000,  but  that  this  increase 
would  still  leave  our  state  with  a 
shortage  of  physicians  — a “defi- 
cit” of  some  2300  (he  used  GMEN- 
AC’s  ratios  to  determine  adequate 
physician-population  ratios).  Our 
attendees  questioned  Dr.  Dever  on 
a number  of  his  points.  We  agreed 
that  questions  of  physician  “mal- 
distribution” were  being  inade- 
quately framed  in  terms  of  county- 
by-county  physician  population, 
when  medical  service  areas  and 
patterns  of  patient  transportation 
frequently  do  not  conform  to  such 
boundaries.  Our  attendees  also 
voiced  concern  over  the  GMENAC 
ratios  as  the  basis  of  a predicted 
physician  undersupply  in  our  state, 
and  over  Dr.  Dever’s  assumption 
that  400  new  physicians  would  en- 
ter practice  in  Georgia  per  year. 

Because  of  these  concerns,  we 
suggested  that  the  Joint  Board  of 
Family  Practice  use  extreme  cau- 
tion in  presenting  these  data  and 
projections  to  the  House  Health  and 
Ecology  Committee  in  its  meeting 
last  October.  Later,  unfortunately, 
both  legislators  and  the  press 
picked  up  on  the  Joint  Board’s  em- 
phasis of  medically  “underserved” 
areas  in  Georgia.  This  attention,  we 
feel,  may  have  contributed  to  the 
success  of  physician  assistants  dur- 
ing the  recent  General  Assembly  in 
persuading  many  legislators  that 
PA’s  should  be  allowed  a more  in- 
dependent scope  of  practice. 

(4)  Medical  schools’  increasing 
role  in  the  practice  of  medicine.  This 
was  a high  point  in  our  weekend, 
as  we  reviewed  the  economic  pres- 
sures which  are  leading  medical 
schools  increasingly  to  compete 
with  private  practitioners.  Dr.  Bill 
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Casarella  of  Emory  reported  on  the 
University’s  expectations  that  clin- 
ical departments  will  generate  most 
of  their  operating  budget  from  pa- 
tient care  income.  Physicians  rep- 
resenting the  Medical  College  of 
Georgia  School  of  Medicine  spoke 
of  declines  in  grants  and  state  fund- 
ing, which  also  were  leading  to 
pressures  on  the  clinical  faculty  to 
bring  private-pay  patients  into  the 
hospitals. 

Other  trends  discussed  included 
indigent  care,  new  “high  tech” 
modes  of  patient  care,  and  the  de- 
velopment of  ambulatory  surgery 
centers.  Dr.  Roman,  speaking  for 
Morehouse,  observed  that  in  the 
face  of  this  latter  trend,  the  main- 
tenance of  a patient  base  in  the  hos- 
pital adequate  in  size  and  suffi- 
ciently diverse  for  student  teaching 
posed  a particular  challenge  for  a 
developing  school.  Dr.  Skelton 
commented  that  Mercer  must  com- 
pete to  keep  patients  in  the  hospi- 
tals used  for  teaching. 

An  observable  effect  of  all  this, 
we  felt,  was  that  professors,  pres- 
sured to  generate  income,  had  less 
time  for  research.  Dr.  Mary  Ella  Lo- 
gan noted  that  a bill  had  been  in- 
troduced in  the  Oklahoma  legisla- 
ture a few  years  ago  solely  to  fund 
biomedical  research  in  the  state’s 
medical  schools.  Dr.  Bailey  pro- 
posed that  the  Georgia  legislature 
be  encouraged  to  adopt  similar 
measures. 

Because  our  meeting  was  so 
fruitful,  we  propose  that  MAG  host 
the  Conference  on  Medical  Edu- 
cation annually  rather  than  every 
two  years.  We  have  thus  added  the 
recommendations  below: 

As  Chairman,  1 would  like  to 
thank  the  members  of  our  Com- 
mittee on  Medical  Schools  for  their 
support  and  assistance:  S.  William 
Clark,  III,  M.D.;  Lois  T.  Ellison,  M.D.; 
Frank  L.  Ferrier,  M.D.;  Harold  L. 
McPheeters,  M.D.;  James  S. 
Maughon,  M.D.;  George  W.  Shan- 
non, M.D.;  and  H.  Kenneth  Walker, 
M.D. 


Recommendations 

1 . That  MAG  encourage  the  Geor- 
gia General  Assembly  to  increase 
state  funding  of  basic  research  and 
teaching  in  all  four  of  Georgia’s 
medical  schools. 

2.  That  MAG  sponsor  this  fall,  and 
thereafter  annually,  its  Conference 
on  Medical  Education,  inviting  the 
four  medical  school  deans  and  as- 
sociate deans  and  such  faculty  as 
they  deem  appropriate  to  meet  with 
private  practicing  physicians  and 
MAG  officers  to  discuss  issues  of 
mutual  concern. 

House  Action 

First  recommendation  adopted. 

Second  recommendation  adopted 
as  amended:  “MAG  sponsor  this  fall, 
and  thereafter  annually,  its  Confer- 
ence on  Medical  Education,  invit- 
ing the  four  medical  school  deans 
and  representative  faculty  to  meet 
with  private  practicing  physicians 
and  MAG  officers  to  discuss  issues 
of  mutual  concern.” 


AD  HOC 
COMMITTEE  ON 
PHYSICIAN 
DISPENSING  & 
DRUGS 

Richard  A.  Wherry,  M.D., 
Chairman 

Referred  to  : Rec.  1,2  — 
Reference  Committee  D;  Rec. 
3,  4 — Reference  Committee 
C 

( See  Report  of  Reference  Com- 
mittee C for  complete  report  of  the 
Ad  Hoc  Committee  on  Physician 
Dispensing  and  Drugs.) 

Recommendations 

1 . Physicians  should  maintain  the 
right  to  dispense  medications. 
Guidelines  and  recommendations 
of  the  American  Medical  Associa- 


tion’s Committee  on  Ethical  and  Ju- 
dicial Affairs  must  be  considered  by 
those  physicians  who  choose  to 
dispense.  A physician’s  decision  to 
dispense  medications  should  be 
based  on  potential  improvements 
to  patient  care,  not  on  financial 
considerations. 

2.  MAG  should  help  insure  that 
medical  students,  residents  and 
practicing  physicians  continue  to 
be  educated  in  the  prescribing  and 
dispensing  of  medications. 

House  Action 

Recommendations  1 and  2 
adopted. 


RESOLUTION  29 
Specialty  Journals 
Charles  A.  Lanford,  M.D. 

WHEREAS,  the  American  Medical 
Association  has  established  a pol- 
icy which  denies  family  physician 
members  access  to  specialty  jour- 
nals, except  through  a subscription 
basis;  and 

WHEREAS,  the  American  Medical 
Association  distributes  specialty 
journals  to  non-members  in  those 
specialties  free  of  charge;  and 

WHEREAS,  the  state  medical  as- 
sociations across  the  country  are 
losing  family  medicine  members 
because  of  this  discriminatory 
practice;  and 

WHEREAS,  the  American  Medical 
Association  should  not  offer  any 
services  to  active  members  in  a dis- 
criminatory manner;  now,  therefore 
be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  House  of  Del- 
egates go  on  record  as  opposing 
this  discriminatory  position;  and  be 
it  further 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  House  of  Del- 
egates direct  the  Georgia  Delega- 
tion to  the  American  Medical 
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Association  to  introduce  a resolu- 
tion to  rectify  this  inequity. 

House  Action 

Adopted. 


RESOLUTION  30 

Continuing  Medical 
Education 

Wells  Riley,  M.D. 

WHEREAS,  legislation  was  intro- 
duced into  the  1988  Georgia  General 
Assembly  providing  for  mandatory 
continuing  medical  education 
(CME)  for  physician  relicensure; 
and 

WHEREAS,  because  of  consider- 
able support  for  mandatory  CME 
among  state  legislators,  such  a bill 
will  again  be  introduced  into  the 
1988  General  Assembly;  and 

WHEREAS,  sizable  numbers  of 
MAG  members  believe  that  a man- 
datory minimum  number  of  contin- 
uing medical  education  credit  hours 
earned  annually  for  physician  reli- 
censure is  in  the  best  interests  of 
the  medical  profession  in  Georgia; 
and 

WHEREAS,  increasing  numbers 
of  state  legislators  and  growing  seg- 
ments of  the  general  public  view 
physicians’  acceptance  of  manda- 
tory CME  as  an  important  aspect  of 
professional  integrity,  now,  there- 
fore, be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  CME  Commit- 
tee, in  cooperation  with  the  state’s 
specialty  societies,  develop  ac- 
ceptable legislation  in  support  of 
physicians’  participation  in  contin- 
uing medical  education  as  a re- 
quirement for  medical  relicensure 
in  this  State. 

House  Action 

Did  not  adopt. 


RESOLUTION  32 

Licensure  of  Foreign 
Medical  Graduates 

Phil  C.  Astin,  Jr.,  M.D. 

WHEREAS,  St.  George’s  Univer- 
sity School  of  Medicine,  an  “off- 
shore” medical  school,  in  order  to 
provide  appropriate  clinical  clerk- 
ship opportunities  for  its  medical 
students,  has  developed  relation- 
ships with  American  teaching  hos- 
pitals, and  thus  has  remediated  the 
chief  deficiency  generally  cited  re- 
garding foreign  medical  schools; 
and, 

WHEREAS,  many  students  of  St. 
George’s  are  American  students 
with  high  academic  achievement, 
possessing  very  bright  prospects  as 
practicing  physicians,  and  who  re- 
turn to  this  country  after  graduation 
to  enter  approved  U.S.  residency 
training  programs;  and, 

WHEREAS,  in  1985,  the  Compos- 
ite State  Board  of  Medical  Exam- 
iners changed  its  rules,  prohibiting 
all  foreign  medical  graduates  from 
sitting  for  the  Board  Federation  Li- 
censing Exam  (FLEX)  until  they  have 
completed  three  years  of  intern- 
ship/residency; and, 

WHEREAS,  formerly,  before  this 
rule  change,  an  American  citizen 
foreign  medical  student  (USFMG) 
could  have  sat  for  the  FLEX  after  a 
single  year  of  internship;  and, 
WHEREAS,  denial  of  the  medical 
doctor’s  license  for  these  two  ad- 
ditional years  denies  USFMGs  who 
have  entered  American  residency 
programs  the  right  to  “moonlight” 
during  their  residency  years,  thus 
adding  considerable  financial  bur- 
den to  them;  now,  therefore,  be  it 
RESOLVED,  that  the  MAG  should 
petition  the  Composite  State  Board 
to  amend  its  regulations  in  order  to 
allow  U.S.  citizen  graduates  of  St. 
George’s  who  have  completed  sat- 
isfactory clinical  clerkships  in 


American  hospitals  to  sit  for  the 
FLEX  after  a single  year  of  intern- 
ship. 

House  Action 

Did  not  adopt. 


RESOLUTION  36 

Medical  School  Deans 
as  Delegates 

William  C.  Waters,  III, 
M.D. 

WHEREAS,  the  American  Medical 
Association  has  adopted  the  posi- 
tion that  all  state  medical  societies 
should  be  encouraged  “to  ensure 
delegate  status  in  the  state  society’s 
House  of  Delegates  for  the  deans 
of  medical  schools  in  their  state,” 
and, 

WHEREAS,  the  Medical  Associa- 
tion of  Georgia  has  not  accorded 
delegate  status  in  its  House  of  Del- 
egates to  the  deans  of  the  four  med- 
ical schools  in  our  State;  and, 

WHEREAS,  each  year  the  Medical 
Association  of  Georgia  invites  the 
four  deans  to  the  MAG  House  of 
Delegates  meeting,  although  they 
are  accorded  no  status  other  than 
“guest”;  and, 

WHEREAS,  communication  and 
collaboration  between  the  Medical 
Association  of  Georgia  and  Geor- 
gia’s medical  schools  will  signifi- 
cantly benefit  from  direct  involve- 
ment of  the  deans  in  the  MAG 
annual  House  proceedings;  now, 
therefore,  be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  ensure  formal 
status  as  Delegate  in  its  House  of 
Delegates  for  the  dean  of  each  med- 
ical school  in  Georgia,  either 
through  selection  at  the  local  so- 
ciety level  or  through  the  provision 
of  slotted  delegate  status. 

House  Action 

Did  not  adopt. 
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SIow-K 

potassium  chloride 
slow-release  tablets 

8 mEq  (600  mg) 

It  means  dependability”  in  almost  any  language 

* Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 
with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 
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For  good  reasons 

□ It  works— a 12 -year  record  of  efficacy1 

□ It’s  safe— unsurpassed  by  any  other  KCI  tablet  or  capsule2* 

□ It’s  acceptable  VS  liquids— greater  payability  fewer  GI  complaints, 
lower  incidence  of  nausea2 

□ It’S  comparable  to  10  mEq— in  low-dosage  supplementation3* 

□ It’s  economical— less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient 1 

Slow-K 

potassium  chloride 
slow-release  tablets  8 mEq  (6oo  mS) 


For  patients  who  can't  or  won't  tolerate  liquid  KCI. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  = 20)  over  8 weeks. 
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References:  1.  Data  on  file,  CIBA  Pharmaceutical  Company.  2.  Skoutakis 
VA,  Acchiardo  SR,  Wojciechowski  NJ,  et  al:  Liquid  and  solid  potassium 
chloride:  Bioavailability  and  safety  Pharmacotherapy  1980:4(6)  392-397 
3.  Skoutakis  VA,  Carter  CA,  Acchiardo  SR:  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics.  Drug  Intel I Clin  Pharm 
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Slow-K* 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis;  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium is  inadequate  in  the  following  conditions:  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure;  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy;  and  certain  diarrheal  states. 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern.  Serum  potassium  should  be  checked  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e  g . spironolactone,  triamterene)  (see  OVERDOSAGE) 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 
patients  with  esophageal  compression  due  to  an  enlarged  left  atrium 
WARNINGS 

Hyperkalemia  (See  OVERDOSAGE). 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e.g  , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction  hemor- 
rhage. or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall.  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100.000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100.000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States.  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products.  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years.  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs 
Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate. 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in-mind  that  acute  alkalosis  per  se  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Information  for  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following 
To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  take  this  medicine  only  as  directed  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat 

To  chegk  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
astrointestmal  bleeding  is  noticed. 

aboratory  Tests 

Regular  serum  potassium  determinations  are  recommended.  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed. 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K.  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity.  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed. 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman. 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGF)  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS), other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  is  important  to  recognize  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6  5-8  0 mEq  LI  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval)  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L). 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing  diuretics;  (2)  intravenous  administration  of  300-500  ml  hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1 ,000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of 
tablets  should  be  given  in  divided  closes 
Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked. 

HOW  SUPPLIED 

Tablets— 600  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (Imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack— One  Unit 

12  Bottles  — 100  tablets  each  . NDC  0083-0165-65 

Accu-Pak*  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10)  . . ....  . NDC  0083-0165-32 

Do  not  store  above  86°F  (30°C)  Protect  from  moisture.  Protect  from  light 

Dispense  in  tight,  light-resistant  container  (USP). 


Dist.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev  8 87) 

CIBA  128-3568- A 
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CNAs  group  medical  malpractice 
program... good  for  the  long  term. 


Is  your  group  medical  malpractice  insurer  finan- 
cially sound?  At  CNA  Insurance,  our  financial 
stability  ranks  among  the  highest  in  the  industry. 
Making  our  group  malpractice  protection  good 
now. . . and  for  the  long  term. 

Our  medical  malpractice  program  is  backed 
by  Continental  Casualty  Company-one  of  the 
CNA  Insurance  Companies  that  has  earned  an 
A+  rating  for  financial  strength  from  A.  M.  Best 
& Co.,  an  independent  rating  service.  We’re  also 
rated  AAA  by  Standard  & Poor’s  for  our  ability  to 
pay  claims.  With  our  financial  stability,  we  can 
support  our  commitment  to  one  of  the  leading 
medical  malpractice  programs. 


As  a leader,  we’ve  come  to  specialize  in  pro- 
tection for  multi-specialty  group  practices  of  five 
or  more  physicians.  This  protection  includes 
coverages  tailored  for  your  group  practice,  as  well 
as  for  individual  physicians  within  your  group. 

For  group  malpractice  protection  that’s 
financially  stable  and  good  for  the  long  term, 
contact  your  local  CNA  agent,  or 
CNA  Insurance  Companies 
Professional  Liability  Division 
CNA  Plaza 
Chicago,  IL  60685 
(312)822-2229 


CNA 

For  All  the  Commitments  You  Make* 


The  Medical  Group  Practice  Program  is  underwritten  by  Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 
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Report 

Reference 

Committee 


Dr.  Cyler  Garner,  MAG’s  treasurer,  gives  his  re 
to  Reference  Committee  F. 


Reference  Committee  F was 
comprised  of  the  following 
physicians:  H.  Duane  Blair,  Chair- 
man, DeKalb;  Marvyn  D.  Cohen,  Vice 
Chairman,  Muscogee;  Bill  D.  Burk, 
Floyd-Polk-Chattooga;  William  R. 
Hardcastle,  DeKalb;  Bob  G.  Lanier, 
Medical  Association  of  Atlanta;  Alva 
L.  Mayes,  Bibb;  and  Dan  B.  Stevens, 
Cobb. 


TREASURER'S 

REPORT 

Cyler  D.  Gamer,  M.D., 
Treasurer 

In  the  Treasurer’s  Report  for  the 
last  three  years  I have  empha- 
sized MAG’s  progress  toward 
achieving  organizational  goals.  In 
this  regard,  I believe  we  cannot 
overemphasize  the  importance  of  a 
strong  financial  base  upon  which 
to  assure  your  Association’s  ability 
to  fulfill  membership  needs. 

As  I stated  last  year,  “When  I took 
office  in  1984,  we  came  within  days 
of  having  to  borrow  funds  to  meet 
day-to-day  expenses.  Under  these 
conditions  an  Association  cannot 
operate  in  the  best  interest  of  its 
membership.  Considering  how  rap- 
idly our  environment  changes,  MAG 
must  be  able  to  respond  quickly  to 
maintain  those  aspects  of  medical 
care  to  which  we  are  dedicated.” 
These  facts  are  even  more  true  to- 
day. 

At  last  year’s  House  of  Delegates 
a budget  was  passed  with  a deficit 
of  $124,676.  While  an  occasional 


deficit  budget  is  not  always  impru- 
dent, we  simply  cannot  afford  to 
allow  MAG’s  financial  base  to  de- 
teriorate. Repeated  “deficit  budg- 
eting” is  not  in  the  best  interest  of 
our  membership. 

A strong  representation  in  orga- 
nized medicine  is  important  at  the 
state  as  well  as  national,  county  and 
specialty  level.  Our  membership  is 
paying  a substantial  amount  to  sup- 
port these  organizations.  We  must 
recognize  that  there  is  a limit  to  what 
we  can  expect  our  membership  to 
pay  to  support  all  these  associa- 
tions. 

Last  year’s  deficit  of  $124,676 
would  have  required  a $25  dues  in- 
crease to  achieve  a balanced 
budget.  We  have  not  approved  a 
dues  increase  for  the  last  two  years. 
Obviously,  dues  increases  are  nec- 
essary at  times;  however,  we  must 
strive  to  minimize  any  such  require- 
ments. 

The  Finance  Committee  recog- 
nizes this  dilemma  and  carefully 
considered  the  budget  proposal  for 
fiscal  year  1989.  I might  mention 
that  the  Finance  Committee  was  ex- 
panded to  eight  members  (from  4) 
following  last  year’s  House  to  fa- 
cilitate input  from  the  membership. 
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Members  of  Reference  Committee  F listen  as  MAG’s  Director  of  Administration,  Hoyt  Torras,  answers  questions  about  the 
Association ’s  annual  budget. 


Additionally,  this  year  the  Finance 
Committee  met  with  members  of 
Reference  Committee  F to  provide 
further  input  into  the  budget  proc- 
ess. 

Considering  all  the  factors  pre- 
sented, the  Finance  Committee  is 
recommending  to  the  Board  of  Di- 
rectors a FY  1989  budget  with  a 
small  surplus.  This  budget  incor- 
porates a $25  dues  increase  (to 
$360),  the  first  increase  in  three 
years.  This  represents  a 7.5%  in- 
crease over  three  years. 

I can  assure  you  that  this  in- 
crease is  not  recommended  with- 
out a greal  deal  of  thought.  To  meet 
the  proposed  budget,  we  have  con- 
sidered several  staff  changes  and 
have  worked  to  minimize  other  ad- 
ministrative expenditures.  For  ex- 
ample, MAG’s  budgeted  data  proc- 
essing expenditures  were  $363,000 
in  FY  86.  For  FY  1989  we  are  budg- 
eting $175,000  and  have  reduced 
data  processing  staff.  We  will  con- 
tinue to  look  for  such  savings  in  all 
areas  of  the  Association’s  activities 
to  minimize  expenditures. 

During  this  next  year,  we  plan  to 
look  closely  at  sources  of  non-dues 
income.  In  this  respect,  we  hope  to 
offer  services  of  real  benefit  to  the 


membership  which  also  help  to  off- 
set dues  requirements. 

Additionally,  to  minimize  the  level 
of  dues  increase  and  improve  serv- 
ices, the  Finance  Committee  took 
two  important  actions  which  I wish 
to  present  by  “laying  the  cards  on 
the  table.”  These  two  recommen- 
dations will  undoubtedly  be  the 
most  debated  portion  of  the  budget 
proposal. 

First,  the  Finance  Committee 
looked  closely  at  funding  require- 
ments for  the  Impaired  Physicians 
Program.  In  looking  at  this  Pro- 
gram, the  Finance  Committee  con- 
sidered the  request  of  the  Impaired 
Physicians  Committee  for  funding 
of  a full-time  Medical  Director  at 
MAG  to  coordinate  the  Impaired 
Physicians  Program.  The  Finance 
Committee  also  heard  several  in- 
novative ideas  to  continue  and  en- 
hance this  worthwhile  Program. 

In  short,  the  Finance  Committee 
believes  employment  of  a medical 
director  will  obligate  MAG  to  spend 
$200,000  annually  by  1990.  This 
would  require  at  least  a $40  dues 
increase  to  fund  a program  which 
the  Finance  Committee  believes  can 
be  coordinated  with  substantially 
less  funds  without  directly  involv- 


ing MAG  in  the  practice  of  psychia- 
try and  which  actually  improves  ac- 
cess to  MAG  members. 

Basically  the  FY  1 989  proposal  by 
the  Impaired  Physicians  Commitee 
would  require  $50,000  to  hire  a 
medical  director  November  1 , 1988. 
This  $50,000  would  purportedly 
cover  salaries  for  the  medical  di- 
rector and  secretary  along  with 
travel  and  other  costs.  However,  we 
must  recognize  that  this  $50,000  is 
for  only  7 months  and  does  not  in- 
clude medical  liability  coverage  for 
the  Director  and  MAG  as  the  spon- 
soring organization. 

In  1990  with  a full  12  months  of 
funding  necessary,  we  would  be 
looking  at  a minimum  budget  re- 
quirement of  $90,000  (excluding  li- 
ability coverage)  and  this  assumes 
the  director  will  continue  to  work 
for  a relatively  small  salary.  Under 
the  Impaired  Physician  Committee 
proposal  the  medical  director  would 
receive  a salary  of  $125,000  in  the 
fiscal  year  beginning  June  1,  1990 
and  the  total  budget  would  ap- 
proach $200,000  excluding  liability 
coverage.  While  the  Impaired  Phy- 
sician Committee  suggests  a sur- 
charge on  licensure  fees  or  pay- 
ments from  institutions  to  fund  this 
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program;  to  date,  there  is  no  as- 
surance such  funding  will  mate- 
rialize. 

1 can  assure  you  that  the  Finance 
Committee  is  supportive  of  the  Im- 
paired Physician  Program.  It  has 
been  successful  in  helping  physi- 
cians return  to  active  practice. 
However,  we  believe  this  Program 
can  continue  under  a new  plan 
which  better  addresses  the  role  of 
MAG  in  promoting  this  worthwhile 
activity. 

I would  ask  that  you  consider  a 
plan  whereby  a network  would  be 
established  around  the  state  of  phy- 
sicians interested  in  working  with 
substance  abuse  problems.  A MAG 
staff  member  and/or  designated 
physicians  would  be  the  contact 
point  for  mobilizing  help  when  a 
physician,  his  family,  peers,  or 
Composite  Board  recognizes  a 
problem.  The  29  members  of  the 
impaired  Physicians  Committee 
could  promote  the  program  by 
speaking  at  county  medical  society 
and  Auxiliary  meetings. 

Essentially,  this  arrangement  is 
similar  to  that  used  by  some  other 
medical  societies.  In  fact,  a recent 
article  in  the  California  Physician, 
the  monthly  magazine  of  the  Cali- 
fornia Medical  Association,  de- 
scribes their  program  which  is  sim- 
ilar to  the  idea  expressed  above. 
The  Finance  Committee’s  recom- 
mended budget  includes  $5,000  to 
set  up  a network  next  year  which 
we  believe  is  an  appropriate  direc- 
tion for  this  program. 

The  Finance  Committee  is  sup- 
portive of  programs  for  impaired 
physicians,  but  hopes  to  avoid  a 
funding  crisis  “down  the  road.”  The 
Committee  believes  other  alterna- 
tives are  available  which  would  in 
fact  improve  the  Program  and  avoid 
many  of  the  problems  experienced 
in  the  past.  Finally,  the  Finance 
Committee  is  supportive  of  the  idea 
of  establishing  a loan  fund  to  help 
MAG  physicians  needing  treatment. 
In  fact,  such  a loan  fund  would  be 
of  direct  benefit  to  MAG  members 
and  be  relatively  easy  to  establish. 


The  second  key  item  included  in 
the  Finance  Committee’s  recom- 
mendations deals  with  plans  to  en- 
hance tort  reform  legislation  during 
the  1989  legislative  session.  We  ex- 
pect another  strong  effort  to  help 
ameliorate  the  medical  liability  cri- 
sis. This  will  require  an  all  out  effort 
by  MAG  staff  in  the  next  twelve 
months.  In  addition  to  public  re- 
lations, clerical  and  other  staff,  we 
anticipate  the  equivalent  of  one  full- 
time legislative  staffer  devoted  to 
this  project. 

By  the  end  of  this  fiscal  year,  we 
expect  to  have  accumulated  some 
$530,072  in  the  Tort  Reform  Re- 
serve Account.  This  is  approxi- 
mately $50,000  more  than  the  au- 
dited balance  last  year.  The  Finance 
Committee  recommends  that 
$75,000  in  salaries  devoted  to  Tort 
Reform  be  funded  from  this  Reserve 
Account.  Even  with  this  $75,000 
charge  the  Tort  Reform  Reserve  Ac- 
count will  still  amount  to  $480,000 
by  the  end  of  next  year  when  inter- 
est earnings  are  included.  Of 
course,  any  other  required  direct 
expenses  would  be  charged  against 
this  account. 

The  Finance  Committee  feels  this 
$480,000  is  sufficient  to  pay  for  tort 
reform  enhancements  and  defense 
of  legislation  already  passed.  Be- 
cause of  the  structure  of  our  new 
legislative  team,  this  allocation  is 
appropriate  and  within  the  intent  of 
the  original  dues  assessment. 

I realize  this  report  has  become 
quite  lengthy,  but  I believe  it  is  easy 
to  forget  about  our  past  financial 
problems.  We  must  be  more  careful 
in  budgeting  to  insure  funds  are 
spent  in  the  best  interest  of  our 
membership.  Recommendation  of 
tight  budgets  which  minimize  re- 
quirements for  a dues  increase  al- 
ways entail  tough  decisions.  The 
Finance  Committee’s  recommen- 
dation accomplishes  our  objective 
of  improving  service  to  the  mem- 
bership within  applicable  dues 
constraints. 

In  closing,  your  leadership  rec- 
ognizes MAG’s  accomplishments 


are  due  to  the  support  of  our  mem- 
bership. I wish  to  express  my  ap- 
preciation for  this  support.  Working 
together,  6,900  MAG  members  can 
accomplish  what  is  best  for  Geor- 
gia’s physicians  and  our  patients. 


PUBLIC  RELATIONS 
COMMITTEE 

Jeffrey  T.  Nugent,  M.D., 
Chairman 

Referred  to  Rec.  1 — Ref- 
erence Committee  A;  Rec.  2 — 
Reference  Committee  F. 

See  Report  of  Reference  Com- 
mittee A for  Report  of  Public 
Relations  Committee. 

Recommendations 

The  Public  Relations  Committee 
requests  $60,000  to  carry  out  its 
programs  for  FY1988. 

House  Action 

Adopted. 

Attachment 

Public  Relations  Expenditures 

June  1987-January  1988 

See  Report  of  Reference  Com- 
mittee A for  this  Attachment. 
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CHAIRMAN  OF  THE  BOARD  OF  DIRECTORS 

William  C.  Collins,  M.D. 

Presented  below  is  the  Fiscal  Year  1988-1989  MAG  Budget  as  recommended  by  the  Board  of  Directors: 

BUDGET  SUMMARY 


FY1989 


Category 

Projections 
May  31, 1988 

FY1988 

Budget 

Recommended 

Budget 

Revenue 

Dues  Revenue 

$1,705,000 

$1,705,000 

$1,842,000 

Risk  Management 

46,000 

10,000 

50,000 

Advertising  Revenue 

97,000 

120,000 

105,600 

Scientific  Assembly 

55,000 

40,000 

42,500 

Leadership  Conference 

16,300 

17,500 

15,000 

Journal  Subscriptions 

4,500 

5,000 

5,000 

AMA  Refund 

8,500 

8,500 

8,500 

Data  Processing 

55,000 

80,000 

15,000 

Interest  Income 

89,000 

125,000 

72,000 

Rental  Income 

26,000 

33,000 

18,500 

Miscellaneous  income 

30,000 

30,000 

46,000 

Total  Revenue  From 
Regular  Operations 

$2,132,300 

$2,174,000 

$2,220,100 

Expenditure  Summary 

Administration 

$1,118,814 

$1,121,769 

$1,094,387 

Membership  Services 

151,838 

163,615 

171,925 

Building 

174,500 

182,300 

184,000 

Journal 

185,960 

187,009 

195,368 

Data  Processing 

188,928 

206,347 

170,860 

Other 

3,600 

3,600 

3,600 

Board  Contingent 

30,000 

40,000 

20,000 

Committees 

382,676 

394,036 

369,473 

Total  Expenditures 
Regular  Operations 
Revenue  Over  Expense 

$2,236,316 

$2,298,676 

$2,209,613 

Regular  Operations 

($  104,016) 

($  124,676) 

$ 10,487 

FY1989 

Projections 

FY1988 

Recommended 

Category 

May  31,  1988 

Budget 

Budget 

Administration 

Salaries 

$ 756,429 

$ 763,060 

$ 695,737 

Health  Insurance 

44,150 

43,500 

52,500 

Disability  Insurance 

3,900 

5,016 

4,200 

FICA  Tax 

44,095 

39,943 

51,250 

Unemployment  — State 

1,450 

1,450 

1,450 

Unemployment  — Federal 

1,300 

1,300 

1 ,300 

Retirement 

48,150 

51,600 

53,400 

Recruitment 

1,200 

300 

800 

Legal  Fees 

15,000 

15,000 

15,000 

Telephone 

48,000 

48,500 

51,000 

Postage 

43,400 

44,400 

49,000 
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Staff  Travel 

30,240 

30,000 

32,000 

Printing 

2,100 

2,500 

2,500 

Dues  & Subscriptions 

4,200 

2,400 

4,500 

Audit,  Tax  & Payroll 

29,000 

20,000 

30,000 

Equip.  Maintenance  & Xerox 

18,200 

22,300 

19,250 

Pension  Admin. 

4,500 

4,500 

4,500 

Temporary  Help 

2,000 

3,500 

3,500 

Office  Supplies 

21,500 

22,500 

22,500 

Total  — Administration 
Building 

$1,118,814 

$1,121,769 

$1,094,387 

Building  Maintenance 

$ 9,800 

$ 11,500 

$ 11,000 

Janitorial  Service 

18,000 

17,000 

18,000 

Insurance 

12,500 

8,800 

15,000 

Utilities 

40,000 

43,500 

41,000 

Depreciation  — Building 

32,000 

33,000 

32,000 

Depreciation  — Equipment 

32,000 

39,500 

32,000 

Ad  Valorem  Tax 

30,200 

29,000 

35,000 

Total  — Building 

$ 174,500 

$ 182,300 

$ 184,000 
FY1989 

Projections 

FY1988 

Recommended 

Category 

May  31  1988 

Budget 

Budget 

Membership 


Travel  — President 

$ 5,000 

$ 7,000 

$ 7,000 

Travel  — President  Elect 

4,000 

4,000 

4,000 

Travel  — Past  President 

1,750 

3,000 

3,000 

Travel  — AMA  Delegates 

33,500 

35,000 

35,000 

Caucus  Breakfast 

2,200 

2,600 

2,600 

Headquarters  Suite 

10,000 

10,000 

10,000 

Southeastern  Coalition 

3,700 

4,000 

4,000 

Travel  — Sec  & Treas  to  AMA 

2,890 

3,500 

3,500 

Two  MD’s  AMA  Leadership 

1,600 

1,600 

1,800 

AMA  — Medical  Student  Sec 

2,740 

2,740 

10,850 

State  Med  Ed  Luncheon 

350 

375 

375 

Sundry 

550 

600 

600 

Exec  Comm  Provisional 

3,000 

6,000 

6,000 

Exec  Comm  Travel 

7,800 

8,700 

8,700 

Business  Coalition 

4,000 

4,000 

4,000 

Meetings 

10,500 

11,000 

11,000 

Pres  Provisional  Fund 

24,000 

24,000 

24,000 

Pres  Exec  Fund 

16,000 

16,000 

16,000 

Roster 

16,258 

16,500 

16,500 

Proceedings 

3,000 

3,000 

3,000 

Total  Membership 
Journal 

$ 152,838 

$ 163,615 

$ 171,925 

Salaries 

$ 46,000 

$ 46,750 

$ 47,650 

Health  Insurance 

4,500 

6,026 

5,625 

FICA 

2,620 

3,343 

5,830 

Retirement 

2,220 

2,940 

3,040 

Printing 

108,000 

105,000 

108,000 

Photo  Processing 

340 

500 

500 

Advertising  Promotion 

600 

500 

500 

Postage 

13,000 

13,000 

14,773 

Clipping  Service 

450 

450 

450 

Dues  & Subscriptions 

250 

300 

300 

Artwork 

5,800 

6,000 

6,500 

Travel 

2,200 

2,200 

2,200 

Total  — Journal 

$ 185,960 

$ 187,009 

$ 195,368 
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Other 


Franklin  Benefits 
Board  Contingent 

Total  — Other 

Category 

$ 3,600 

30,000 
$ 33,600 

Projections 
May  31,  1988 

$ 3,600 

40,000 
$ 43,600 

FY1988 

Budget 

$ 3,600 

20,000 
$ 23,600 

FY1989 

Recommended 

Budget 

Data  Processing 

Salaries 

$ 64,000 

$ 71,500 

$ 

58,000 

FICA 

4,588 

5,112 

4,360 

Health  Insurance 

5,940 

5,800 

4,000 

Disability  Insurance 

480 

590 

360 

Retirement 

3,920 

5,720 

3,200 

Unemployment  — State 

190 

190 

190 

Unemployment  — Federal 

170 

170 

170 

Insurance 

1,500 

1,450 

1,500 

Equipment  Rental 

940 

2,000 

1,500 

Equipment  Maintenance 

31,000 

29,000 

27,500 

Data  Communication 

720 

815 

780 

Supplies 

5,800 

7,500 

6,000 

Depreciation/  Amort 

58,000 

59,000 

48,000 

Travel 

550 

2,000 

1,500 

Education  & Dues 

130 

300 

300 

Consulting  Fees 

3,000 

5,000 

5,000 

Office  Operations 

6,200 

7,800 

6,500 

Documentation 

1,800 

2,400 

2,000 

Total  — Data  Processing 

$ 188,928 

$ 206,347 

$ 

170,860 

Committees 

Access  to  Health  Care 

$ 2,350 

$ 3,500 

$ 

2,000 

Annual  Session 

36,000 

36,000 

38,000 

Auxiliary 

63,549 

63,549 

66,638 

Doctor-of-Day 

6,300 

6,300 

7,000 

Impaired  Physicians 

50,000 

50,000 

5,000 

Legislation  & Bulletin 

62,812 

62,812 

70,000 

PIP 

8,915 

8,915 

10,000 

Education 

2,300 

2,375 

2,825 

Medical  Aspects  of  Sports 

850 

1,500 

1,200 

Physician-Lawyer  Liaison 

0 

5,000 

2,000 

Membership  Insurance 

0 

1,500 

1,500 

Public  Relations 

50,000 

50,000 

60,000 

Scientific  Assembly 

47,000 

40,000 

40,000 

Newsletter 

24,000 

19,000 

24,900 

Third  Party  Relations 

750 

2,500 

2,500 

Leadership  Conference 

16,300 

17,500 

15,000 

Computers  In  Medicine 

300 

1,000 

0 

Resident  Physician  Section 

5,300 

4,130 

3,205 

Young  Physician  Section 

0 

0 

3,205 

Public  Health 

1,500 

3,000 

5,000 

Medical  Schools 

0 

1,000 

1,000 

Membership 

500 

3,000 

3,000 

Medical  Practice 

100 

1,500 

0 

Hospital  Medical  Staff 

2,000 

5,000 

0 

Committee  On  Disadvantaged 

1,000 

3,000 

3,000 

Prof  Liability  Support 

850 

1,955 

2,500 

Total  — Committees 

$ 382,676 

$ 394,036 

$ 

369,473 
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Recommendations 

I.  It  is  recommended  that  funding 
for  the  Impaird  Physicians  Program 
be  set  at  $5,000  to  establish  a net- 
work to  provide  intervention  for 
physicians  needing  treatment  and 
to  promote  the  program.  The  Fi- 
nance Committee  feels  that  ap- 
proval of  a Medical  Director  will  ob- 
ligate MAG  to  spend  $200,000 
annually  by  1990.  Please  see  Treas- 
urer’s Report  for  an  expanded  dis- 
cussion of  the  Finance  Committee’s 
proposal  as  an  alternative  to  em- 
ployment of  a Medical  Director. 

II.  It  is  recommended  that  $75,000 
be  charged  to  the  Tort  Reform  As- 
sessment account  to  offset  salaries 
expended  for  efforts  during  FY  1989 
to  enhance  Tort  Reform  legislation. 
This  is  in  recognition  of  the  amount 
of  staff  time  devoted  to  this  impor- 
tant project  and  the  level  of  Tort 
Reform  Reserve  remaining  (ap- 
proximately $530,000)  in  relation  to 
anticipated  expenditure  levels. 

III.  It  is  recommended  that  an- 
nual dues  be  increased  by  $25  for 
full  dues  paying  members  to  $360 
(other  membership  categories  to  be 
increased  proportionately).  This  in- 
crease if  approved  would  be  the  First 
in  three  years,  approximately  7.5% 
over  this  period. 

IV.  It  is  recommended  that  the 
Fiscal  Year  1989  Budget  be  sub- 
mitted to  the  House  of  Delegates 
with  a small  Excess  Revenue  Over 
Expense  From  Regular  Operations 
of  $10,487. 

House  Action 

Recommendation  1 : Adopted  the 
Minority  Report  of  Reference  Com- 
mittee F as  printed  below: 


MINORITY  REPORT 
OF  REFERENCE 
COMMITTEE  F 

Marvyn  D.  Cohen,  M.D., 
Muscogee 

William  R.  Hardcastle, 
M.D.,  DeKalb 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates: 

The  following  recommendations 
are  respectfully  submitted  as  a Mi- 
nority Report  to  Reference  Com- 
mittee F: 

(1)  REPORT  OF  THE  CHAIRMAN 
OF  THE  BOARD  OF  DIRECTORS, 
MAG  BUDGET  1988-1989,  Rec:  1. 

Recommendation 

Mr.  Speaker,  we  advise  Recom- 
mendation 1 be  adopted  as 
amended: 

In-house  monitoring  of  records 
and  results  of  the  Impaired  Physi- 
cians Program  is  imperative.  An 
M.D.  Director  (who  is  currently 
available)  and  would  be  under  the 
supervision  of  the  Executive  Direc- 
tor of  MAG  could  direct  the  Program 
during  the  next  year  and  provide: 

(a)  Information  on  how  the  Pro- 
gram functions; 

(b)  The  medical  “muscle”  to  in- 
augurate alternative  methods  of 
funding; 

(c)  An  impartial  distribution  of 
cases  to  treatment  facilities; 

Funding  should  be  set  at  an  an- 
nualized amount  of  $50,000  and  the 
M.D.  Director’s  services  should  be 
limited  to  Georgia  doctors  and  their 
families. 

Mr.  Speaker,  this  concludes  the 
Minority  Report  of  Reference  Com- 
mittee F. 


House  Actions  (of  Board  of 
Directors  Budget,  con’t) 

Recommendation  2:  Adopted. 
Recommendation  3:  Adopted. 


Recommendation  4:  Adopted  as 
amended  to  incorporate  substitu- 
tion of  Minority  Repot  to  Reference 
Committee  F concerning  Impaired 
Physician  Program: 

Decrease  Salaries,  Administra- 
tion, by  $20,000  to  $675,737; 

Decrease  Total  Administration  by 
$20,000  to  $1,074,387. 

Increase  Impaired  Physicians 
Committee  by  $24,167  to  $29,167 
(Impaired  Physician  Committee 
budget  was  increased  due  to  testi- 
mony that  a Medical  Director  would 
be  hired  November  1,  1988;  there- 
fore, funding  is  for  period  Novem- 
ber 1,  1988,  through  May  31,  1989, 
based  upon  an  annualized  budget 
of  $50,000  as  presented  in  the  Mi- 
nority Report); 

Increase  “Total  Committees”  by 
$29,167  to  $393,640;  and 
Decrease  “Revenue  Over  Ex- 
pense from  Regular  Operations”  by 
$4,167  to  $6,320. 


RESOLUTION  12 
MAG  Dues 

Muscogee  County  Medical 
Society 

Whereas,  at  the  present  MAG’s 
dues  billing  is:  66  years  of  age  dues 
reduced  20%;  67  years  of  age  dues 
reduced  40%;  68  years  of  age  dues 
reduced  60%;  69  years  of  age  dues 
reduced  80%;  70  years  of  age  dues 
exempt  (tenure  of  membership  at 
least  ten  years);  and, 

WHEREAS,  many  socio-eco- 
nomic events  have  made  dramatic 
changes  in  the  practice  of  medicine 
today;  and, 

Whereas,  an  appreciable  number 
of  physicians  have  expressed  a de- 
sire to  semi-retire  or  limit  their 
practices  prior  to  the  magic  age  of 
65;  and, 
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Whereas,  the  Association  needs 
the  expertise  of  this  group  of  mem- 
bers; now,  therefore,  be  it 

RESOLVED,  that  anyone  who  has 
been  a member  in  good  standing 
of  the  Medical  Association  of  Geor- 
gia continuously  for  at  least  25 
years,  may  be  eligible  for  half-rate 
MAG  dues  at  age  60,  and  dues  ex- 
empt at  age  65,  upon  request;  and 
be  it  further 

RESOLVED,  that  anyone  practic- 
ing only  part-time  who  has  been  a 
member  in  good  standing  for  at  least 
25  years,  may  be  eligible  for  half- 
rate dues  by  showing  proof  of  part- 
time  practice  of  20  hours  per  week 
or  less. 

House  Action 

Adopted  as  amended:  “Resolved 
1 and  2 are  referred  to  the  Board  of 
Directors  for  study.  The  results  of 
the  study  should  be  presented  at 
the  September  Board  of  Directors 
meeting  and  if  a need  to  modify  the 
present  dues  structure  is  perceived, 
appropriate  direction  should  be 
given  to  the  Constitution  & Bylaws 
Committee  so  that  the  House  of 
Delegates  may  consider  action  at 
its  next  meeting.” 


RESOLUTION  14 

Alternate  Income 
Study  Committee 

MAG  Executive  Committee 

Referred  to  Reference 
Committee  F 

RESOLVED,  that  the  MAG  House 
of  Delegates  authorize  the  estab- 
lishment of  a study  committee  to 
evaluate  possible  opportunities  for 
alternative  non-dues  income 
sources. 


SUPPLEMENTAL 

REPORT 

Reserve  for  Tort  Reform 
Activities 

As  of  May  31,  1987,  the  audited 
balance  in  the  Tort  Reform 
Reserve  Account  was  $479,652.  To 
date,  actual  expenditures  charg- 
able  to  this  account  this  year  are 
less  than  $2,500.  As  delineated  be- 
low, the  Reserve  Account  is  ex- 
pected to  increase  by  at  least 
$50,420  since  there  are  no  current 
plans  to  expend  substantial 
amounts  from  this  reserve  prior  to 
May  31,  1988. 


Audited  Balance  $479,652 

5/31/87 

Receipts  FY88  29,000 

Projected  Expenditures  (7,000) 
FY88 

Projected  Interest  28,420 

Earnings  FY88 

Projected  Fund  $530,072 

Balance  5/31/88 


House  Action 

Adopted. 
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The  Reference  Committee  on 
Constitution  and  Bylaws  was 
comprised  of  the  following  physi- 
cians: James  Q.  Whitaker,  Chair- 
man, Peach  Belt;  E.  Van  Herrin,  Vice 
Chairman,  Crawford  B.  Long;  Clyde 
B.  Roundtree,  DeKalb;  Frank  E. 
Carlton,  Georgia  Medical  Society; 
Chappell  A.  Collins,  Jr.,  Dougherty; 
Sidney  A.  Bell,  Floyd-Polk-Chat- 
tooga;  Thomas  J.  Anderson,  Jr., 
Medical  Association  of  Atlanta;  and 
Gary  R.  Loveless,  Ogeechee  River. 


CONSTITUTION 
AND  BYLAWS 
COMMITTEE 

J.  Rhodes  Haverty,  Jr., 
M.D.,  Chairman 

Chapter  X,  Section  6 of  the  MAG 
Bylaws  mandate  a complete 
review  of  the  Constitution  and  By- 
laws at  least  once  every  five  years 
with  the  purpose  in  mind  that  the 
Committee  on  Constitution  and  By- 
laws will  propose  amendments  that 
seem  advisable. 

The  Committee  has  been  en- 
gaged in  a complete  review  of  the 
Constitution  and  Bylaws  during  the 
past  year.  The  focus  of  the  review 
has  been  to  clarify  existing  provi- 
sions, correct  any  errors  or  omis- 
sions, simplify  the  style  and  pur- 
pose such  changes  as  would 
improve  the  Constitution  and  By- 
laws and  make  them  more  efficient. 
The  Committee’s  study  has  resulted 
in  a number  of  proposed  amend- 
ments which  are  included  in  the 
report  below. 

(Note:  Amendments  by  addition 
are  underlined,  and  amendments 
by  deletion  are  cresse4-GutO 


The  following  Constitutional 
amendment  was  introduced  at  the 
1987  House  of  Delegates  meeting. 
It  has  “been  on  the  table”  for  the 
past  year,  published  in  the  MAG 
Journal  as  required,  and  is  now  el- 
igible to  be  voted  on  by  the  House. 

The  amendment  would  change 
the  composition  of  the  House  by 
the  addition  of  a voting  delegate  to 
represent  the  Young  Physician  Sec- 
tion. 

Article  V — House  of  Delegates 

SECTION  1.  COMPOSITION.  The 
House  of  Delegates  is  composed  of 
delegates  elected  by  the  compo- 
nent societies,  the  Resident  Physi- 
cian Section,  the  Young  Physician 
Section,  the  Medical  Student  Sec- 
tion, and  Hospital  Medical  Staff 
Section.  All  delegates’  qualifica- 
tions and  terms  of  office  shall  be 
provided  for  in  the  Bylaws.  The  of- 
ficers, the  past  presidents  of  the  As- 
sociation, the  Editor  of  the  Journal, 
delegates  to  the  AMA,  the  Executive 
Director  and  chairpersons  of  stand- 
ing committees  shall  be  ex-officio 
members  of  the  House  of  Delegates 
without  the  right  to  vote. 

House  Action 

Adopted. 
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Members  of  the  Reference  Committee  on  Constitution  & Bylaws  (C&B)  listen  to  their  chairman  at  the  podium,  J.  Rhodes 
Hauerty,  Jr.,  of  Atlanta. 


MAG  BYLAWS 

CHAPTER  II  — MEMBERSHIP 
SECTION  1.  ACTIVE  MEMBERS, 

(a)  A physician  may  become  an 
Active  Member  in  the  Association 
if  the  requirements  of  subpara- 
graphs (i),  (ii),  or  (iii)  below  are 
met: 

(i)  A physician  shall  hold  the  de- 
gree of  Doctor  of  Medicine  or  Bach- 
elor of  Medicine,  or  its  equivalent, 
from  a medical  college  acceptable 
to  the  Judicial  Council  of  the  As- 
sociation, be  licensed  to  practice 
medicine  in  the  State  of  Georgia, 
and  be  certified  by  the  Secretary  of 
a component  society  as  being  a 
member  in  good  standing  of  such 
component  society;  or 

House  Action 

Section  1 (a)  (i) : Changed  and 
adopted  ‘or  its  equivalent”  to  “or 
an  equivalent  degree  issued  in  a 
foreign  country.” 

(iii)  A physician  shall  hold  the 
degree  of  Doctor  of  Medicine  or 
Bachelor  of  Medicine,  or  its  equiv- 
alent, from  a medical  college  ac- 
ceptable to  the  Judicial  Council  of 
the  Association,  be  certified  by  the 
Secretary  of  a component  society  as 
being  a member  in  good  standing 
of  such  component  society  and  be 
employed  as  a fud-t-ime  commis- 


sioned medical  officer  in  any  of  the 
armed  forces  of  the  United  States 
or  in  the  United  States  Public  Health 
Services,  Veterans  Administration 
or  Indian  Service. 

House  Action 

Section  1 (a) (iii):  Changed  and 
adopted  “or  its  equivalent”  to  “or 
an  equivalent  degree  issued  in  a 
foreign  country.” 

(b)  Those  members  classified 
under  subparagraphs  (i)  and  (iii) 
above  shall  pay  full  annual  dues 
and  assessments  to  the  Associa- 
tion; and  those  members  classified 
under  subparagraph  (ii)  above  shall 
pay  such  dues  and  assessments, 
whfeh--may--be--les&-than-lu-l-l-duesT 
as  the  House  of  Delegates  upon 
recommendation  of  the  Board  of 
Directors  may  from  time  to  time  de- 
termine. All  members  described  in 
this  Section  1 shall  have  full  privi- 
leges of  membership,  including  the 
right  to  vote,  to  hold  office  and  to 
receive  the  Journal  of  the  Medical 
Association  of  Georgia,  except  as 
expressly  set  forth  in  these  Bylaws. 
A physician  applying  for  active 
membership  after  July  1 of  any  year, 
who  is  applying  for  membership  in 
the  Medical  Association  of  Georgia 
for  the  first  time,  shall  pay  one-half 
of  the  annual  dues  set  for  that  par- 


ticular membership  classification. 
This  does  not  apply  to  any  physi- 
cian whose  dues  may  be  reduced 
under  the  provisions  of  the  sliding 
dues  schedule. 

(c)  An  Active  Member  may  be  ex- 
cused from  the  payment  of  dues  or 
assessments  for  the-dwa-tien-ef 
either— eT-The-fol-l-ewi-ng-c-i-rc-um- 
stanees-:— (+)  financial  hardship  or 
ilIessi-e>r-{#)--temp©r-cHy--seFvic-e--in 
the-armed-foreee-ofthe-United-States 
dur+n-g-a-natienaT-emergeney-etf 
c-empuisery-serviee-under-the-Se- 
leedve-Serviee-System  or- temporary 
serviee-a^-a-fullTimeeemmissioned 
medieal-eff-ieer-in-any-Feserve-serv- 
iee-of-the-armed-foreesT  Such  relief 
shall  not  become  effective  until  a 
lapse  of  90  days  after  application 
therefor  at  which  time  it  will  be- 
come retroactive  and  will  extend 
through  the  applicable  period.  Such 
dues  or  assessments  exemption 
may  be  granted  or  denied  by  the 
Judicial  Council  after  recommen- 
dation of  the  member’s  component 
local  society;-- a*d— the-Tudic-ial 
Geuncil-shall-be-fu-iiy-empowered 
to-grant-or-deny-suc-h-e-xemption 
whetder-or-not-sucb-memberdcon- 
stituent-ilecal-sec-iety-has-recGm- 
mended-suc-h-e-xemptien.  Members 
excused  from  the  payment  of  dues 
or  assessments  pursuant  to  sub- 
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paragraph-{-c-)~(-i)~abGve;  the  above 
shall  continue  to  receive  all  rights 
and  benefits  of  membership  as  en- 
joyed by  active  dues  paying  mem- 
bers. Members— exeused-from-the 
payment-of-dues-pursuaet-to-sub- 
paragraf>h--{e->-{4i-)-a-bGve-ahad--net 
rec-ewe-any-^ubhcatien-ef-the-As- 
seeiat-i©n--exeept-by-per-5Gnal-sub- 
seriptiem 

(d)--Any--members-whe--ar-e--par- 
tic-rpants-da-the-reduc-ed-dues-pro- 
gram-sball-be-entitled-t-o-reeeive-all 
rights-and— pr-wdeges-of-member- 
ship-as-enjoyed-by-ac-tive-fed-dues 
pay+ng--membersT--T-bis-vvGuld-a4sQ 
appfy-tG-these-phys-kaana-elassed 
as-DE- -7t  -who  -are -dues-e-xem  p t-by 
reachlftg--4-he---efi4--o-f-4he--seme-r 
member-sl-id-i-ng-dues-seale-.— This 
se€iion-shal-l-Gnly--appfy-to--those 
members-categerized-in-Ghapter-lb 
Me-mber$frip-r--$e€±Yon---\-,--- Active 
Members-i-and-Sectien-77-L-i-fe-iVlem- 
bersT 

House  Action 

Section  1 (b)  (c)  (d):  Adopted. 

SECTION  2.  RETIRED  MEMBERS. 
A member  who  elects  to  retire  from 
the  practice  of  medicine  regardless 
of  age  or  length  of  membership  in 
this  Association  may  do  so  and  be 
classified  as  a retired  member.  Re- 
tired members  shall  not  be  re- 
quested to  pay  dues  or  assess- 
ments, nor  shall  they  be  entitled  to 
vote,  hold  office  or  receive  any  pub- 
lication of  the  Association  except 
by  personal  subscription.  Retired 
physicians  shall  be  defined  as  those 
who  have  indicated  their  retirement 
in  writing  to  the  MAG  Secretary  and 
practice  less  than  20  hours  per 
week. 

House  Action 

Section  2:  Adopted. 

SECTION  3.  SERVICE  MEMBERS. 
A physician  may  become  a Service 
Member  by  being  a full-time  com- 
missioned medical  officer  in  any  of 
the  armed  forces  of  the  United  States 
or  by  having  retired  from  gainful 


employment  as  a medical  officer  of 
the  United  States  Public  Health 
Services,  Veterans  Administration, 
Indian  Service,  or  Armed  Forces. 
Service  Members  need  not  be  li- 
censed to  practice  medicine  in  the 
State  of  Georgia  provided  they  hold 
the  degree  of  Doctor  of  Medicine  or 
Bachelor  of  Medicine,  or  its  equiv- 
alent, from  a medical  college  ac- 
ceptable to  the  Judicial  Council. 
Such  members  shall  not  be  re- 
quired to  pay  any  dues  or  assess- 
ments to  the  Association.  They  shall 
not  be  entitled  to  vote  or  hold  office 
in  the  Association,  nor  shall  they 
receive  any  publications  of  the  As- 
sociation except  by  personal  sub- 
scription. 

House  Action 

Section  3:  Changed  and  adopted 
“or  its  equivalent”  to  “or  an  equiv- 
alent degree  issued  in  a foreign 
country.” 

&E-GWQU-4-.~ASSQ€-IATE~MEM- 
££ftSr-Rhyst€ians-may--becGme-As- 
sec-iate-Membera-erfMAGwhen-they 
are-recommended— by-their-eem- 
ponent-medieal-SGcieties-and-they 
have--met-4he- -criteria  -for-Assoerate 
Member-a-s-established-by-the-MAG 
Exeeutive-G-emmi-dee-.-AsaGC-iate 
Members-need-not-de-hcensed-tG 
prac-tiee-medic-i-ne-m-the-State-Gf 
Georg-iav-Aasociate-Members-eFiay 
nGt-vote-nor-hefd-office-except-that 
they-may-vGte-w-hen-sefv-mg-aa 
members-Gf-MAG-committees-Gn 
issues-submit-ted-to-a-vote-of-sueh 
committees. 

House  Action 

Section  3:  Referred  to  Committee 
on  Constitution  and  Bylaws. 

SECTION  8.  STUDENT  MEM- 
BERS. Any  person  certified  by  the 
Secretary  of  a component  county 
medical  society  to  be  a student 
member  thereof  may,  upon  such 
certification  by  such  Secretary,  be- 
come a Student  Member  of  this  As- 
sociation upon  proof  that  such  per- 
son is  a student  in  good  standing 
at  a medical  school  approved  by 


the  Compos-be-State-Board-of-Med- 
ie-at-Examiner-s  Liaison  Committee 
on  Medical  Education.  Student 
Members  may  not  vote  nor  hold  of- 
fice except  that  they  may  vote  when 
serving  as  members  of  MAG  com- 
mittees on  issues  submitted  to  a 
vote  of  such  committees. 

House  Action 

Section  8:  Adopted. 

SECTION  13.  JURISDICTION. 

(a)  It  shall  be  the  policy  of  this 
Association  and  its  component 
county  medical  societies  that  its 
members  shall  belong  to  the  com- 
ponent county  medical  society  hav- 
ing jurisdiction  of  the  county  of  their 
dominant  practice.  Exceptions  may 
be  granted  by  the  Judicial  Council 
on  request  from  the  member  or 
members  seeking  an  exception  to 
this  general  policy,  provided  that 
the  society  transferred  to  shall  be 
contiguous  to  the  county  of  the 
member’s  dominant  practice.  When 
no  such  component  county  medi- 
cal society  has  jurisdiction  of  the 
county  in  which  the  member  has 
dominant  practice,  such  member 
shall  belong  to  a component  county 
medical  society  having  jurisdiction 
of  a county  adjacent  to  the  county 
in  which  the  member  has  dominant 
practice.  T-hfs-shah-net-necGasar-iJy 
be-retroac-bveT 

(b)  If  physicians  reside  and/or 
practice  in  other  states,  they  may 
belong  to  county  medical  societies 
in  Georgia,  as  long  as  they  are 
members  of  and  in  good  standing 
in  the  state  medical  associations  in 
their  states  of  dominant  practice. 
Such  membership  shall  be  applied 
for  through  the  county  medical  so- 
ciety in  Georgia  with  which  they 
wish  to  affiliate  and  all  business 
shall  be  conducted  through  that 
county  society  and  not  the  MAG. 

(c)  If  a member  of  the  MAG  tem- 
porarily moves  to  another  state  for 
continuing  education,  fellowship, 
additional  residency,  military  serv- 
ice, or  other  reasons  approved  by 
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the  member’s  county  medical  so- 
ciety, the  member  may  continue 
membership  in  the  MAG  as  long  as 
the  physician  remains  a member  in 
good  standing  (d-ues-payi-ng-er-dues 
exempt-}  in  the  Georgia  county 
medical  society  in  which  the  mem- 
ber last  practiced. 

House  Action 

Section  13  (a)  (b)  (c):  Adopted. 

SEG-TION---I4,---DEFINITION---QE 
iWLC-T4ME-VThe-weFds--‘-Tulldime 
wher-ever-used-m-this-Ghaptef -shall 
mean-4hat-me-4ime-at-all-ie-€levoted 
te-private-pract-iceT 

House  Action 

Section  14:  Adopted. 

SEG-T4GN-- 1-3-.— E-XGEPTIGN— FOR 
MEMBERS-IN--GGQD-STAND1NG-AS 
QF--APRlE--2QT-197-5-.-A-per-5Gn--whQ 
was-ac-cepted-as-a-membef-m-geod 
stafidmg-as--ol-Apr44-2Dr497-S-, --shall 
c-ontmue-as-a-member-of-the-As- 
soGiatioFi-notwithstanding-that-such 
persem-may-not-hold-the-hteral-de- 
gree-©f-0©€tor--©f-Me€li€4fie-or-6a€h- 
ek>r-Gl-Med4clue--H©wevef,— such 
member -shall-be-aubject-tea-l-l-GtheF 
provis+ons-Gf-these-Bylawa-for-CGn- 
tmuatiGn--ef--membershipT 

House  Action 

Section  15:  Adopted. 

CHAPTER  IV  — HOUSE  OF 
DELEGATES 

SECTION  2.  COMPOSITION. 

(a)  COMPONENT  COUNTY  SO- 
CIETIES. For  each  25  members,  or 
fraction  thereof,  whose  dues  have 
been  paid  to  the  Association  by  De- 
cember 31  of  the  preceding  year, 
each  component  county  society 
shall  elect  one  delegate  and  a-c-er- 
responding  one  alternate  delegate, 
each  of  whom  shall  have  been  a 
member  in  good  standing  of  the  As- 
sociation for  the  immediately  pre- 
ceding three  years,  provided,  how- 
ever, that  each  component  county 
society  shall  be  entitled  to  at  least 
one  delegate  and  one  alternate  del- 
egate. In  arriving  at  the  number  of 


delegates  to  be  apportioned  to  each 
component  society,  life  members, 
DE-Us-aud-DE-T-’s  shall  be  counted 
the  same  as  dues  paying  members 
and  included  in  the  total  for  pur- 
poses of  delegate  apportionment. 
Delegate  entitlement  will  be  deter- 
mined by  counting  only  those  phy- 
sicians who  are  actually  members 
of  a component  society  and  MAG 
on  December  31  of  the  year  pre- 
ceding the  annual  session  during 
which  the  apportionment  would  be 
in  effect.  Delegates  to  the  House  of 
Delegates  shall  serve  for  a term  of 
three  years,  with  one-third  of  the 
members  of  the  House  of  Delegates 
to  be  elected  annually,  provided  that 
component  county  societies  which 
are  entitled  to  three  or  more  dele- 
gates shall  elect  at  their  first  elec- 
tion one-third  of  their  delegation  for 
a term  of  one  year,  one-third  of  their 
delegation  for  a term  of  two  years, 
one-third  of  their  delegation  for  a 
term  of  three  years  and  thereafter 
elect  such  delegates  whose  terms 
of  office  expire  therewith.  Those 
component  county  societies  which 
are  entitled  to  less  than  three  del- 
egates shall  elect  their  delegate  or 
delegates  for  staggered  terms  in  ro- 
tation in  such  manner  as  may  be 
determined  by  the  Board  of  Direc- 
tors, until  one-third  of  the  House  of 
Delegates  is  being  elected  an- 
nually. 

House  Action 

Chapter  IV,  Section  2 (a): 
Adopted. 

fb)  SECTIONS 

(0  The  Hospital  Medical  Staff 
Section  shall  be  comprised  of  ac- 
tive members  of  the  staff  of  any  duly 
licensed  hospital  in  Georgia,  who 
holds  an  M.D.  degree  or  its  equiv- 
alent and  who  has  an  unrestricted 
license  to  practice  medicine  and 
surgery  in  Georgia,  and  is  a mem- 
ber in  good  standing  of  the  Medical 
Association  of  Georgia.  The  Section 
shall  be  entitled  to  one  voting  del- 
egate and  one  alternate  delegate 


who  shall  be  elected  each  year  by 
the  Section. 

T-he-Med-ic-al-Staff-Sec-tlGn-shall 

be-entitJed-{G--Gne-VGtmg-deIegate 

an4-alternate-delegat€7-T-hese-d€l- 

egates-shalf-be-elected-each-yeaF 

by-the-Sec-bon-aFFd-abaH-be-mem- 

beFsTn-geGd-stnadingvvith-the-Mcd- 

k-aEAssoe-i-atieFF-of-Geer-g-iaT 

(ii)  The  Resident  Physician  Sec- 
tion shall  be  comprised  of  physi- 
cians who  are  serving  in  Georgia 
Residency  Training  programs  ap- 
proved by  the  Accreditation  Coun- 
cil for  Graduate  Medical  Education 
and  who  are  members  in  good 
standing  of  the  Medical  Association 
of  Georgia.  The  Section  shall  be  en- 
titled to  one  voting  delegate  and  one 
alternate  delegate  who  shall  be 
elected  each  year  by  the  Section. 

T-he-Res+dent-Physi-eian-Eection 
sba!T-be-eGt+t4ed-to-€me-vGting-del- 
egate-and  alternate-delegater-T-bese 
delegates-shall-be-elected-by-the 
Sec^+GR-and-shall-be-membeFS-in 
geod-stapid-i-ng-with-tbe-MAGT 

House  Action 

Section  2 (b)  (i)  (ii):  Adopted. 

(iii)  The  Medical  Student  Section 
shall  be  comprised  of  medical  stu- 
dents who  are  Student  Members  of 
the  Medical  Association  of  Georgia, 
enrolled  in  Georgia  medical  schools 
that  are  accredited  by  the  Liaison 
Committee  on  Medical  Education. 
The  Section  shall  be  entitled  to  one 
voting  delegate  and  one  alternate 
delegate  who  shall  be  elected  each 
year  by  the  Section. 

OHe-studeftt-FepFesentative--each 
fFGm-the-FnedicaI-sc-heel5-4n-GeGF- 
gia-wblch-are-aecreditcd-by-the-Li- 
aFsen-CGmmittee-Gn-IVIedic-al-Edu- 
eabon— shalE-be-a-memUer— of-the 
Housa-ef--Delegatcs--w44houi--the 
pGwer--t€>-mak-e-mot4ens-Gr-tG-VGt€; 
but-wI-tb-the-FigbL-tG-be-Tiear-d-at 
meetingsv 
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House  Action 

Section  2 (iii):  Adopted  as 
amended: 

“(iii)  The  Medical  Student  Sec- 
tion shall  be  comprised  of  medical 
students  who  are  student  members 
of  the  Medical  Association  of  Geor- 
gia, enrolled  in  Georgia  medical 
schools  that  are  accredited  by  the 
Liaison  Committee  on  Medical  Ed- 
ucation. The  Section  shall  be  enti- 
tled to  one  student  representative 
from  each  of  the  medical  schools 
in  Georgia  which  are  accredited  by 
the  Liaison  Committee  on  Medical 
Education  each  of  whom  shall  be 
a member  of  the  House  of  Dele- 
gates without  the  power  to  make 
motions  or  to  vote,  but  with  the  right 
to  be  heard  at  meetings.” 

(iv)  The  Young  Physicians  Sec- 
tion shall  be  comprised  of  those 
active  members  of  the  Medical  As- 
sociation of  Georgia  who  are  under 
40  years  of  age  or  within  the  first 


five  years  of  medical  practice  and 
are  not  residents.  The  Section  shall 
be  entitled  to  one  voting  delegate 
and  one  alternate  delegate  who 
shall  be  elected  annually  by  the 
Section  from  among  its  members. 

Notwithstanding  any  deadline 
established  for  the  introduction  of 
resolutions  to  the  House  of  Dele- 
gates, the-Medieal-Staff-Sec-t+on-and 
the— R-es-i-deftt— P-hysic-iaR— SecTron 
the  Sections  authorized  in  the  Con- 
stitution shall  have  the  right  to  adopt 
resolutions  at  their  meetings  im- 
mediately preceding  the  House  of 
Delegates  and  to  have  their  reso- 
lutions introduced  at  the  opening 
session  of  the  House. 

House  Action 

Section  2 (iv):  Adopted. 

SECTION  6.  GENERAL  ORDER  OF 
BUSINESS.  The  following  shall  be 
the  general  order  of  business  at  all 
meetings  of  the  House  of  Dele- 


Dr. William  C.  Collins,  of  Atlanta,  Chairman  of  MAG’s  Board  of  Directors. 


gates:  (1)  call  to  order  by  the 
Speaker;  (2)  roll  call;  (3)  elections 
of-Speaker-and-Vie-e-Speaker-ev-eiy 
third-year;  (4)  reading  and  adoption 
of  minutes;  (5)  reports  of  officers; 
(6)  reports  of  committees;  (7)  un- 
finished business,  and  (8)  new 
business.  At  any  meeting,  the  House 
by  majority  vote  may  change  the  or- 
der of  business.  New  business  may 
be  introduced  at  the  final  meeting 
of  the  House  of  Delegates  only  when 
such  business  is  of  an  emergency 
nature  or  introduced  by  unanimous 
consent. 

House  Action 

Section  6:  Adopted. 

CHAPTER  V — BOARD  OF 
DIRECTORS 

SECTION  1.  COMPOSITION. 

(b)  Directors  and  Alternate  Di- 
rectors are  selected  as  follows: 

(i)  Subject  to  the  provisions  of 
subsequent  subparagraphs  of  this 
Section,  each  component  county 
medical  society  having  the  requi- 
site number  of  active  members  (who 
are  not  in  arrears  in  the  payment  of 
dues  to  the  Association)  and  Life 
Members,  as  indicated  in  the  fol- 
lowing table,  shall  be  entitled  to 
have  the  indicated  numbers  of  Di- 
rectors and  Alternate  Directors  di- 
rectly representing  each  such  so- 
ciety: 

Number  of 

Number  of  Directors  and 

Active  Members  Alternate  Directors 
100-399  1 

400-999  2 


IrOOO-or-more 

3 

1,000-1,499 

3 

1,500-1,999 

4 

2,000  or  more 

5 

House  Action 

Chapter  V,  Section  1 (i):  Adopted 
as  amended: 

“(i)  Subject  to  the  provision  of 
subsequent  subparagraphs  of  this 
Section,  each  component  county 
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medical  society  having  the  requi- 
site number  of  active  members  (who 
are  not  in  arrears  in  the  payment  of 
dues  and  assessments  to  the  As- 
sociation), as  indicated  in  the  fol- 
lowing table,  shall  be  entitled  to 
have  the  indicated  numbers  of  Di- 
rectors and  Alternate  Directors  di- 
rectly representing  each  such  so- 
ciety:”. 

SECTION  2.  ELECTION  OF  DI- 
RECTORS AND  ALTERNATE  DIREC- 
TORS. 

(c)  If  a Director  dies,  resigns,  or 
is  unable  to  fill  effectively  the  office 
of  Director  because  of  physical  in- 
capacity, he  shall  be  succeeded  in 
such  office  until  the  next  Annual 
Session  by  the  Alternate  Director  of 
the  District  Society  or  the  compo- 
nent county  medical  society  which 
he  represents.  If  an  Alternate  Direc- 
tor dies,  resigns  or  is  unable  to  fill 
effectively  the  office  of  Alternate  Di- 
rector because  of  physical  incapac- 
ity, or  is  serving  as  Director  pur- 
suant to  the  provisions  of  the 
immediately  preceding  sentence  of 
this  Section,  until  the  next  Annual 
Session,  the  person  to  fill  the  va- 
cancy so  created  shall  be  the  pres- 
ident, vice-president  or  secretary  in 
that  order  of  succession,  of  the  dis- 
trict society  or  the  component 
county  medical  society  which  the 
Alternate  Director  whose  office  is 
being  filled  represented,  provided 
that  if  the  first  such  officer  in  the 
order  of  succession  is  already  serv- 
ing as  Director  or  declines  to  serve, 
then  the  next  succeeding  officer  in 
line  of  succession  shall  serve  as  Al- 
ternate Director  until  the  next  An- 
nual Session.  Both  the  new  Director 
and  Alternate  Director  shall  only 
serve  until  the  next  Annual  Session 
at  which  time  notice  of  election  from 
the  district  society  or  the  compo- 
nent county  medical  society  will  be 
presented  to  fill  out  the  balance  of 
the  terms  for  which  the  original  Di- 
rector or  Alternate  Director  was 
elected.  Such  interim  notices  of 
election  shall  be  forwarded  in  like 
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manner  as  regular  notices  of  elec- 
tion for  Director  and  Alternate  Di- 
rector. In  the  absence  of  such  time- 
ly notices  of  election,  such  interim 
elections  for  the  balance  of  such 
terms  shall  be  filled  by  the  mem- 
bers of  the  House  of  Delegates  at 
the  Annual  Session.  Directors  shall 
not  serve  more  than  three  consec- 
utive three-year  terms.  Alternate  Di- 
rectors shall  not  serve  more  than 
three  consecutive  three-year  terms. 

House  Action 

Section  2 (c):  Adopted  as 
amended  by  the  delection  of,  “Di- 
rectors shall  not  serve  more  than 
three  consecutive  three-year  terms. 
Alternate  Directors  shall  not  serve 
more  than  three  consecutive  three- 
year  terms.” 

SECTION  4.  EXECUTIVE  COM- 
MITTEE. 

(c)  General  Duties,  (i)  The  Ex- 
ecutive Committee  shall  make  rec- 
ommendations to  the  Board  of  Di- 
rectors and  shall  carry  out  such 
items  of  business  as  are  referred  to 
it;  (ii)  the  Executive  Committee  shall 
appoint  all  Association  commit- 
tees, including  chairpersons;  (iii) 
the  Executive  Committee  shall 
nominate  members  of  all  boards  re- 
quired by  the  law  of  the  State  of 
Georgia  on  recommendation  of  the 
district  societies  where  applicable 
or  not  otherwise  provided  for,  all 
such  recommendations  being  sub- 
ject to  confirmation  by  the  Board  of 
Directors;  (iv)  the  Executive  Com- 
mittee shall  serve  as  Publications 
Committee  of  the  Journal;  (v)  the 
Executive  Committee  shall  recom- 
mend to  the  Board  of  Directors  the 
terms  of  employment  and  salaries 
of  all  personnel  necessary  to  con- 
duct the  affairs  of  the  Association; 
(vi)  the  Executive  Committee  shall 
be  empowered  to  select  an  Exec- 
utive Director  who  shall  be  respon- 
sible to  the  Executive  Committee 
and  for  the  operations  of  the  Head- 
quarters Office,  subject  to  the  ap- 


proval of  the  Board  of  Directors;  (vii) 
the  Executive  Committee  between 
meetings  of  the  Board  of  Directors 
shall  have  the  authority  and  power 
of  the  Board  of  Directors  in-the-field 
effdegislative-aetivity;  and  (viii)  the 
Executive  Committee  shall  act  as  a 
Board  of  Trustees,  directing  the  Ex- 
ecutive Director  in  carrying  out  the 
mandates  and  policies  of  the  Board 
of  Directors  and  the  House  of  Del- 
egates. (Between  meetings  of  the 
Executive  Committee,  the  Chair- 
man of  the  Executive  Committee  of 
the  Board  of  Directors  or  the  Chair- 
man’s duly  appointed  representa- 
tive shall  direct  the  Executive  Di- 
rector as  to  undetermined  matters 
of  policy.) 

House  Action 

Section  4:  Adopted. 

SECTION  8.  DUTIES  OF  DIREC- 
TORS AND  ALTERNATE  DIREC- 
TORS. Each  Director  shall  be  or- 
ganizer, peace-maker,  and  censor 
for  the  district  represented  by  the 
respective  Director.  The  Director 
shall  visit  each  county  in  the  re- 
spective district  at  least  once  a year 
for  the  purpose  of  organizing  com- 
ponent societies  where  none  ex- 
ists, for  inquiring  into  the  condi- 
tions of  the  profession,  and  to  keep 
in  touch  with  the  activities  of,  and 
to  aid  in  the  betterment  of,  the  com- 
ponent societies  in  that  district.  The 
Director  shall  make  an  annual  re- 
port at  the  Annual  Session  of  the 
House  of  Delegates,  listing  all  eli- 
gible physicians  in  the  respective 
district  who  are  net  members  of  a 
component  society  and  describe  the 
work  and  the  condition  of  the 
profession  of  each  county  in  that 
district.  The  Alternate  Director  shall 
assist  the  Director  in  the  perform- 
ance of  duties. 

House  Action 

Section  8:  Adopted. 
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CHAPTER  VII  — RIGHTS  AND 
DUTIES  OF  OFFICERS 

SECTION  3.  IMMEDIATE  PAST 
PRESIDENT.  The  Immediate  Past 
President  shall  serve  as  Immediate 
Past  President  for  a term  of  one  year 
following  the  term  of  office  as  Pres- 
ident and  as  such  shall  serve  on  the 
Board  of  Directors  and  its  Executive 
Committee.  The  following  two  years 
the  Immediate  Past  President  shall 
continue  to  serve  as  a member  of 
the  Board  of  Directors.  The-fere- 
gorng-sha-H-be-retroac-hve-where-it 

qpnl  ir>c* 
upptrtruT 

House  Action 

Chapter  VII,  Section  3:  Adopted. 

CHAPTER  VIII  — COMPONENT 
COUNTY  SOCIETIES 

SECTION  3.  CHARTER.  The  Board 
of-Dkeetor-s  House  of  Delegates 
shall  provide  and  issue  charters  to 
county  medical  societies  organized 
to  conform  to  the  Association’s 
Constitution  and  Bylaws.  Such 
charter  shall  be  signed  by  the  Pres- 
ident and  the  Secretary.  The  House 
of  Delegates  shall  have  authority  to 
revoke  the  charter  of  any  compo- 
nent county  society  whose  actions 
are  in  conflict  with  the  letter  or  spirit 
of  the  Association’s  Constitution 
and  Bylaws.  Only  one  component 
county  medical  society  shall  be 
chartered  in  each  county.  The 
charter  of  any  component  county 
society  shall  stand  automatically 
revoked  as  of  February  1 of  the  next 
calendar  year  following  12  consec- 
utive full  calendar  months  when  the 
total  dues  forwarded  to  the  Asso- 
ciation shall  total  less  than  five 
members.  Any  society  whose 
charter  is  thus  automatically  re- 
moved may  apply  for  a new  charter 
by  following  the  procedures  estab- 
lished in  SECTION  1 of  this  CHAP- 
TER VIII. 

House  Actions 

Chapter  VIII,  Section  3:  Adopted. 

SECTION  4.  NAMES  OF  SOCIE- 


TIES. The  names  and  titles  of  each 
component  county  society  shall 
read  exactly  as  found  in  its  charter. 
No  change  in  such  names  shall  be 
made  without  the  approval  of  the 
Beard-ef-Dkeetor-s-  House  of  Dele- 
gates of  the  Medical  Association  of 
Georgia. 

House  Action 

Section  4:  Adopted. 

SECTION  9.  COMBINED  COUN- 
TIES. In  sparsely  geographic  pop- 
ulated areas,  the  Board-of-Dkectors 
House  of  Delegates  shall  have  au- 
thority to  organize  the  physicians  of 
two  or  more  counties  into  societies, 
to  be  suitably  designated  so  as  to 
distinguish  them  from  district  so- 
cieties. These  societies  when  char- 
tered shall  be  entitled  to  all  the 
rights  and  privileges  provided  for 
component  societies.  A physican 
residing  in  a county  not  having  a 
component  society  shall  be  re- 
ferred to  an  adjacent  component 
county  society  by  the  Board  of  Di- 
rectors. 

House  Action 

Section  9:  Adopted. 

SEC-T4QN-42t-RES1DENT— P-HYS1- 
CIAN-SECTIQN--T-he-Res-ident-Phy- 
sk4an-Se€4ien-4s-€0mposcd-©f-^es- 
ident-mcmbers-of-the-Aaseciatien 
whe-are-serving-in-appr-oved-train- 
ing-programs-in-the-State-of-Geer- 
gi-a.-T-he-fu-nchens-and-atrueture-Gf 
this-resident-busi-Ress-seeTipn-shah 
be-formulafed-by-the-MAG-Board-ef 
Dkectorsr 

House  Action 

Section  12:  Adopted. 

CHAPTER  IX  — FUNDS  AND 
EXPENDITURES 

SECTION  2.  DUES  AND  ASSESS- 
MENTS. The  annual  dues  and  as- 
sessments shall  be  determined  by 
the  House  of  Delegates  upon  rec- 
ommendation of  the  Board  of  Di- 
rectors and  shall  be  levied  per  cap- 
ita on  the  active  members  of  the 


Association.  They-shall-be-payabla 
to-on-PF-before-January-hst-pf-the 
year-for-whic-b-tbey-ar-e-levied-in 
ac-e-of-dance-with  the-following-pro- 
eedur-esf  They  shall  be  paid  no  later 
than  December  31  of  the  year  in 
which  they  are  levied,  unless  a dif- 
ferent due  date  is  specified  in  the 
resolution  adopted  by  the  House  of 
Delegates. 

House  Action 

Chapter  IX,  Section  2:  Adopted  as 
amended  by  deleting  the  last  sen- 
tence and  inserting  the  following: 

“They  shall  be  payable  on  or  be- 
fore January  1st  of  the  year  for  which 
they  are  established  by  the  House 
of  Delegates  when  setting  the  next 
fiscal  year’s  budget,  unless  a dif- 
ferent due  date  is  specified  in  the 
resolution  adopted  by  the  House  of 
Delegates.  Dues  shall  be  paid  in  ac- 
cordance with  the  following  pro- 
cedures:” 

(a)  All  active  members  of  the  As- 
sociation who  are  also  members  of 
component  county  societies,  other 
than  those  described  in  subsection 
(b)  hereof,  shall  pay  such  dues  and 
assessments  in  accordance  with  the 
following  procedures:  The  Secre- 
tary of  each  component  society  shall 
certify  each  year,  on  the  date  spec- 
ified by  the  Secretary  of  the  Asso- 
ciation, its  correct  mailing  ad- 
dresses, and  the  amount  of  dues 
and  assessments  for  the  next  cal- 
endar year  to  be  levied  on  its  mem- 
bers pursuant  to  the  constitution 
and  bylaws  of  the  component 
county  society.  The  Secretary  of  the 
Association  shall  bill  such  mem- 
bers for  dues  and  assessments  due 
the  Association,  the  American  Med- 
ical Association,  and  the  particular 
component  county  society  and  col- 
lect all  such  dues  and  assessments. 
Within  60  days  of  receipt  of  such 
dues  or  assessments,  the  Secretary 
of  the  Association  shall  remit  to  the 
secretary  of  the  particular  compo- 
nent county  society  all  component 
county  society  dues  and  assess- 
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ments  collected  by  such  date  from 
its  members.  The  Secretary  of  the 
Association  shall  remit  to  the  Amer- 
ican Medical  Association  all  dues 
and  assessments  thus  collected  for 
it.  Anymember-whose-dues-and-as- 
sessments-te-the-Assoc-faden-have 
nGt-been-paid-for-the-current-year 
on-Gf-befor-e-April-l-st-shaH-stand 
suspended-untd-that-membef’a-dues 
andassessmeets-foF-the- -current-year 
hav-e-been-paidv 

(b)  All  active  members  of  the  As- 
sociation who  are  also  members  of 
a component  society  which, 
through  its  appropriate  officers,  has 
certified  to  the  Secretary  of  the  As- 
sociation that,  with  respect  to  a par- 
ticular calendar  year,  the  compo- 
nent society  elects  to  be  governed 
by  this  subsection  (b),  shall  pay 
dues  and  assessments  in  accord- 
ance with  the  following  procedure: 
the  secretary  of  such  component 
county  society  shall  cause  to  be 
collected  and  shall  forward  to  the 
office  of  the  Association  the  dues 
and  assessments  for  its  members, 
together  with  such  data  as  shall  be 
required  for  a record  of  its  officers 
and  membership.  Any  member 
whose  name  has  not  been  reported 
for  enrollment  and  whose  dues  and 
assessments  for  the  current  year 
have  not  been  remitted  to  the  head- 
quarters office  of  the  Association 
on  or  before  April  1st  of  the  follow- 
ing year  shall  stand  suspended  un- 
til his  name  is  properly  reported  and 
his  dues  and  assessments  for  the 
current  year  properly  remitted. 

House  Action 

Chapter  IX,  Section  (a)  (b): 
Adopted. 

(e)-An-ac4ive-mem-ber-vvhe--fa+ls 

te--pay--due5~feF--©fte--year--may-be 

F€m-stated--w4t-keuf--Fe-appheati0n 

upon-payment-ef-thG-cuFrent-year-a 

dues-,-pFovi4e4-there-i-s-nG-€>bjec- 

tiGn-by-the-Fespective-eeufFty-med- 

ic-absGciety.-Any-member-faihng-tG 

pay-dues--fGr-mGFe-thanh-Gne-yeaF 

shaH-be-Gligible-fGr-FeinstatGment 


upon-payFRent-ef-dues-^GF-the-c-UF- 

Fent-yeaF,--subj€€t--t<a-Fe-appli€ation 

tG-nand-appFoval-ef-the-f-espec-bve 

eeunty^nebical-SGC+etyT 

(c)  Any  member  whose  dues  and 
assessments  to  the  Association  have 
not  been  paid  for  the  current  year 
on  or  before  April  1st  shall  stand 
suspended.  Such  member  or  mem- 
bers may  be  automatically  rein- 
stated provided  all  dues  and  as- 
sessments  are  paid  no  later  than 
December  31st  of  that  year.  An  ac- 
tive member  who  fails  to  pay  dues 
and  assessments  for  one  or  more 
consecutive  years  may  be  rein- 
stated upon  reapplication  subject 
to  approval  by  the  respective  county 
medical  society  and  upon  payment 
of  the  current  year’s  dues  and  as- 
sessments plus  the  dues  and  as- 
sessments for  the  year  immediately 
preceding. 

House  Action 

Chapter  IX,  Section  (c):  Adopted 
as  amended  by  deleting  the  word 
“current”  in  the  first  sentence  and 
inserting  in  lieu  thereof  the  words 
“annual  membership  dues,”  and 
inserting  between  the  words  “1st” 
and  “shall”  in  the  first  sentence  the 
words  “of  that  year.” 

(d)  A physician  transferring  to  the 
Medical  Association  of  Georgia  from 
another  state  medical  association 
shall  be  excused  from  paying  cur- 
rent dues  and  assessments  pro- 
vided all  dues  and  assessments  to 
the  state  association  from  which  the 
physician  transferred  have  been 
paid. 

House  Action 

Chapter  IX,  Section  (d):  Adopted. 

CHAPTER  XV  — RULES  AND 
ETHICS 

SECTION  2.  PROCEDURE.  The 
deliberations  of  the  Association 
shall  be  conducted  in  accordance 
with  parliamentary  usage  con- 
tained in  the  then  current  edition 
of  Sturgis-Standar-d-CGde-Gf-Parl-ia- 


Fnenta-rv-P-Foe-edwe-  Robert’s  Rules 
of  Order,  unless  contrary  to  the 
Association’s  Constitution  and  By- 
laws. 

House  Action 

Chapter  XV,  Section  2:  Adopted 
as  amended  by  adding  after  the 
words  “Robert’s  Rules  of  Order,”  the 
words  “newly  revised.” 

CHAPTER  XVI  — AMENDMENTS 

SECTION  1.  AMENDMENTS. 
These  Bylaws  may  be  amended  at 
any  Annual  Session  by  a majority 
vote  of  the  House  of  Delegates  after 
the  amendment  has  lain  on  the  ta- 
ble for  one  day. 

Amendments  to  these  Bylaws  or 
to  the  Constitution  may  be  pro- 
posed by  action  of  the  House  of 
Delegates,  or  by  the  Board  of  Di- 
rectors, or  the  Executive  Committee 
of  the  Board  of  Directors,  or  by  the 
Committee  on  Constitution  and  By- 
laws, or  by  any  group  of  active 
members  numbering  five  or  more. 
Proposed  amendments  must  be 
submitted  to  and  received  by  the 
Constitution  and  Bylaws  Commit- 
tee not  less  than  sev-enty-fi-v-e--(7-5-) 
forty-five  (45)  days  prior  to  the  An- 
nual Session  at  which  they  are  to 
be  acted  upon.  In  an  emergency  sit- 
uation and  upon  the  affirmative  vote 
of  two-thirds  of  the  Board  of  Direc- 
tors, a meeting  of  the  Constitution 
and  Bylaws  Committee  shall  be 
called  to  consider  additional 
amendments  to  the  Constitution  and 
Bylaws  following  the  expiration  of 
the  normal  amendement  introduc- 
tion period  ending  seventy-4ive-(7-S-} 
forty-five  (45)  days  prior  to  the  An- 
nual Session. 

House  Action 

Chapter  XVI,  Section  1:  Adopted. 
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SUPPLEMENTAL 
REPORT  A 
CONSTITUTION 
AND  BYLAWS 
COMMITTEE 

J.  Rhodes  Haverty,  Jr., 
M.D.,  Chairman 

As  a part  of  its  five  year  review 
of  the  Constitution  and  By- 
laws, the  Committee  proposes  the 
following  Constitutional  amend- 
ments. If  these  amendments  are  re- 
ceived by  the  House  at  the  1988 
meeting,  they  will  “lay  on  the  table” 
until  the  1989  House  of  Delegates 
meeting  at  which  time  they  will  be 
formally  presented  for  approval  or 
rejection. 

(Note:  Amendments  by  addition 
are  underlined,  and  amendments 
by  deletion  are  c-rossed-eutO 

ARTICLE  V — HOUSE  OF 
DELEGATES 

SECTION  1.  COMPOSITION.  The 
House  of  Delegates  is  composed  of 
delegates  elected  by  the  compo- 
nent societies  in  such  number  as 
determined  by  the  Bylaws;  the  Res- 
ident Physician  Section,  the  Medi- 
cal Student  Section,  and  Hospital 
Medical  Staff  Section.  All  delegates’ 
qualifications  and  terms  of  office 
shall  be  provided  for  in  the  Bylaws. 
The  officers,  the  past  presidents  of 
the  Association,  the  Editor  of  the 
Journal,  delegates  to  the  AMA,  the 
Executive  Director  and  chairper- 
sons of  standing  committees  shall 
be  ex-officio  members  of  the  House 
of  Delegates  without  the  right  to 
vote. 

ARTICLE  V — BOARD  OF 
DIRECTORS 

SECTION  1.  COMPOSITION.  The 
Board  of  Directors  is  composed  of 
the  President,  the  President-elect, 
the  Immediate  Past  President,  the 


two  preceding  immediate  past 
presidents,  two  vice  presidents, 
Secretary,  Treasurer,  Speaker  of  the 
House  of  Delegates  and  Directors 
as  provided  for  in  the  Bylaws.  Del- 
egates and  Alternates  Delegates  to 
the  AMA,  Association  members  who 
are  past  presidents  of  the  AMA,  Ed- 
itor of  the  Journal,  past  presidents 
other  than  the  three  immediate  past 
presidents  and  the  Executive  Direc- 
tor shall  be  ex-officio  members  of 
the  Board  of  Directors  without  the 
right  to  vote.  Alternate  Directors 
shall  be  ex-officio  members  except 
in  the  absence  of  their  respective 
Directors  as  provided  for  in  the  By- 
laws. The  Vice  Speaker  shall  be  an 
ex-officio  member  except  in  the  ab- 
sence of  the  Speaker  as  provided 
for  in  the  Bylaws. 

ARTICLE  X — FUNDS  AND 
EXPENDITURES 

Funds  for  the  Operation  of  the 
Association  shall  be  raised  by-an 
equaf-per-capita  assessment-en-the 
membefs-of-each-c-omponeef-so- 
e-iety  as  determined  by  the  Bylaws. 
The  amount  of  assessment  shall  be 
set  by  the  House  of  Delegates  upon 
recommendation  of  the  Board  of 
Directors.  Funds  may  also  be  raised 
by  voluntary  contributions,  from  the 
Association’s  publications,  and  in 
any  other  manner  approved  by  the 
Board  of  Directors.  The  Board  of 
Directors  shall  submit  an  annual 
budget  to  the  House  of  Delegates 
and  shall  manage  the  finances  of 
the  Association. 

ARTICLE  XI  — OFFICIAL 
PUBLICATION 

The  Official  publication  of  the 
Association  shall  be  the  Journal  of 
the  Medical  Association  of  Georgia, 
in-whic-h-shaff-be-qubfehe4-ah-0f- 
fic-ial-Ass€)€4at-i-en-nGtices-,-abstfa€-t-s 
Gf-transactiens-ef-the-HGtrse-Gf-Del- 
egateSr-and-general-fi^eetings-Gf-the 
A-ssGe-iatiGn-,-the-an-nual-bu-dgetT 
eemplete— f-i-Bancial-reperts— as-di- 
Fec-ted-by-tbe-Board-ef-Diree-tors-and 


abstracte-Gf-meetings-ef-the-Board 

of-Dk-eetGr-ST 

House  Action 

Proposed  constitutional  amend- 
ments in  this  Report  were  received 
by  the  House  to  lie  on  the  table  and 
be  presented  for  a vote  at  the  next 
session  of  the  House  of  Delegates. 


SUPPLEMENTAL 
REPORT  B 
CONSTITUTION 
AND  BYLAWS 
COMMITTEE 

J.  Rhodes  Haverty,  Jr., 
M.D.,  Chairman 

Resolution  2 introduced  at  the 
1 988  Annual  Session  requests 
the  House  of  Delegates  to  amend 
the  MAG  Constitution  and  Bylaws 
so  that  Doctors  of  Osteopathy  may 
qualify  for  membership  in  the  Med- 
ical Association  of  Georgia. 

The  Committee  on  Constitution 
and  Bylaws  is  divided  on  the  ques- 
tion of  whether  or  not  membership 
should  be  available  to  Osteopaths. 
The  Chairman  of  the  Committee, 
however,  feels  that  the  House  of 
Delegates  should  have  at  its  dis- 
posal the  means  by  which  to  im- 
plement the  intent  of  Resolution  2 
if  it  is  the  will  of  the  House  to  do 
so. 

Without  recommendation,  there- 
fore, the  Committee  offers  the  fol- 
lowing series  of  amendments  to  that 
end: 

(Note:  Amendments  by  addition 
are  underlined,  and  amendments 
by  deletion  are  eressed-outO 

CHAPTER  II  — MEMBERSHIP 
SECTION  1.  ACTIVE  MEMBERS. 
(a)  A physician  may  become  an 
Active  Member  in  the  Association 
if  the  requirements  of  subpara- 
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graphs  (i),  (ii),  or  (iii)  below  are 
met: 

(i)  A physician  shall  hold  the  de- 
gree of  Doctor  of  Medicine,  Doctor 
of  Osteopathy  or  Bachelor  of  Med- 
icine, or  its  equivalent,  from  a med- 
ical college  acceptable  to  the  Ju- 
dicial Council  of  the  Association, 
be  licensed  to  practice  medicine  in 
the  State  of  Georgia,  and  be  certi- 
fied by  the  Secretary  of  a compo- 
nent society  as  being  a member  in 
good  standing  of  such  component 
society;  or 

(ii)  A physician  shall  hold  the  de- 
gree of  Doctor  of  Medicine,  Doctor 
of  Osteopathy,  or  Bachelor  of  Med- 
icine, or  its  equivalent,  from  a med- 
ical college  acceptable  to  the  Ju- 
dicial Council  of  the  Association, 
and  be  employed  as  an  intern  or 
resident  in  a hospital  whose  intern- 
ship program  is  approved  by  the 
Composite  State  Board  of  Medical 
Examiners  of  Georgia  or  any  pred- 
ecessor or  successor  body  author- 
ized to  license  Doctors  of  Medicine, 
and  be  certified  by  the  Secretary  of 
a component  society  as  being  a 
member  in  good  standing  of  such 
component  society;  or 

(iii)  A physician  shall  hold  the 
degree  of  Doctor  of  Medicine,  Doc- 
tor of  Osteopathy,  or  Bachelor  of 
Medicine,  or  its  equivalent,  from  a 
medical  college  acceptable  to  the 
Judicial  Council  of  the  Association, 
be  certified  by  the  Secretary  of  a 
component  society  as  being  a 
member  in  good  standing  of  such 
component  society  and  be  em- 
ployed as  a fu-M-t4me-commissioned 
medical  officer  in  any  of  the  armed 
forces  of  the  United  States  or  in  the 
United  States  Public  Health  Serv- 
ices, Veterans  Administration  or  In- 
dian Service. 

House  Action 

Chapter  II,  Section  1 (a)  (i)  (ii) 
(iii):  Adopted. 

SECTION  3.  SERVICE  MEMBERS. 
A physician  may  become  a Service 
Member  by  being  a fu-tt-time-com- 


missioned  medical  officer  in  any  of 
the  armed  forces  of  the  United  States 
or  by  having  retired  from  gainful 
employment  as  a medical  officer  of 
the  United  States  Public  Health 
Services,  Veterans  Administration, 
Indian  Service,  or  Armed  Forces. 
Service  Members  need  not  be  li- 
censed to  practice  medicine  in  the 
State  of  Georgia  provided  they  hold 
the  degree  of  Doctor  of  Medicine, 
Doctor  of  Osteopathy  or  Bachelor 
of  Medicine,  or  its  equivalent,  from 
a medical  college  acceptable  to  the 
Judicial  Council.  Such  members 
shall  not  be  required  to  pay  any  dues 
or  assessments  to  the  Association. 
They  shall  not  be  entitled  to  vote  or 
hold  office  in  the  Association,  nor 
shall  they  receive  any  publications 
of  the  Association  except  by  per- 
sonal subscription. 

House  Action 

Section  3:  Adopted. 

SECTION  7.  MEDICAL  STUDENT 
MEMBERS.  Any  person  certified  by 
the  Secretary  of  a component  county 
medical  society  to  be  a student 
member  thereof  may,  upon  such 
certification  by  such  Secretary,  be- 
come a Student  Member  of  this  As- 
sociation upon  proof  that  such  per- 
son is  a student  in  good  standing 
at  a medical  school  approved  by 
the  Gompesi4e--State-B©ard-of--Med- 
ical-Examinefs-  Liaison  Committee 
on-MedicaL-E-ducation-or-the-Com- 
mittee  on  Colleges,  Bureau  of 
Professional  Education,  American 
Osteopathic  Association.  Student 
Members  may  not  vote  nor  hold  of- 
fice except  that  they  may  vote  when 
serving  as  members  of  MAG  com- 
mittees on  issues  submitted  to  a 
vote  of  such  committees. 

House  Action 

Section  7:  Adopted 

CHAPTER  IV  — HOUSE  OF 
DELEGATES 

SECTION  2.  COMPOSITION. 

(b)  SECTIONS. 


(i)  The  Hospital  Medical  Staff 
Section  shall  be  comprised  of  ac- 
tive members  of  the  staff  of  any  duly 
licensed  hospital  in  Georgia,  who 
hold  a D.O.  degree  or  an  M.D.  de- 
gree or  its  equivalent  and  who  have 
an  unrestricted  license  to  practice 
medicine  and  surgery  in  Georgia, 
and  are  members  in  good  standing 
of  the  Medical  Association  of  Geor- 
gia. The  Section  shall  be  entitled  to 
one  voting  delegate  and  one  alter- 
nate delegate  who  shall  be  elected 
each  year  by  the  Section. 

(ii)  The  Resident  Physician  Sec- 
tion shall  be  comprised  of  physi- 
cians who  are  serving  in  Georgia 
Residency  Training  programs  ap- 
proved by  the  Accreditation  Coun- 
cil for  Graduate  Medical  Education, 
or  by  the  American  Osteopathic  As- 
sociation, and  who  are  members  in 
good  standing  of  the  Medical  As- 
sociation of  Georgia.  The  Section 
shall  be  entitled  to  one  voting  del- 
egate and  one  alternate  delegate 
who  shall  be  elected  each  year  by 
the  Section. 

House  Action 

Chapter  IV,  Section  2 (b)  (i)  (ii): 
Adopted. 


RESOLUTION  1 

Number  of  Directors: 
Bylaws  Amendment 

Thomas  J.  Anderson,  Jr., 
M.D. 

Linton  H.  Bishop,  M.D. 
George  W.  Jones,  M.D. 
Joseph  S.  Wilson,  M.D. 
Ronald  N.  Cook,  M.D. 
Teresa  E.  Clark,  M.D. 
James  A.  Kaufmann,  M.D. 

Whereas,  the  Medical  Association 
of  Atlanta  has  experienced  rapid 
growth  in  the  last  two  years  and 
now  has  more  than  2,000  members; 
and, 
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Whereas,  this  has  resulted  in 
MAA’s  being  underrepresented  on 
the  Board  of  Directors;  now,  there- 
fore, be  it 

RESOLVED,  that  CHAPTER  V, 
SECTION  1 , (b)  (i)  of  the  Bylaws  be 
amended  to  read  as  follows:  (new 
language  underlined): 

“CHAPTER  V — BOARD  DIREC- 
TORS 

SECTION  L.  COMPOSITION 
(b)  Directors  and  Alternate  Di- 
rectors are  selected  as  follows: 

(i)  (a)  Subject  to  the  provisions 
of  subsequent  paragraphs  of  this 
Section,  each  component  county 
medical  society  having  the  requi- 
site number  of  active  and  life  mem- 
bers indicated  in  the  following  ta- 
ble, shall  be  entitled  to  have  the 
indicated  numbers  of  Directors  di- 
rectly representing  each  such  so- 
ciety: 


Number  of 
Active  Members 
100-399 
400-999 


Number  of 
Directors  and 
Alternate  Directors 
1 
2 


1 .000  -er-mere  -1,499 
1,500-1,999 

2.000  or  more 


(b)  In  component  medical  Soci- 
eties entitled  to  4 or  5 Directors  and 
Alternate  Directors,  each  shall  be 
designated  Director  or  Alternate  Di- 
rector Number  4 or  5 accordingly. 
In  the  event  that  the  required  num- 
ber of  active  members  drops  below 
either  category  of  1,5000  or  2,000 
members,  respectively,  then  the 
designated  numbered  Director  and 
Alternate  Director  shall  automati- 
cally be  dropped  from  the  Board  of 
Directors  at  the  next  convening  of 
the  Annual  Session.” 

and  be  it  further, 

RESOLVED,  that  it  is  the  intent  of 
the  House  of  Delegates  that  those 
component  medical  societies  af- 
fected by  this  amendment  would  be 
expected  to  conduct  an  election  and 
certify  the  results  of  that  election  to 
the  Secretary  of  MAG  not  later  than 


thirty  (30)  days  following  adjourn- 
ment of  the  House  of  Delegates. 

House  Action 

First  Resolved  filed.  Second  Re- 
solved adopted. 


RESOLUTION  2 

Membership  of 
Osteopaths  in  MAG 

George  R.  Brahn,  M.D. 
Norman  E.  Worsley,  M.D. 
James  Q.  Whitaker,  M.D. 
V.  W.  McEver,  Jr.,  M.D. 
F.  Hunt  Sanders,  M.D. 


Whereas,  Doctors  of  Osteopathy 
have  been  allowed  membership  in 
the  American  Medical  Association; 
now,  therefore,  be  it 
RESOLVED,  that  the  Committee 
on  Constitution  and  Bylaws  of  the 
Medical  Association  of  Georgia 
should  formulate  the  language  nec- 
essary to  amend  the  Constitution 
and  Bylaws  of  the  Medical  Associ- 
ation of  Georgia  such  that  Doctors 
of  Osteopathy  should  be  allowed 
membership  in  the  Medical  Asso- 
ciation of  Georgia. 

House  Action. 

Filed. 


RESOLUTION  3 

MAG  Medical  Student 
Section  Voting 
Delegate 

James  Q.  Whitaker,  M.D. 

J.  R.  Manning,  M.D. 
Carl  L.  Crawford,  M.D. 
V.  W.  McEver,  Jr.,  M.D. 
Daniel  O.  Fussell,  M.D. 


Because  we  consider  the  follow- 
ing proposal  to  be  worthy  of 
consideration,  we,  the  under- 
signed, being  members  of  the 
Peachbelt  Medical  Society,  do  sub- 
mit the  following: 

TO  WIT: 


Whereas,  the  Medical  Student 
Section  of  the  Medical  Association 
of  Georgia  was  officially  estab- 
lished by  the  House  of  Delegates  in 
1984  in  order  to  increase  student 
involvement  in  organized  medi- 
cine; and, 

Whereas,  the  MAG  Medical  Stu- 
dent Section  is  presently  repre- 
sented in  the  House  of  Delegates 
by  one  non-voting  representative 
from  each  of  Georgia’s  four  medical 
schools,  who  may  speak  at  House 
sessions  but  may  not  introduce  res- 
olutions; and, 

Whereas,  the  American  Medical 
Association  House  of  Delegates  has 
recognized  the  importance  of  full 
voting  privileges  as  essential  to  in- 
volvement in  House  proceedings, 
and  has  accordingly  granted  rep- 
resentation to  the  AMA  Medical  Stu- 
dent Section  in  the  form  of  one  Del- 
egate and  Alternate  Delegate;  now, 
therefore,  be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  Constitution 
and  Bylaws  shall  be  amended  to 
provide  for  one  voting  Delegate  and 
Alternate  Delegate  from  the  MAG 
Medical  Student  Section  in  the 
House  of  Delegates. 


House  Action 

Filed. 
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RESOLUTION  4 

Constitution  and 
Bylaws  Amendments 
— 45  Day  Prior 
Receipt 

James  Q.  Whitaker,  M.D. 

J.  R.  Manning,  M.D. 
Carl  L.  Crawford,  M.D. 

V.  W.  McEver,  Jr.,  M.D. 
Daniel  O.  Fussell,  M.D. 

Because  we  consider  the  follow- 
ing proposal  to  be  worthy  of 
consideration,  we,  the  under- 
signed, being  members  of  the 
Peachbelt  Medical  Society,  do  sub- 
mit the  following: 

TO  WIT: 

An  amendment  to  CHAPTER  XVI, 
SECTION  1 AMENDMENTS  by 
changing  from  75  days  to  45  days 
the  time  period  required  for  receipt 
of  proposed  amendments  prior  to 
the  convening  of  the  Annual  Ses- 
sion at  which  the  amendment  is  to 
be  acted  upon,  so  that  CHAPTER 
XVI,  SECTION  1 will  read  as  fol- 
lows: 

RESOLVED,  that  “Amendments 
to  these  bylaws  or  to  the  Constitu- 
tion may  be  proposed  by  action  of 
the  House  of  Delegates,  or  by  the 
Board  of  Directors,  or  the  Executive 
Committee  of  the  Board  of  Direc- 
tors, or  by  the  Committee  on  Con- 
stitution and  Bylaws,  or  by  any 
group  of  active  members  number- 
ing five  or  more.  Proposed  amend- 
ments must  be  submitted  to  and 
received  by  the  Constitution  and 
Bylaws  Committee  not  less  than 
forty-five  C45)  days  prior  to  the  An- 
nual Session  at  which  they  are  to 
be  acted  upon.  In  an  emergency  sit- 
uation and  upon  the  affirmative  vote 
of  two-thirds  of  the  Board  of  Direc- 
tors, a meeting  of  the  Constitution 
and  Bylaws  Committee  shall  be 
called  to  consider  additional 
amendments  to  the  Constitution  and 


Bylaws  following  the  expiration  of 
the  normal  amendment  introduc- 
tion period  ending  forty-five  (45) 
days  prior  to  the  Annual  Session.” 

House  Action 

Filed. 


RESOLUTION  7 

Admission  of  Doctors 
of  Osteopathy  to 
Medial  Association  of 
Georgia 

Camden-Charlton  Medical 
Society 


Whereas,  Doctors  of  Osteopathy 
are  not  presently  members  of  the 
Medical  Association  of  Georgia, 
and, 

Whereas,  said  Doctors  of  Oste- 
opathy must  undergo  the  same 
medical  training  as  Medical  Doc- 
tors, and, 

Whereas,  said  Doctors  of  Oste- 
opathy are  eligible  for  the  same 
privileges  at  all  hospitals  as  medi- 
cal doctors,  and, 

Whereas,  said  Doctors  of  Oste- 
opathy must  undergo  the  same 
Georgia  State  Board  of  Medical  Ex- 
aminers, and, 

Whereas,  a Doctor  of  Osteopathy 
is  presently  on  the  Georgia  State 
Board  of  Medical  Examiners,  and, 

Whereas,  it  is  altogether  fitting 
and  proper  that  said  Doctors  of  Os- 
teopathy should  be  members  of  this 
Association,  and, 

Whereas,  this  Association  de- 
sires that  said  Doctors  of  Osteop- 
athy be  members  of  this  Associa- 
tion, and, 

Whereas,  Doctors  of  Osteopathy 
are  admitted  to  the  membership  in 
46  out  of  50  state  associations,  now, 
therefore,  be  it 

RESOLVED,  that  Doctors  of  Os- 


teopathy are  hereby  declared  to  be 
eligible  to  become  members  of  the 
Medical  Association  of  Georgia  in 
accordance  with  the  existing  By- 
laws which  govern  membership  in 
said  Association,  and  Bylaws  now 
in  effect  in  conflict  with  this  Res- 
olution are  hereby  amended  to  this 
extent,  but  no  further. 

House  Action 

Filed. 
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State  Representative  Dorothy  Felton  was  honored  for  her  continued  support  of  physicians  with  MAG's 
Certificate  of  Appreciation,  presented  at  the  GaMPAC  Breakfast.  Dr.  James  Kaufmann  made  the  presentation. 
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The  head  table  of  the  GaMPAC  Breakfast,  Friday  morning.  Dr.  Joe  Nettles,  of  Savannah,  addresses  those  present. 


Jim  Parnell,  a State  Representative,  is  presented  with  a Certificate  of  Appreciation  by  Dr.  James  Kaufmann. 
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The  GaMPAC  Break- 
fast was  well  at- 
tended, despite  the 
early  hour  and  heavy 
work  schedule  of  the 
delegates. 
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GamPAC  Breakfast 


“Won  ’tyou  come  home  Joe  Bailey!”  was  sung  by  Jana  Hall  of  the  Richmond 
County  Auxiliary  to  the  President-Elect,  Joseph  Bailey,  M.D.,  of  Augusta. 
Those  attending  the  breakfast  were  wonderfully  entertained  by  the  song 
and  accompanying  antics. 
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Installation 

Ceremony 

Saturday,  April  30 


Welcome 

As  Speaker  of  the  Medical  As- 
sociation of  Georgia’s  House 
of  Delegates,  Dr.  Kaufmann  wel- 
comed those  in  attendance  to  MAG’s 
first  installation  ceremony.  This 
ceremony  was  created  in  an  effort 
to  present  the  Presidents’  ad- 
dresses and  the  formal  installation 
of  officers  in  a conjoint  ceremony, 
conveniently  scheduled  for  all 
members,  auxilians  and  guests  to 
attend.  This  ceremony  proceeded 
the  Annual  President’s  Reception 
and  Dance. 

The  Installation  Ceremony  pro- 
vided a unique  opportunity  for  all 
attendees  of  the  House  to  take  part 
in  the  crucial  transfer  of  leadership 
within  the  Association. 

Invocation 

Father  Patrick  Bright,  Assistant 
Rector  of  St.  John’s  Episcopal 
Church  in  Savannah,  delivered  the 
invocation. 

Patriotic  Medley 

Miss  Courtenay  Collins  sang  a 
patriotic  medley,  accompanied  on 
piano  by  Mr.  Jim  Amend. 


President’s  Introduction 

Speaker  Kaufmann  introduced 
MAG’s  outgoing  President,  Dr.  Jack 
F.  Menendez,  with  much  pride  and 
admiration,  as  an  exceptional  leader 
of  this  Association  over  the  past 
year.  Through  his  guidance,  and  the 
help  of  his  lovely  wife,  Connie,  MAG 
had  an  extraordinary  year  in  every 
respect.  His  untiring  leadership  on 
major  issues  and  policies  estab- 
lished high  standards  for  the  lead- 
ership of  this  Association. 

Farewell  Address 

Jack  F.  Menendez,  M.D.,  Presi- 
dent, Medical  Association  of  Geor- 
gia, 1987-88,  addressed  those  pres- 
ent with  the  following  remarks: 

“Mr.  Speaker,  fellow  delegates, 
ladies  and  gentlemen:  When  I stood 
before  you  a year  ago,  I stated  that 
patient  advocacy  and  unity  were  two 
worthy  goals  our  Association  should 
strive  for  to  make  the  ‘medical  uni- 
verse’ friendly  for  our  fellow  phy- 
sicians. Today,  I stand  before  you 
again  and  ask,  ‘How  well  did  we 
practice  what  / preached?’  Let  us 
look  at  the  record  together. 

“Our  patient  advocacy  efforts  in 
the  area  of  AIDS  were  clearly  suc- 
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Dr.  James  Kaufmann,  Speaker  of  the  House,  welcomed  those  in  attendance  to 
MAG’s  first  installation  Ceremony.  This  ceremony  was  created  in  an  effort  to  present 
the  outgoing  and  incoming  Presidents’  addresses  and  the  formal  installation  of 
officers  in  a conjoint  ceremony. 


cessful.  We  formed  a statewide  AIDS 
committee,  composed  of  experts  in 
the  field.  This  committee  devel- 
oped an  AIDS  Policy  Statement 
which  directed  that  efforts  be  made 
in  the  area  of  education  and  leg- 
islation. Working  closely  with  our 
auxiliary,  we  have  sponsored  pub- 
lic forums  on  AIDS  over  the  state. 
We  have  available  slides  and  vid- 
eos for  education  of  both  the  public 
and  physicians.  We  also  worked 
closely  with  the  legislature  to  de- 
velop a comprehensive  AIDS  bill. 
This  bill  passed  the  legislature  and 
has  been  signed  into  law  by  the 
Governor. 


“Another  major  patient  advocacy 
effort,  the  Healthy  Lifestyles  Cam- 
paign, has  not  progressed  as  far. 
Due  to  slow  development  and  the 
fact  that  some  of  the  funds  intended 
for  Healthy  Lifestyles  went  instead 
to  the  AIDS  effort,  Healthy  Lifestyles 
did  not  complete  its  mission.  We 
have  completed  a video  and  some 
brochures,  the  effort  will  proceed 
further  this  year. 

“Our  Journal  has  become  an  out- 
standing part  of  MAG  under  the  ed- 
itorial guidance  of  Dr.  Charles  Un- 
derwood. The  timeliness  of  the 
information  such  as  the  issues  on 
AIDS,  the  covers,  the  format  — all 


are  first  class.  We  can  all  be  proud 
of  our  Journal. 

“We  have  other  patient  advocacy 
projects,  both  by  MAG  and  by  our 
auxiliary.  This  year  we  need  special 
effort  in  the  area  of  senior  citizen 
advocacy.  Medicare  seems  des- 
tined to  put  ever-increasing  con- 
straints on  both  patient  and  physi- 
cian. We  must  become  genuine 
senior  citizen  advocates.  This  po- 
sition will  be  our  best  defense 
against  onerous  changes  in  Medi- 
care reimbursement,  such  as  Man- 
datory Assignment,  RBRVS,  Capi- 
tation, and  other,  as  yet  unrevealed 
options.  There  are  other  areas  of 
patient  advocacy  efforts  we  could 
discuss,  these  are  just  some  of  the 
highlights.  If  we,  the  physicians,  are 
not  our  patient’s  advocate,  there  are 
many  others  willing  to  assume  that 
role;  hospitals,  government,  senior 
citizen  groups,  and  others.  They  are 
all  clamoring  to  become  our  pa- 
tient’s advocate. 

“Let  us  now  examine  the  area  of 
unity  under  which  we  can  define 
several  subheadings.  The  first  is  or- 
ganizational unity.  We  have  excel- 
lent unity  within  our  association,  a 
good  staff,  and  excellent  staff-phy- 
sician relations.  We  have  also  been 
working  closely  with  other  related 
organizations  such  as  MAG  Mutual, 
the  Georgia  Hospital  Association, 
and  the  Georgia  Pharmaceutical 
Association,  to  name  just  three.  In 
the  area  of  legislation,  let  us  sep- 
arate legislative  success  from  leg- 
islative unity.  Thanks  to  the  ability 
and  commitment  of  our  legislative 
lobbying  team,  we  were  quite  suc- 
cessful at  the  capitol.  A combina- 
tion of  18-hour  days,  just  15  on 
weekends,  innovative  approaches, 
and  plain  hard  work  made  this  leg- 
islative session  more  successful 
than  we  had  any  right  to  expect. 

“Our  legislative  unity  is  another 
matter,  although  we  were  able  to 
achieve  successes  in  the  legislative 
arena,  our  lack  of  unity  make  them 
much  harder  to  come  by.  There 
were  six  specialty  PACS  at  the  Cap- 
itol this  year,  the  most  ever.  A leg- 
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Miss  Courtnay  Collins  sang  a patriotic 
medley , accompanied  on  the  piano  by 
Mr.  Jim  Amend. 


islator  who  has  two  or  more  groups 
of  physicians  talking  to  him  about 
the  same  issue  might  well  become 
confused.  If  he  is  so  inclined,  he 
can  use  our  disunity  against  us.  We 
must  strive  for  unity  in  our  legis- 
lative approach.  The  most  dedi- 
cated opponents  to  quality  health 
care  stand  ready  to  exploit  any  per- 
ceived disunity  on  our  part.  We  have 
only  to  remember  that  the  National 
Health  Service  was  only  put  in  place 
in  Great  Britain  by  driving  a wedge 
between  specialists  and  family  phy- 
sicians. Distrust  between  the  two 
groups  persists  to  this  day.  This 
black  mark  and  lack  of  legislative 
unity  must  be  erased. 

“I  stand  before  you  fully  con- 
vinced that  our  Association  re- 
mains capable  and  resourceful, 
ready  to  deal  with  any  legislative 
problem  that  comes  before  us.  Let 
us  speak  with  but  one  voice  to  our 
legislator. 


“I  want  to  thank  everyone  who 
has  worked  hard  for  our  Associa- 
tion this  year.  Your  work  has  made 
our  Association  function  well.  I will 
start  by  thanking  my  wife,  Connie, 
for  all  she  has  done  for  me  and  for 
our  Association  this  year.  I want  to 
lead  a round  of  applause  for  her. 

“I  would  also  like  to  thank  Mrs. 
Maureen  Vandiver  and  our  Auxil- 
iary for  the  fantastic  job  they  have 
done  this  year.  Your  anti-smoking 
efforts,  your  child-abuse  programs, 
the  Legislative  Phone  Bank,  and 
much  more.  It  all  adds  up  to  a job 
well  done. 

“I  would  also  like  to  thank  our 
capable  staff  for  all  their  help,  our 
fine  CEO,  Mike  Fowler,  and  his  boss, 
Millie  Pierce,  and  all  the  staff  for 
being  kind  and  helpful  to  me  in 
every  way.  I also  want  to  thank  you, 
my  fellow  delegates,  for  all  your 
work,  your  interest,  and  your  trust 
in  allowing  me  to  be  your  president. 

“In  my  contact  with  other  state 
associations,  it  has  become  very 
clear  that  our  Association,  the  Med- 
ical Association  of  Georgia,  is  one 
of  the  very  best  in  the  country.  We 
are  fortunate  to  have  as  our  incom- 
ing president,  Dr.  Joseph  P.  Bailey. 
Dr.  Bailey  is  a man  of  rigorous  in- 
tellect and  strong  will,  truly  a man 


for  all  seasons. 

“In  closing,  let  me  say  that  being 
MAG  President  has  been  a chal- 
lenge, and  as  I leave  the  presi- 
dency, things  look  a lot  different 
than  when  I was  starting  out  as 
President.” 

Installation  of  New  Officers 

As  the  last  official  duty  as  Pres- 
ident of  the  Medical  Association  of 
Georgia,  Jack  F.  Menendez,  M.D.  of 
Macon,  installed  the  new  officers  of 
the  Medical  Association  of  Georgia. 

Dr.  Menendez  passed  the  Presi- 
dent’s Gavel  to  Joseph  P.  Bailey,  Jr., 
M.D.  of  Augusta,  which  symbolizes 
the  transfer  of  leadership  of  the 
Medical  Association  of  Georgia. 

President’s  Address 

Joseph  P.  Bailey,  Jr.,  M.D.,  1988- 
89  President  of  the  Medical  Asso- 
ciation of  Georgia,  made  the  fol- 
lowing remarks  in  his  initial  ad- 
dress to  the  delegates: 

“To  be  a physician  and  have  you 
as  my  associates  and  friends  and 
now  to  have  you  elect  me  as  Pres- 
ident of  the  best  medical  associa- 
tion in  this  nation  — yours  and  mine 
— The  Medical  Association  of 
Georgia!  What  more  could  a person 
ask  for? 


Jack  and  Connie  Menendez.  Mrs.  Menendez  was  instrumental  in  planning  the 
Installation  Ceremony  and  worked  on  behalf  of  MAG  along  with  her  husband 
during  his  presidency. 
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“Here  in  Savannah,  I am  re- 
minded of  General  Robert  Edward 
Lee  — born  on  January  19,  1807, 
and  dying  October  12,  1870  — leav- 
ing an  indelible  and  positive  mark 
on  mankind.  He  served  on  Cock- 
spur  Island  at  the  mouth  of  the  Sa- 
vannah River  from  August  of  1829 
until  May  of  1 83 1 , where  as  a Brevet 
Second  Lieutenant  in  the  Engineers 
he  played  a vital  role  in  the  con- 
struction of  Fort  Pulaski.  During  the 
war,  he  was  honored  when  Herman 
L.  Schreiner  here  in  Savannah  com- 
posed General  Lee’s  Grand  March. 

“But  the  thing  that  tonight  is  so 
poignant  in  my  thoughts  and  has 
so  much  relevance  to  our  organi- 
zation and  our  role  as  physicians 
was  Lee’s  comment  to  his  son  — 
‘Duty  is  the  sublimest  word  in  our 
language.  Do  your  duty  in  all  things. 
You  cannot  do  more.  You  should 
never  wish  to  do  less.’ 

“My  other  thought  of  this  great 
man  is  the  obvious  chasm  of  failure 
crossed  by  all  who  fail  to  recognize 
the  value  of  unity.  For  us,  unity  and 
duty  pursued  as  positive  honorable 
attributes  will  serve  medicine  well. 

“The  Practice  of  Medicine,  The 
Medical  Profession,  Patients,  Pa- 
tient Care,  Professionalism,  Edu- 
cation, Research,  Medical  Ethics. 
These  are  all  words  that  have  spe- 
cific meaning  to  each  of  us,  and  yet, 
their  meaning  to  those  outside  of 
medicine  may  be  different.  The 
physician  is  a special  person  in  our 
society  that  functions  to  serve;  to 
be  the  servant  of  the  patient.  His  or 
her  care  is  provided  with  intelli- 
gence, hard  work,  and  compas- 
sion. Also,  it  is  provided  with  an  all 
encompassing  concern  for  the  pa- 
tient which  extends  far  beyond  the 
single  issue  of  a particular  problem 
or  presentation.  As  has  been  em- 
phasized in  this  past  year  by  stress- 
ing a healthy  life  style,  it  is  impor- 
tant for  the  public  to  know  that  our 
concerns  extend  beyond  the  issue 
of  sickness. 

“Our  education  in  both  its  spe- 
cific and  global  character  lends  the 
very  special  quality  to  each  of  us 


that  is  what  we  desire  as  individuals 
when  we  seek  medical  care.  This 
care  is  born  of  a tradition  based  on 
performance,  fact  and  sacrifice  — 
not  on  one  of  veiled  hope.  We  must 
not  lose  sight  of  what  we  are,  what 
we  have  accomplished,  and  what 
the  future  will  be  for  us  and  our 
patients. 


scopic  surgery  and  cataract  surgery; 
the  management  of  gout;  the  treat- 
ment of  hypertension;  pediatric 
care;  anesthesiology;  renal  dialysis; 
plasmapheresis;  blood  and  blood 
product  administration;  metabolic 
and  endocrine  diseases;  obstetrics 
and  gynecology,  and  cardiopul- 
monary resuscitation.  Also,  diag- 
nostic techniques  have  been  a ma- 
jor contribution  to  our  advances  as 
noted  by  magnetic  resonance  im- 
aging, computerized  axial  tomog- 
raphy, nuclear  medicine,  endos- 
copy, dye  contrast  studies,  and 
general  pathology. 


“Examine  carefully  what  has 
happened  to  such  problems  as:  In- 
fections as  exemplified  by  small 
pox,  poliomyelitis,  tuberculosis, 
and  syphilis;  surgical  intervention 
with  major  advances  being  noted  in 
the  arena  of  cardiovascular  dis- 
ease, transplantation,  plastic  re- 
pair, joint  replacement,  arthro- 


“These  are  all  very  positive  con- 
siderations but,  obviously,  they  are 
associated  with  other  definitive  and 
yet  unresolved  problems  such  as: 
cancer,  diabetes  mellitus,  vascular 
diseases,  developmental  abnor- 
malities, viral  infections,  muscu- 
loskeletal disease,  and  immuno- 
logical disorders. 

“We  have  made  great  progress 
and  there  is  much  yet  to  come.  Let 
us  join  together  to  bring  our  profes- 
sion to  even  greater  levels  of  sat- 
isfaction for  us  and  our  patients.  To 
do  this,  we  need  to  come  together 
bound  by  continued  belief  in  our- 


(L  to  R):  Drs.  Jack  F.  Menendez,  James  A.  Kaufmann,  and  Joseph  P.  Bailey. 
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/is  the  last  official  duty  as  President  of  the  MAG , Dr.  Menendez  installed  the  new  officers  of  the  Association. 


Dr.  Menendez  (right)  welcomes  newly  installed  MAG  President  Joseph  P.  Bailey,  M.D.,  of 
Augusta. 


512 


Journal  of  MAG 


Final  General  Session-Installation  Ceremony 


The  audience  was  well  entertained  at  the  Installation  Ceremony. 
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Dr.  Joseph  P.  Bailey  addresses  the  au- 
dience in  his  new  position  as  President 
of  the  Medical  Association  of  Georgia. 
“You  need  your  help!’’,  he  said.  “ This 
is  to  indicate  that  physicians  must  join 
in  the  mutual  pursuit  of  the  betterment 
of  the  profession  and  its  provision  of 
care.  ” 


selves  and  our  professional  abili- 
ties. You  need  your  help!  This  is  to 
indicate  that  physicians  must  join 
in  the  mutual  pursuit  of  the  better- 
ment of  the  profession  and  its  pro- 
vision of  care.  We  must,  in  trying 
circumstance,  resort  to  belief  in  the 
fundamental  and  altruistic  charac- 
ter of  the  physician  to  function  for 
the  betterment  of  the  patient.  This 
girds  us  with  armor  of  uncommon 
protective  ability  and  yet,  it  also 
makes  us  vulnerable  to  any  chinks 
in  this  armor  which  for  certain  will 
be  found  by  our  detractors.  But  to 
be  human  is  to  be  vulnerable.  We 
will  make  errors  in  judgment.  How- 
ever, to  recognize  and  have  com- 
passion for  all,  including  ourselves, 
is  mandatory,  striving  to  effect  pos- 
itive change  for  everyone. 

“1  am  saying  that  each  of  you  is 
special,  you  and  your  family,  and 
this  special  individual  character  that 
you  represent  is  vital  to  society.  We 
must  convey  this  to  the  public  and 
specifically  to  those  in  government 
that  may  be  persuaded  otherwise. 
To  accomplish  this  we  must  bind 
ourselves  together  through  the 
Medical  Association  of  Georgia  at 
the  state  level  and  the  American 


Medical  Association  at  the  national 
level  to  have  an  effective  voice  and 
ability  to  govern  the  fate  of  medi- 
cine. Although  a great  task,  1 intend 
in  my  small  way  to  work  to  this  end. 
1 implore  you  to  join  in  the  effort 
and  will  unhesitatingly  remind  you 
of  this  need  at  every  opportunity. 
You  have  bestowed  upon  me,  my 
family  and  my  friends,  a great  honor 
and  awesome  but  welcome  respon- 
sibility. The  success  of  the  Medical 
Association  of  Georgia  and  its  Aux- 
iliary this  year  will  not  be  mine,  but 
ours. 


“This  day  I pledge  to  you  my  ef- 
forts for  the  betterment  of  our  plight 
and  that  of  our  patients.  To  you, 
your  families,  and  those  you  rep- 
resent, may  only  the  good  and  pos- 
itive things  of  this  life  be  your  bur- 
den, and  1 pray  for  God’s  blessing 
on  each  and  everyone  of  us  in  the 
endeavors  of  this  year  and  those  to 
come.” 

Adjournment 

There  being  no  further  business, 
the  Speaker  adjourned  the  1988 
House  of  Delegates  at  7:30  p.m. 
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Following  the  Installation  Ceremony 
was  the  Annual  President’s  Reception 
and  Dance.  Shown  here  are  Dr.  Roy 
Vandiver  and  Maureen  Vandiver,  Im- 
mediate Past  President  of  the  Auxiliary 
to  the  MAG. 


Finally  relaxing  at  the  reception  are  (L  to  R)  Connie  Menendez 
(Mrs.  Jack);  Mrs.  Harrison  Rogers,  Jr.;  Dr.  Carson  “Bucky”  Burg- 
stiner;  and  Jackie  Burgstiner. 
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Elcomp;..the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
—to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.P.  today— you’ll  never 
feel  better. 

I r Data  General 

I Mi  l II  systems,  in. 

(800)  441-8386  In  Georgia  (404)  565-3407 
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BECAUSE 

ONLY 


’ 


REMEMBER  TO  WRITE  “DO  NOT  SUBSTITUTE.” 
IT  PROTECTS  YOUR  DECISION. 


Copyright  © 1987  by  Roche  Products  Inc.  All  rights  reserved. 


The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc. 


I 


YOUR  PATIENTS 
THE  GOOD 


t;s  true  that  diabetes  is  no  longer  the 
grim  diagnosis  it  once  was.  with 
every  new  discovery  and  innovation 
the  disease  has  less  power  over  a patient;s 
life.  But  the  really  good  news  is  that  now 
your  patients  with  diabetes  can  get  the 
full  benefit  of  all  these  innovations  at  one 
place -our  state-of-the-art 

ii  ■ ■ ■ IRA  ■ ■ Diabetes  Medical  Center  The 

Mnillf  nursing  staff,  diabetic  educa- 

tor,  dietician;  social  worker; 

( f"/ A:\hp  ■bIiIw  occupational  therapist  and 

W H physical  therapist  are  specially 
trained  to  provide  these  inno- 
vative treatments.  We  con- 
centrate on  the  lifestyle  and 
livelihood  of  your  patients- 
helping  them  take  control 

self- 

monitoring7  diet  and  exercise. 
We  work  with  you  to  design 
the  treatment  and  education 
program  that;s  right  for  each  individual 
patient.  We  even  offer  our  daily  classes 
to  outpatients  with  individual  instruction 
as  you  require.  And  we  keep  you  abreast 
of  progress  regularly 

The  Diabetes  Medical  Center 
is  supported  by  the  full  resources  of 
DeKalb  General.  So  you  can  count  on 
cost-effective  care  and  a highly-skilled 
professional  staff. 

The  Diabetes  Medical  Center.  The 
ood  news  about  diabetes. 

patients  and  physicians. 

For  more  information  call 

297-5397 


NEWS  ABOUT  through  medication 

DIABETES 


g°c 

For 


At  DeKalb  General  Hospital 
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PHYSICIAN  WANTED 

Rheumatology  opportunity  available  in 
growing  Georgia  Metro  Area; 
established  and  expanding  practice  of 
100%  rheumatology  with  an  excellent 
referral  network  sees  30-35  patients  per 
day.  Spacious,  well-equipped  office 
with  in-house  radiology  and  lab 
capability.  Convenient  access  to 
mountains  and  beaches. 

Search  conducted  by:  Physician 
International  4-GA  Vermont  St.;  Buffalo, 
NY  14213;  716/884-3700. 

Georgia:  BC/BE  physicians  in  primary 
care  preferably  with  ED  experience  to 
work  within  15  miles  of  Atlanta.  Nice, 
new  hospital  with  expanding  ER. 
Excellent  compensation.  Please  call  or 
send  CV  to:  Coastal  Emergency 
Services  of  Orlando,  Inc.  1-800-877- 
2232  ext.  832.  475  Montgomery  Place, 
Dept.  EMS,  Suite  100,  Altamonte 
Springs,  FL  32714.  Attn:  Susan  Bender. 

Emergency  Room  Director:  158-bed 
regional  referral  center  in  Southeast 
Georgia  seeks  physician  for  full-time 
direction  of  24-hour,  7-day/week  ER. 
Facility  located  in  small,  progressive 
college  community  50  miles  from 
coast.  Excellent  support  staff.  Position 
available  immediately.  Board 
certification  preferred.  Competitive 
compensation  and  benefits  package. 
jReply  with  CV  to  Administrator, 

Bulloch  Memorial  Hospital,  500  East 
Grady  St.,  Statesboro,  GA  30458. 

FOR  SALE 

North  Alabama  established  surgical 
practice  for  sale:  BC/BE,  vascular  and 
endoscopy  capability  a must.  Great 
inancial  incentives  and  growth 
Potential.  Call  Eileen  Wallach  collect  at 
104-393-1210. 

Successful  Family  Practice  For  Sale 

— Turnkey  medical  center  with  superb 
staff  in  Metro  Atlanta.  Last  current 
.annual  gross  $500,000.  Can  arrange 
ong-term  lease  in  current  facilities. 
Serious  inquiries  and  principals  only, 
Mease.  Contact  Harold  Kwart,  305/751  - 
0580,  9999  N.E.  2nd  Avenue,  Suite  111, 
Miami  Shores,  FL  33138. 

IFOR  RENT 

New  Storefront  Professional  Office 
, Space,  beautiful  setting  on 


CLASSIFIEDS 


Chattahoochee  River  in  Vinings  across 
from  Lovett  School.  Very  competitive 
rates.  Call  Ben  F.  Kushner  Co.,  404-688- 
0733. 


OTHER  BUSINESS 
OPPORTUNITIES 

Major  bank  credit  card  information. 

Send  self-addressed,  stamped 
envelope:  Financial  Services,  804-08 
Old  Thorsby  Road,  Clanton,  AL  35045- 
2459. 

Borrow  $100-$  100,000.  Instant  reply. 
Send  stamped  addressed  envelope: 
Global,  Box  112-Q7,  Verbena,  AL 
36092-0112. 


UNSECURED  SIGNATURE 
LOANS:  $10,000-$60,000.  For 
Physicians  and  Residents.  For  any  need 
including  taxes,  debt,  investments, 
relocation,  etc.  No  points  or  fees.  Best 
rates.  Level  payments  up  to  6 years.  No 
prepayment  penalty.  Call  MediVersa  1- 
800-331-4952,  Dept.  114. 


SERVICES 

Discount  Holler  Scanning  Service: 

Starting  at  $40,  Hook  up  kits  for  $5.00, 
Stress  Test  Electrodes  ,29<t,  Scanning 
Paper  for  $18.95.  Call:  1-800-248-0153. 

Unsecured  Signature  Loans:  $10,000- 
$60,000  for  Physicians  and  Residents. 
For  any  need  including  taxes,  debt, 
investments,  relocation,  etc.  No  points 
or  fees.  Best  rates  — level  payments  up 
to  6 years.  No  prepayment  penalty.  Call 
Toll  Free  MediVersal  1-800-331-4952, 
Dept.  114. 

OTHER 

* 2V  ST  AT  ST  AT  ST  AT  ST  AT 
ST  AT  ST  AT  STAT  * — Software  and 
knowledge  base  for  diagnoses  and 
treatment,  covering  69  different  medical 
specialties.  $95  for  demo  disk.  The 
more  you  know,  the  better  you  treat. 
The  most  updated  medical  algorithms 
at  your  fingertips.  2V  MedTech 
Corporation,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067.  (404) 
956-1855;  Telex  55134  Medvideo. 


ANNOUNCING 

I HEALTH  QUIpJlNC. 

“Liquidators  for  the  Medical  Professions  ” 

FOR  SALE 

Brand  Name  Medical  Products 
and  Equipment 

BELOW 
RETAIL 


4 


& 


.^v 


— Exam  Room  Equipment 


Examination  Tables, 
Lamps,  Stainless  Steel  Carts, 
Stools 


ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

WED.-  FRI.  10:00  - 5:00  SAT.  10:00  - 3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 
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AFFORDABLE  TERM  LIFE  INSURANCE 
FROM  JACOBS,  ACKERMAN  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non- 
decreasing graded  premium  life. 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

250.00 

455.00 

670.00 

30 

252.50 

460.00 

677.50 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males 
four  years  younger.  All  coverage  provided  by  companies 
rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description,  send 
your  date  of  birth  and  amount  of  coverage  desired  to: 

JACOBS,  ACKERMAN  & ASSOCIATES 

502  GLOUCESTER  STREET,  SUITE  6 
BRUNSWICK,  GEORGIA  31520 
(912)  265-2876 


MAKE  YOUR 
PRACTICE 
PERFECT... 

Consider  the 

JOHNSON  FERRY  MEDICAL  CENTER 

East  Cobb's  established  and  modern 
professional  office  facility. 

■ Affluent,  fast-growing  suburban 
location 

■ Referral  potential  from  present 
tenant  base  which  includes  the 
only  accredited  Minor  Emergency 
Center  in  Georgia 

■ Office  suites  from  1,000  sq.  ft.  built 
and  ready  for  immediate 
occupancy 

■ Competitive  rental  rates  and  terms 
from  $10  per  sq.  ft. 

1230  JOHNSON  FERRY  ROAD 

Marietta,  Cobb  County,  Georgia 

Contact:  Joseph  N.  Hardin,  Jr.,  404/977-0891 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 
aThe  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 


FAMILY  PRACTICE  SKILL 
Controlling  Epistaxis 


CLINICAL  ARTICLES 

l|||||)>  Drug  Therapy  for  Manic  Illness 

Therapeutic  Guidelines  for  Use  of  Nonsteroidal 
Antiinflammatory  Drugs  for  Rheumatic  Disorders: 
Salicylates 


KEEPING  CURRENT 

Does  a Definite  Diagnosis  Can  Obese  Type  II  Diabetic 

Help  Patients  Get  Better?  Patients  LTse  Fructose  as  a 

Screening  for  Liver  Metastases  Sweetener? 

Significance  of  Elevated  Comparison  of  Diagnostic 

Erythrocyte  Sedimentation  Rates  Tests  for  Evaluating 
Dementia 

Glucose  Tolerance  and 

Pregnancy  Complications  Psychiatric  Reactions  Caused 

Among  Nondiabetic  Women  by  Lidocaine  Toxicity 


CUMULATIVE  INDEX 


PRACTICAL  ■ CLINICAL  - EDUCATIONAL  ■ CURRENT 

Family  Practice  Recertification  Greenwich  Office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 


Claim-Tromc  is  determined  to  throw  you  a curve. 


Like  every  medical  practice,  you’re 
interested  in  being  more  profitable  by 
finding  ways  to  cut  costs  and  operate 
more  efficiently.  The  burden  of  claims 
processing  is  a major  threat  to  that  objec- 
tive. And  it’s  only  going  to  get  worse. 

Now  you  can  lay  claim  to  a whole 
new  level  of  productivity  in  this  vital 
area,  with  a breakthrough  system 
designed  expressly  for  physicians. 

Introducing  Claim-Tronic,™ 
the  affordable  claims  management 
system  for  physicians. 

Claim-Tronic  is  a vital  tool  in  today’s 
physician  practice  because  it  saves  the 
two  things  hardest  to  come  by: 

Time  and  money. 

It  can  relieve  your  office  of  up 
to  80%  of  the  customary  paperwork 
burden.  Insurance  claims  are  quicker 
and  easier  to  prepare.  They  get  to  the 
payor  in  dramatically  quicker  fashion. 
And  errors  are  virtually  nonexistent. 

©1988  Sophisticated  So 


That  means  you  get  paid  faster. 
Much  faster.  And  that  means  vastly 
improved  cashflow. 

Best  of  all,  Claim-Tronic  is 
genuinely  easy  to  use.  We  can  provide 
local  installation  and  ongoing  system 
support,  backed  by  Sophisticated 
Software,  a nationwide  leader  in  elec- 
tronic claims  management. 

We’ll  throw  you  a curve. 

The  kind  you  really  need. 

The  bottomline:  Claim-Tronic  can 
improve  your  bottomline. 

For  a fact-filled  demonstration 
video  on  Claim-Tronic  available  at  no 
charge,  simply  complete  the  coupon, 
or  call  us  in  Atlanta  at  953-8677 or 
toll-free  at  1-800-451-2587. 
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At  Claim-Tronic  of  Georgia,  we’ll 
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to  see  more  often. 
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MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  this 
Journal.  Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original  and  one  copy  should  be  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  Used  manuscripts  will  be  returned  only  if 
requested. 

STYLE  — Ordinarily  articles  should  not  exceed  3,000  words. 
Only  under  exceptional  circumstances  will  articles  of  over 
4,000  words  be  published.  Footnotes,  bibliographies,  and 
legends  should  be  typed  on  separate  sheets,  double-spaced. 
Bibliographies  should  conform  to  the  following  style:  name 
of  author  (with  initials),  title  of  article,  name  of  periodical, 
date,  volume  (number,  if  available),  and  pages. 
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urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  fac- 
tor of  anaphylaxis  during  cold  challenge. 

N Engl  J Med  1976;294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies, 
Association  members,  and  readers  are  invited  to  send  in 
any  news  items  of  general  concern  to  members  of  the  Med- 
ical Association  of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  di- 
rectly to  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  Street, 
Fulton,  Missouri  65251.  Reprints  must  be  ordered  within  30 
days  after  publication,  since  all  type  will  be  destroyed  after 
that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  in 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author’s 
name  and  figure  number.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publication 
in  excess  of  three  average  illustrations  and/or  tables  will  be 
borne  by  the  author,  and  [he  Journal  will  bill  the  author  for 
this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  de- 
mands on  its  space  permit.  The  right  to  reduce,  revise,  or 
reject  any  material  submitted  for  publication  is  always  re- 
served. The  Journal  is  not  responsible  for  statements  made 
by  any  contributor.  All  communications  regarding  editorial, 
advertising,  subscription,  and  miscellaneous  matters  should 
be  sent  to  The  Editor,  938  Peachtree  Street,  N.E.,  Atlanta, 
GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau, 
Inc.,  to  be  acceptable  for  publication.  Other  advertising 
copy  may  be  accepted  subject  to  the  approval  of  the  Editor. 
All  copy  or  negatives  must  reach  the  Journal  office  by  the 
10th  of  the  month  preceding  publication.  General  and  clas- 
sified advertising  rates  will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  of 
the  Journal  Editorial  Board,  material  submitted  for  publi- 
cation could  be  improved  by  a Medical  Editing  Sendee,  the 
Editor  will  contact  the  author  for  his  approval.  Association 
members  needing  assistance  in  preparation  of  material  for 
publications  may  also  use  this  service.  A reasonable  charge 
is  made  for  this  service  and  the  cost  of  this  will  be  borne 
by  the  author. 
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AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  insert  for  prescribing  information. 
Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  within  four  weeks. 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h.s.  after  healing  of  an  active  duodenal  ulcer. 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known. 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists. 

Precautions:  General — 1.  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver.  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix9  may 
occur  during  therapy  with  nizatidine. 

Drug  Interactions— No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam,  lidocaine.  phenytoin,  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur.  In  patients  given  very  high  doses  (3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine,  150  mg  b i d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility-^  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice; 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo.  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day, 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations).  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day,  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay. 

In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy-Teratogenic  Effects-Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect;  but,  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights.  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women.  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity.  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers— N izatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats.  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers. 

Pediatric  Use-  Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients— Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine.  Elderly 
patients  may  have  reduced  renal  function 


determine  whether  these  were  caused  by  nizatidine. 

Hepatic— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(S60T  [AST],  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine.  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SGPT  enzymes  (greater  than  500  IU/L),  and  in  a single 
instance,  SGPT  was  greater  than  2,000  IU/L.  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients.  All  abnormalities  were  reversible  after  discontinuation 
of  Axid. 

Cardiovascular—  In  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects. 

Endocrine- Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid.  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred. 

Hematologic  -Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H2-receptor  antagonist.  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs. 

Integumental— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients.  Rash  and  exfoliative  dermatitis 
were  also  reported 

Other—  Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans.  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84%. 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation,  salivation,  emesis,  miosis,  and  diarrhea. 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
lethal.  Intravenous  LD50  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 
mg/kg  respectively.  PV  2091  AMP  [041288] 

Axid®  (nizatidine,  Lilly) 


Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations.  Domestic  placebo-controlled 
trials  included  over  1.900  patients  given  nizatidine  and  over  1,300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and  somnolence 
(2.4%  vs  13%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported;  it  was  not  possible  to 
Axid®  (nizatidine,  Lilly) 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 

46285 


NZ-2903-B-849356  © 1 988.  eli  lilly  and  company 


We  need 
someone 
with  the 
confidence 
of  a surgeon, 
the  dedication 
ofa 

marathoner 
andthe 
courage  of 

an  explorer. 

We  need  someone  to 
fill  a unique  job  opening. 

Someone  to  spend 
two  years  in  another 
country.  To  live  and  work 
in  another  culture.  To 
learn  a new  language  and 
acquire  new  skills. 

We  need  someone 
who  wants  to  help  im- 
prove other  people’s  lives. 
Who’s  anxious  to  build 
lasting  friendships.  To 
gain  memories  and  expe- 
rience that  will  last  a 
lifetime.  And  a sense  of 
fulfillment  few  jobs  can 
match. 

We  need  a Peace  Corps 
volunteer.  Interested? 

The  first  step  is  easy. 

Call  1-800-424-8580, 
Ext.  93. 

Peace  Corps. 

The  toughest  job  you’ll  ever  love. 


FORGET 

ROCHE 


EDUCATION 


NOT 


Roche  Medication  Education 
Booklets  supplement  your  instruc- 
tions to  patients.  So  forget  ME  not. 
The  Limbitrol®  (chloradiazepoxide 
and  amitriptyline  HCl/Roche)C 
booklet  is  part  of  The  Roche 
Medication  Education  Program. 

This  important  program  helps  your 
patients  remember  and  understand: 

• What  the  medication  is  and 
why  they  are  taking  it 

• The  importance  of  staying 
with  the  prescribed  course  of 
treatment 

• What  foods  and  drinks  to  avoid 

• Possible  side  effects 

For  a free  supply  of  Limbitrol 
booklets,  complete  the 
coupon  below  and  mail  it  to: 
Professional  Services  Department, 
Roche  Laboratories,  a division 
of  Hoffmann-La  Roche  Inc., 

340  Kingsland  Street,  Nutley, 

New  Jersey  07110-1199 
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There  are  times  when  it’s  best 
to  consolidate.  That’s  why  MAG 
Mutual  Insurance  Agency  offers 
you  convenient,  complete  insur- 
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consolidate  your  coverages  into 
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are  our  specialty. . .let  us  design 
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♦ Office  Package  ♦ Worker’s 
Compensation  ♦ Bonds  ♦ Data- 
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♦ Professional  Liability 
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Effect  of  Medical  versus  Surgical  Therapy  for  Coronary 
Disease  / PETER.  PEDUZZ1.  PhD.  « al. 


Testing  and  Nonsustained  Ventricular 
Tachycardia  I PETER  R KOWEY,  Mil,  « al 

Residual  Coronary  Artery  Stenosis  after  Thrombolvtic 


Therapy  / LOWELL  F.  SATLER,  MIX  et  ai. 


Assessment  of  Aortic  Regurgitation  by  Doppler 
Ultrasound  / PAUL  A.  G RAYBURN,  MD,  ct  al. 

Embolic  Risk  Due  to  Left  Ventricular  Thrombi 
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American  Journal  of  Medicine,  and  The  Journal  of  the  American 
Medical  Association. 


The  Future  Effect  Of  AIDS 
On  "four  Insurance  Plans 

Answer  This  Question: 

If  in  the  1970’s  and  early  1980’s  you  had  known  what  you 
know  now  about  medical  malpractice  premiums,  would  you 
have  been  willing  to  purchase  your  coverage  on  a fixed, 
guaranteed  cost  basis? 


That  type  of  opportunity  exists  today  in  an  area 
that  is  likely  to  be  as  volatile  as  the  malpractice 
area  has  been.  I am  referring  to  nonguaranteed 
life  and  disability  plans. 

The  spectre  of  AIDS  is  casting  a long  shadow  in 
the  insurance  community.  Because  of  actual 
claims  and  expected  claims,  most  nonguaranteed 
plans,  and  plans  offered  by  companies  that  are 
not  rock  solid,  will  be  severely  affected.  Unless 
you  are  positioned  properly,  you  will  see  a 
doubling  and  tripling  of  your  insurance  rates, 

Compare: 

Sample  rates  for  one  of  our  medical  plans  are  listed  below.  It  is 
with  an  “ A+  rated”  carrier  and  is  priced  very  competitively. 

Typical  Association  Rate  *A+  Rated”  Carrier 

as  of  10-01-87  as  of  05-01-88 

$300  Deductible  $250  Deductible 


AGE  EMPLOYEE  FAMILY  AGE  EMPLOYEE  FAMILY 


Under  35 

$ 50.00 

$157.00 

Under  29 

$ 34.00 

$ 91.00 

35-39 

$ 63.00 

$189.00 

30-39 

$ 38.00 

$113.00 

40-49 

$ 93.00 

$260.00 

40-44 

$ 49.00 

$127.00 

45-49 

$ 59.00 

$142.00 

50-59 

$148.00 

$370.00 

50-54 

$ 70.00 

$155.00 

55-59 

$ 84.00 

$169.00 

60-64 

$211.00 

$498.00 

60-64 

$101.00 

$186.00 

Of  course  you  would. 

and  many  plans  will  be  cancelled  altogether. 

Professional  Resource  Group  works  only  with 
physicians.  We  are  committed  to  helping  them 
keep  their  plan  costs  as  low  as  possible  without 
sacrificing  quality. 

Though  costs  can  not  be  guaranteed  on  medical 
insurance,  thousands  of  dollars  can  be  saved  each 
year;  in  fact,  Professional  Resource  Group  was 
able  to  offer  an  annual  savings  in  excess  of 
$19,000  for  a medical  practice  in  Atlanta. 


*The  “A  + Rated”  carrier’s  premiums  would  be  slightly  higher  in  the  Atlanta  area.  Rates  and  contracts  are  subject  to  change.  A number  of  options 
are  available  including  Maternity,  Prescription,  Dental,  etc.  at  additional  premiums.  All  premiums  are  subject  to  underwriting  acceptance. 


Name  

Address 

City/State  

Phone  

Contact  Person 

□ Group  Health  □ Disability  Income  □ Pension  Design/ Administration 

□ Life  □ Business  Overhead  Expense  □ Future  Tail  Coverage  Buyout 


Professional  Resource  Group 
P.O.  Box  7190 
2045  Peachtree  Rd.,  NE 
Atlanta,  GA  30357 
(404)  351-7257 

Robert  E.  Dudley 
President 
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—MR  UPDATE — 

MRI  Advances  the  Detection  of  AVM’s 


BRAIN  EXAMINATION 

HISTORY:  A 52  year  old  man  had  two  small  right  occipital 
hemorrhages,  18  months  apart.  After  resolution,  negative  studies 
included  two  cerebral  arteriograms  and  contrast  CT  scans. 


SCAN:  Several  dark  curvilinear  structures,  evidence  of  the 
flow  void  phenomenon,  indicate  abnormal  vasculature  in  the  right 
occipital  lobe.  Associated  high  signal  intensity  of  adjacent  white 
matter  is  compatible  with  edema,  hemorrhage,  or  gliosis.  To- 
gether these  findings  are  consistent  with  occult  arteriovenous 
malformation  (AVM). 

MRI  HIGHLIGHTS:  MRI  is  highly  sensitive  for 

AVM’s  which  are  otherwise  occult  by  arteriography  or  CT  scanning. 
These  may  be  found  in  patients  with  spontaneous  hemorrhage, 
seizure  disorder,  or  other  clinical  presentations.  In  addition,  the 
sensitivity  of  MRI  for  intracranial  hemorrhage  is  being  increased 
through  the  use  of  new  partial  flip  imaging  techniques.  Refinements 
in  signal  processing,  surface  coils,  and  other  techniques  continue 
to  expand  the  clinical  indications  of  MRI.  Because  of  its  sensitivity, 
safety,  and  patient  comfort,  MRI  is  the  screening  technique  of 
choice  for  most  CNS  abnormalities. 


AMI,  AMIS,  and  ATMI  operate  their  MRI  systems  with  all  available 
upgrades  including  contiguous  slices  as  thin  as  1 mm,  high  resolu- 
tion head  and  body  coils,  state  of  the  art  surface  coils,  completely 
variable  field  of  view  in  data  collection,  cardiac  and  respiratory 
gating  with  real  time  monitoring,  and  multi-axis  oblique  imaging. 
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Joseph  P.  Bailey,  Jr.,  M.D. 


I recently  had  the  privilege  of  attending  the  Annual  Session  of 
the  North  Carolina  Medical  Society  and  meeting  many  old 
friends  and  making  some  new  ones.  The  realization  of  the 
common  bond  created  by  the  practice  of  medicine  was 
immediately  apparent.  It  was  expressed  in  the  ease  of 
association,  common  pride  in  achievement,  and  recognition  of 
mutual  problems  that  confront  the  House  of  Medicine.  There 
was  an  obvious  frustration  expressed  as  to  the  solutions  that  are 
so  elusive.  I strongly  suspect  that  our  problems  are  no  greater, 
however,  than  those  of  our  predecessors.  Yet,  they  are  our 
problems  and  those  which  must  be  dealt  with  now. 

The  high  principles  that  have  governed  the  evolution  of 
medicine  are  still  applicable.  We  must  obviously  adapt  to 
an  ever-changing  society,  but  if  our  profession  was  founded  on 
sound  principle,  and  of  this  I am  certain,  then  we  should 
continue  to  apply  this  principle  in  relation  to  our  patients  and  to 
each  other.  This  premise  also  has  to  transcend  our  relation  with 
those  in  government  at  all  levels.  Our  society  has  moved  toward 
legalistic  activity  which  too  often  seems  unable  to  view  the 
human  condition  save  in  terms  of  perceived  absolute  finality. 

For  us  the  biological  unknowns  remain,  coupled  with  the 
expressed  fear  they  generate  for  man.  Let  us  all  realize  the 
continued  existence  of  these  problems  and  pursue  the  answers 
while  demonstrating  adherence  to  the  high  ethics  and  principles 
of  our  profession.  We  must  show  disdain  for  the  lesser  and 
unacceptable  approach  that  would  be  fostered  on  us  directed  at 
creating  a trade  and  destroying  a profession. 
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Catastrophic-Illness  Bill 
Approved 

House  and  Senate  negotiators 
last  May  unanimously 
approved  legislation  to  protect  the 
nation’s  32  million  elderly  people 
from  catastrophic  hospital, 
physician,  and  outpatient-drug 
costs.  The  legislation,  which  has 
a projected  $31  billion,  5-year 
price  tag,  is  the  most  sweeping 
expansion  of  Medicare  since  the 
program  began  in  1965. 

Some  6.5  million  beneficiaries 
are  expected  to  benefit  from  the 
outpatient-drug  provisions,  which 
would  take  effect  in  1991,  and 
about  2 million  would  benefit 
from  the  $1440  cap  on  Part  B out- 
of-pocket  expenses.  Only  125,000 
beneficiaries  would  be  protected 
under  the  hospital  changes,  and 
the  bill’s  impact  on  hospitals  is 
expected  to  be  minimal. 

The  plan  calls  for  Medicare  Part 
A hospital  benefits  and  those  for 
care  in  skilled  nursing  facilities  or 
hospices  to  begin  in  1989.  Under 
the  bill,  Medicare  would  pay  for 
unlimited  hospital  care  after 
beneficiaries  pay  an  annual 
deductible,  estimated  by  the 
Congressional  Budget  Office  to  be 
$564  in  1989.  Medicare  Part  B 
benefits,  including  limitations  on 
beneficiaries  out-of-pocket 
expenses  and  80  hours  of  respite 
care  annually  for  elderly  people 
exceeding  the  drug  or  Part  B 
thresholds,  would  begin  in  1990. 
The  AHA  has  applauded  this  bill. 


Changes  in  Physician-Pay 
Reform  Predicted 

HCFA  Administrator  William  L. 

Roper,  M.D.,  predicted 
incremental  rather  than  radical 
physician-payment  reforms  in  the 
short  term.  At  a May  24  hearing 
before  the  House  Ways  and 
Means  Committee’s  health 
subcommittee,  Roper  called  for 
utilization  review,  physician-fee 
limits,  and  payment  reductions  for 


T A L NEWS 


overpriced  procedures  to  stem 
Medicare  Part  B costs,  which  have 
been  rising  more  than  15% 
annually  in  the  past  few  years. 

“The  federal  government  does 
not  have  an  effective  mechanism 
to  constrain  the  rapid  growth  in 
physician  spending  in  the  near 
term,”  Roper  said.  He  ruled  out 
implementation  of  a physician 
DRG  system.  “Monitoring  1 1 
million  admissions  from  7,000 
hospitals  for  475  DRGs  pales  in 
comparison  to  reviewing  350 
million  bills  from  500,000 
physicians  for  7,000  different 
procedure  codes,”  he  said. 


Physicians  Can  Sue  in  Peer 
Reviews 

In  a widely  watched  case,  the 
U.S.  Supreme  Court  ruled  last 
May  that  physicians  do  not  have 
absolute  immunity  from  antitrust 
lawsuits  that  may  arise  from  their 
actions  as  members  of  peer 
review  committees. 

The  case  was  brought  by 
Timothy  Patrick,  M.D.,  a surgeon 
who  resigned  from  a hospital  in 
Astoria,  OR,  after  a peer  review 
committee  moved  to  terminate  his 
staff  privileges.  A jury  found  that 
the  defendants  had  conspired 
against  Patrick  and  awarded  him 
$650,000  in  damages,  which  was 
tripled  under  the  Sherman 
Antitrust  Act  to  $1.9  million,  plus 
attorney’s  fees. 

“It  doesn’t  mean  peer  review 
will  have  no  protection,  said  the 
senior  for  the  AHA.  “The  decision 
in  no  way  undermines  the 
immunities  given  for  good-faith 
peer  review  under  the  Health  Care 
Quality  Improvement  Act  (of 
1986).” 

“We  disagree  with  the  outcome 
(of  the  case)  and  think  it  could 
have  a chilling  effect  on  peer 
review,”  said  Kirk  Johnson,  the 
AMA’s  general  counsel.  He 
expressed  concern  that  physicians 
may  participate  in  peer  review 
with  less  vigor. 


Government  Eyes  Lab 
Performance 

The  Health  Care  Financing 
Administration  is  taking  a 
hard  look  at  clinical  laboratories 
with  the  intention  of  updating  and 
improving  clinical  lab  regulations 
and  also  to  set  up  uniformity 
among  hospital-based  and 
independent  labs. 

In  recently  drafted  regulations, 
HCFA  proposes  to  change 
personnel  standards  to  focus  on 
accuracy  rather  than  on 
educational  qualifications.  In 
addition,  HCFA  wants  to  require 
that  hospital  labs  have 
supervisors  on  the  premises  to 
monitor  routine  testing,  mandate 
proficiency  testing  programs  for 
Medicare-approved  lab 
specialties,  and  update  internal 
quality  control  methods. 

The  concern  over  lab 
performance  has  been  spurred  by 
reports  of  inaccurate  Pap  and 
cholesterol  tests.  However,  the 
American  Hospital  Association  is 
quick  to  point  out  that  the  main 
source  of  the  inaccurate  tests  is 
in  independent  labs  and  not 
hospital  labs.  Independent  labs, 
says  the  AHA,  often  follow 
inadequate  quality  control 
standards. 

Government  Reviews 
Hospitals’  Tax  Status 

The  House  Ways  and  Means 
Committee’s  oversight  panel 
has  tentatively  approved  a plan  to 
change  the  tax-exempt  criteria  for 
not-for-profit  hospitals,  and  the 
hospital  industry  fears  the  plan 
may  eliminate  the  exemption  for 
hospitals  that  operate  taxable 
businesses. 

As  part  of  its  plan,  the  panel 
has  recommended  repeal  of  the 
current  rule  that  exempts  hospital 
services  provided  for  the  benefit 
of  employees,  patients,  and 
students.  But  the  group  favors 
keeping  exemptions  for  donated 
property  and  proceeds  from  fund- 
raising events. 
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Claim-Tnonic  is  determined  to  throw  you  a curve. 


Like  every  medical  practice,  you’re 
interested  in  being  more  profitable  by 
finding  ways  to  cut  costs  and  operate 
more  efficiently.  The  burden  of  claims 
processing  is  a major  threat  to  that  objec- 
tive. And  it’s  only  going  to  get  worse. 

Now  you  can  lay  claim  to  a whole 
new  level  of  productivity  in  this  vital 
area,  with  a breakthrough  system 
designed  expressly  for  physicians. 

Introducing  Claim-Tronic,™ 
the  affordable  claims  management 
system  for  physicians. 

Claim-Tronic  is  a vital  tool  in  today’s 
physician  practice  because  it  saves  the 
two  things  hardest  to  come  by: 

Time  and  money. 

It  can  relieve  your  office  of  up 
to  80%  of  the  customary  paperwork 
burden.  Insurance  claims  are  quicker 
and  easier  to  prepare.  They  get  to  the 
payor  in  dramatically  quicker  fashion. 
And  errors  are  virtually  nonexistent. 

©1988  Sophisticated  So 


That  means  you  get  paid  faster. 
Much  faster.  And  that  means  vastly 
improved  cashflow. 

Best  of  all,  Claim-Tronic  is 
genuinely  easy  to  use.  We  can  provide 
local  installation  and  ongoing  system 
support,  backed  by  Sophisticated 
Software,  a nationwide  leader  in  elec- 
tronic claims  management. 

Well  throw  you  a curve. 

The  kind  you  really  need. 

The  bottomline:  Claim-Tronic  can 
improve  your  bottomline. 

For  a fact-filled  demonstration 
video  on  Claim-Tronic  available  at  no 
charge,  simply  complete  the  coupon, 
or  call  us  in  Atlanta  at  953-8677 or 
toll-free  at  1-800-451-2587. 


OF  GEORGIA,  INC. 

, Inc.  All  rights  reserved.  Claim-Tronic™  is  a Trademark 


At  Claim-Tronic  of  Georgia,  we’ll 
throw  you  a curve.  The  kind  you’d  like 
to  see  more  often. 


i O.K.,  Throw  me  a curve. 

; Please  send  me: 

> □ Your  Claim-Tronic  videotape.  I 
j require  the  following  tape  format: 

j VHS Beta %"U-Matic. 

j □ Your  Claim-Tronic  brochure. 

I Your  Name 

j Name  of  Practice 

I Number  of  Physicians  in  Practice 

I Address 

1 City State Zip 

' Telephone 

| Mail  to:  Claim-Tronic  of  Georgia/ ATTN : 

I Marketing  Dept./2470  Windy  Hill  Rd./ 

I Suite  228-D/ Marietta,  GA  30067 

I I 

Sophisticated  Software,  Inc. 


Quiet  Thoughts 


We  would  like  to  make  “Quiet  Thoughts”  a regular 
or,  depending  upon  our  readers,  an  irregular  de- 
partment of  the  Journal,  featuring  short  articles  about 
experiences  with  medical  practice,  the  family,  politics, 
hospitals  — whatever  touches  on  the  feeling  side  of 
being  human.  Our  parameters  are  flexible,  as  we  want 
to  encourage  you  to  submit  material,  in  the  same  vein 
as  JAMA’s  “A  Piece  of  My  Mind.”  You  are  invited  to 
contribute  to  this  department,  as  is  your  wife,  your 
office  staff,  your  minister,  or  whoever  you  may  know 
who  has  something  brief  and  interesting  to  say  about 
the  human  condition. 
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compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
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determine  whether  these  were  caused  by  nizatidine. 
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About  the  Cover  Artist 


Cathy  Logan 


Featured  on  this  month’s  cover 
is  an  oil  painting,  “No  Place  To 
Hide,”  by  Atlanta  artist,  Cathy  Lo- 
gan. The  slightly  unreal  but  com- 
plimentary colors  in  this  painting, 
its  jigsaw  puzzle  lake  and  house  in 
the  sky,  space  divided  into  a grid, 
and  a mushroom  the  size  of  a tree 
are  visual  metaphors  for  our  para- 
doxically “safe”  yet  imminently 
threatened  life  in  the  Nuclear  Age. 
If  a weapon  can  be  named  “Peace- 
keeper,” why  not  color  a bomber 
in  a beautiful  bright  red?  (Is  an  in- 
strument of  death  more  acceptable 
if  it  has  a fine  name  or  color?)  For 
more  than  40  years,  we  have  been 
encouraged  to  believe  nuclear 
weapons  exist  for  our  protection 
from  nuclear  weapons  — but  they 
are  like  an  umbrella  as  fragile  as  a 
mushroom  which  breaks  apart  at 
the  slightest  touch. 

In  “No  Place  To  Hide,”  the  child 
has  seen  the  bomber  and  fled;  only 
the  empty  swing  returns  to  the  pic- 
ture plane.  An  ambiguous  scene  ex- 
ists at  the  bottom  left  of  the  paint- 
ing. Is  the  reclining  woman  in 
another  world  observing  the  beau- 


ties of  nature,  unaware  of  the  dan- 
ger from  above?  Perhaps  the  paint- 
ing outside  her  sphere  is  a 
nightmare  of  her  thoughts.  Just  as 
tens  of  thousands  of  nuclear  weap- 
ons are  hidden  in  silos,  subma- 
rines, bombers,  and  moved  about 
by  train,  so  the  shape  of  a puzzle 
piece  is  likewise  hidden  in  this 
landscape  and  also  symbolizes  the 
ultimate  contemporary  puzzle  — 
that  of  reversing  the  Arms  Race. 

Since  1 982 , Ms . Logan  has  created 
images  of  the  psychic  land- 
scape we  inhabit  as  a result  of  liv- 
ing in  the  Nuclear  Age.  The  psy- 
chologic burden  created  by 
numbing  ourselves  to  the  respon- 
sibility of  living  at  this  historic  junc- 
ture offers  a fascinating  and  chal- 
lenging subject  for  the  artist.  Ms. 
Logan’s  paintings  combine  the  nar- 
rative form  of  the  human  in  land- 
scape with  shallow  modernistic 
space  and  composition,  and  fan- 
tastic elements.  The  viewer  can  thus 
realize  these  are  pictures  of 
thoughts,  ideas,  and  concerns, 


rather  than  actual  events.  Harmony 
and  sensuousness  of  color  draw  the 
viewer  in  and  make  the  content  ac- 
cessible. Ideally,  viewers  will  allow 
themselves  to  explore  their  feelings 
about  living  with  nuclear  weapons. 

Ms.  Logan  received  her  B.F.A.  in 
1974  from  the  Kansas  City  Art  In- 
stitute in  Kansas  City,  Missouri,  and 
attended  graduate  school  at  the  Ty- 
ler School  of  Art  in  Philadelphia. 
Most  of  Ms.  Logan’s  work  is  done 
in  oil  on  canvas;  some  is  acrylic, 
pastel,  or  watercolor.  She  wel- 
comes commissions. 

Recent  exhibits  include  12  paint- 
ings in  the  Bathouse  at  the  1987 
Arts  Festival  of  Atlanta;  “Weaving 
Women’s  Colors:  A Decade  of  Em- 
powerment” at  Spelman  College  in 
Atlanta;  and  the  1986  Irene  Leache 
Memorial  Exhibition  at  the  Chrysler 
Museum  in  Norfolk,  Virginia.  Ms. 
Logan  has  had  four  one-person 
shows,  has  exhibited  in  eight  states 
and  in  Nairobi,  Kenya,  and  has 
paintings  in  many  private  collec- 
tions. Her  work  can  be  seen  at  the 
Highland  Gallery,  1 164  N.  Highland 
Ave.,  in  Atlanta.  ■ 
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On  Death  and  Euthanasia 


“Everybody  has  to  die  sometime. 
That’s  life.  ” 

Archie  Bunker 

“The  way  / figure  it,  if  you're 
too  afraid  to  die,  then  you  ’re  too 
afraid  to  live.  ” 

John  Wayne 

It  seems  such  an  easy,  such  an 
effortless,  thing  to  do  — 
dying,  that  is.  One  hardly  has  to 
lift  a hand  to  accomplish  it.  On 
occasion,  simply  to  turn  over  in 
bed  will  do  it.  We  all  know  that  it 
has  to  come,  sooner  for  some, 
later  for  others.  It  seems  so 
unavoidable,  so  devious  in  the 
methodical  manner  in  which  it 
seeks  us  out,  so  effortless  and 
unavoidable.  The  fragility  of  our 
lives  seems  ever  to  surround  us 
as  we  pass  daily  through  the 
“valley  of  the  shadow  of  death.” 
Philosophers  have  taught  us 
how  to  look  at  death,  or  best  to 
say,  have  taught  us  how  they 
perceive  the  function  and  perhaps 
instruct  us  as  to  how  we  must, 
should,  or  might  consider 
regarding  it. 

Montaigne  knew  about  death. 

Born  Michel  de  Montaigne 
in  1533  at  Perigord  in  France,  he 
retired  to  his  home  in  1571  to 
write  his  memoirs,  the  “Essays”  to 
which  his  reputation  must  be 
attributed.  He  became  the  mayor 
of  Bordeaux  in  1580  and  died  at 
the  Chateau  de  Montaigne  in 
1592.  Those  Essays,  in  the  words 


of  Montaigne,  were  simply  a 
looking  at  himself.  In  the  course 
of  doing  that,  he  dealt  with  the 
many  issues  that  even  today  we 
find  filling  the  mind  of  modern 
man.  At  one  place  in  those 
essays,  he  makes  the  following 
remarks  concerning  death: 

“Tullius  Marcellinus,  a young 
Roman,  wishing  to  anticipate  the 
hour  of  his  destiny,  in  order  to  rid 
himself  of  a disease  which 
tormented  him  more  than  he  was 
willing  to  endure,  although  the 
physicians  promised  him  a 
certain,  if  not  a very  rapid,  cure, 
summoned  his  friends  to 
deliberate  about  this.  Some,  says 
Seneca,  gave  him  the  advice 
which,  from  cowardice,  they 
themselves  would  have  taken;  the 
others,  to  please  him,  that  which 
they  thought  would  be  most 
agreeable  to  him.  But  a Stoic 
spoke  thus  to  him:  ‘Do  not  exert 
yourself,  Marcellinus,  as  if  you 
were  deliberating  about 
something  of  importance;  it  is  no 
great  matter  to  live  — your 
servants  and  the  beasts  live;  but 
it  is  a great  matter  to  die  worthily, 
wisely,  and  firmly.  Think  how 
long  you  have  been  doing  the 
same  thing:  eating,  drinking, 
sleeping;  drinking,  sleeping,  and 
eating.  We  revolve  incessantly  in 
this  circle;  not  only  disagreeable 
and  unbearable  circumstances, 
but  the  mere  satiety  of  living, 
make  us  long  for  death. ' 


Marcellinus  had  need,  not  of  a 
man  to  advise  him,  but  of  a man 
to  help  him.  His  servants  were 
afraid  to  meddle  in  the  affair;  but 
this  philosopher  made  them 
understand  that  those  of  a man ’s 
household  are  suspected  only 
when  there  is  some  doubt 
whether  the  master's  death  has 
been  voluntary;  otherwise,  that  it 
would  be  as  bad  an  example  to 
prevent  him  from  killing  himself 
as  to  kill  him,  because, 

He  who  against  a man ’s 
will  preserves  his 
life  does  the  same  thing  as  if 
he  killed  him. 

. . . For  all  else,  there  was  no 
need  either  of  iron  or  blood;  he 
undertook  to  depart  from  this  life; 
not  to  flee  from  it;  not  to  escape 
death,  but  to  experience  it.  And, 
to  give  himself  time  to  deal  with 
it,  he  refused  all  nourishment; 
and  on  the  third  day  after,  having 
had  himself  bathed  in  warm 
water,  he  failed  little  by  little,  and 
not  without  some  pleasure,  as  he 
said.  In  truth,  they  who  have  had 
these  faintnesses  that  come  from 
weakness  say  that  they  feel  no 
suffering  in  them,  indeed,  rather 
some  pleasure,  as  of  a passage 
into  sleep  and  rest.  ” 

But  that  was  a world  of 
seductive  contemplation.  We 
must  live  in  the  world  of  today,  in 
what  Allen  Watts  called,  “The 
Eternal  Now.”  We  must  deal  with 
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not  only  death  but  also  death  with 
intent.  Surely  we  cannot  ignore 
the  matter.  We  must  not  run  away 
from  it  as  we  on  occasion  have 
from  other  issues.  Nor  must  we, 
as  unproductively,  take  a stand  so 
rigid  and  inflexible  that  we  leave 
no  room  for  compromise  and  so 
abandon  the  field  of  debate  and 
decision  making  to  those  less 
qualified  with  knowledge  but 
better  fortified  with  decision 
making  power  to  draw  the 
guidelines  whereby  we  must 
perform. 


In  a moment  of  carefully 
calculated  decision  making 
within  the  recent  past,  an 
Editorial  Board  representing  the 
journal  of  45%  of  American 
physicians  printed  a short  article 
by  a resident  physician  describing 
the  facilitated  death  of  one  of  his 
patients.  From  the  gently  ignited 
issue  burst  forth  a conflagration 
seeking  out  the  most  obscure 
recesses  of  the  lay  and 
professional  world.  Should  he 
have  done  it?  Would  my  pastor, 
my  father,  my  doctor  have 
approved  of  it?  Would  I have 
done  it?  “Aye,”  as  Shakespeare’s 
Hamlet  would  have  said,  “there’s 
the  rub.” 

Well,  we  have  all  done  it,  either 
in  a fantasy,  in  quiet 
contemplation,  or  as  the  resident, 
really  done  it.  Our  sadness  over 
the  agony  and  the  impending 


death  of  a beautiful  person  — 
beauty  as  physical,  intellectual, 
emotional  — has  led  us  to  give  at 
least  some  passing  thought  to  just 
what  the  rightful  place  of  the 
facilitated  death,  euthanasia, 
should  be. 

Of  course,  it  is  unacceptable, 
the  taking  of  human  life.  We  are 
trained  to  maintain  it  as  long  as 
possible  and  this  as  long  as 
reasonable  or  unreasonable.  Dare 
we  then  to  throw  our  thinking  into 
the  philosophical  cauldron  and 
ask  the  Socratic  question,  “Is 
there  need  to  draw  the  guidelines 
whereby  the  thoughtful  and 
compassionate  physician  might 
abet  the  passing  from  life  to 
death?”  Evermore  difficult 
becomes  the  judicious  balancing 
of  the  autonomy  of  the  individual, 
their  right  to  control  their  own 
destiny,  and  in  particular  their 
own  death,  with  the  professionally 
trained  and  nurtured  beneficence 
of  the  physician  to  lend  to  the 
sick  and  injured  the  appropriate 
compassion  and  concern.  We 
have  suffered  with  the  dilemma 
for  ages.  We  have  walked  the  thin 
line  of  propriety,  played  God,  if 
you  will,  and  find  ourselves  today 
ever  closer  to  that  awesome  point 
where  we  consciously  tinker  with 
such  creative  process  as  vitro 
fertilization,  abortion,  genetic 
engineering,  organ  transplantation 
and  the  like.  We  appear  more  as 
final  arbiters,  as  determiners,  of 
life  and  death  than  ever  before. 


•• The  time  has 
arrived  when  the 
facilitators  of  the 
beginning  of  life,  the 
caretakers  of  health 
and  life,  must  look  to 
their  rightful  place  in 
the  unavoidable 
function  of  assisting 
with  the  proper  and 
societally  approved 
manner  of  ending  that 

life .yy 


Dare  we  ask  ourselves  to  look  at 
the  rules  governing  the  end  of  our 
lives?  We  have  danced  around  the 
issue,  taken  refuge  in  theological 
and  philosophical  conundrums, 
about  as  long  as  reason  will 
allow.  The  time  has  arrived  when 
the  facilitators  of  the  beginning  of 
life,  the  caretakers  of  health  and 
life,  must  look  to  their  rightful 
place  in  the  unavoidable  function 
of  assisting  with  the  proper  and 
societally  approved  manner  of 
ending  that  life. 

CRU 
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GIVE 

YOURSELF 

A BREAK 


Pro-Med  Practice 
Management  Systems 

Whatever  happened  to  the  traditional  Wednesday 
afternoon  off?  Many  physicians  are  finding  the  com- 
plexities of  today's  medical  practice  overwhelming  both 
in  terms  of  compromising  the  time  they  have  with 
patients  and  the  time  they  have  to  pursue  personal 
interests. 

As  you  respond  to  your  patients'  needs,  we  respond 
to  yours  by  providing  the  management  services  that 
will  enable  you  to  enjoy  your  career  and  life  to 
its  fullest. 

+ Contract  Management  Services  - We  can  manage  all 
of  the  day-to-day  non-medical  functions  of  your  practice 
including  implementing  a management  system 
designed  to  give  you  control  of  all  operational  and 
financial  aspects. 

+ Management  Consulting  - We  can  advise  you  on  a 
variety  of  issues  including  cost  benefit  analyses,  practice 
development,  equipment  procurement,  risk  manage- 
ment, marketing,  and  long-range  planning. 

+ Staff  Recruitment  and  Training  - We  can  help  to 
define  your  needs,  develop  an  appropriate  job  descrip- 
tion, conduct  the  search  and  interview  process,  and 


recommend  candidates  best  suited  to  your  practice 
environment. 

+ Accounts  Receivable  Management  - We  will  render 
bills  to  your  patients  and  submit  claims  to  third-party 
payors,  either  by  mail  or  electronically.  Because  third- 
party  payors  represent  a large  segment  of  today's 
receivables,  we  continually  monitor  changes  which 
may  impact  your  practice  income  such  as  medical-legal 
legislation,  HCFA,  and  other  health  care  related  govern- 
ment agency  mandates. 

Our  experience  with  a broad-base  of  medical  clients 
is  your  assurance  that  the  services  you  need  will  be 
performed  by  recognized  professionals.  If  you  have 
questions  or  need  more  information  about  how  our 
services  might  benefit  your  practice,  please  contact 
us  today. 


PR© -MED 

Simplifying  the  Complexities  of  Today  s 
Health  Care  Environment 

PROFESSIONAL  MEDICAL  RESOURCES,  INC. 
5901  Peachtree-Dunwoody  Rd.,  N.E.  Suite  B-100 
Atlanta,  Georgia  30328  (404)  393-8834 
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AUGUST 

8-12  — Destin,  FL:  Summer 
Imaging  and  Interventional 
Techniques  VI.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

11-14  — Amelia  Island:  Georgia 
Psychiatric  Summer  Meeting. 
Category  1 credit.  Contact 
James  M.  Moffett,  MAG,  938 
Peachtree  St.,  Atlanta  30309. 

PH:  404/876-7535  or  800/282- 
0224. 

15-19  — Atlanta:  A 
Comprehensive  Board  Review 
in  Internal  Medicine.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

26-28  — Kiawah  Island,  SC: 

Georgia  Society  of 
Anesthesiologists/South 
Carolina  Society  of 
Anesthesiologists  Meeting. 

Contact  William  Hammonds, 
M.D.,  1365  Clifton  Rd.,  Atlanta 
30322.  PH:  404/321-0111. 


SEPTEMBER 

2-4  — Callaway  Gardens: 

Georgia  Society  of  Internal 
Medicine/Georgia  Chapter, 
American  College  of 
Physicians  Category  1 credit. 
Contact  James  M.  Moffett,  938 
Peachtree  St.,  Atlanta  30309. 

PH:  404/867-7535  or  800/282- 
0224. 

9 — Atlanta:  Hepatic  Surgery. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

15-17  — Sea  Island:  Georgia 
Surgical  Society.  Category  1 
credit.  Contact  William  C. 
McGarity,  M.D.,  1365  Clifton  Rd., 


Atlanta  30322.  PH:  404/321- 
0111. 

1 9-20  — Atlanta:  Second 
Annual  Menopause 
Conference.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

14-16  — Atlanta:  Advances  in 
the  Diagnosis  and  Treatment 
of  Cardiovascular  Diseases. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

14-16  — Savannah: 
Neonatology  — The  Sick 
Newborn.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

22- 24  — Hilton  Head  Island,  SC: 
Frontiers  in  Nutrition.  Contact 
Div.  of  Cont.  Ed.,  MCG,  Augusta 
30912.  PH:  404/721-3967. 

23- 24  — Atlanta:  The  Clinical 
Management  of  Sickle  Cell 
Disease.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

23-24  — Atlanta:  Introduction 
Into  Percutaneous 
Transluminal  Angioplasty  VII. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

26-29  — Atlanta:  Advanced 
Demonstrations  in 
Percutaneous  Transluminal 
Angioplasty  XX.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

26-30  — Atlanta:  Modern 
Methods  of  Diagnosing  and 


Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

27- 28  — Atlanta:  Public  Health 
Service  Policy  on  Humane 
Care  and  Use  of  Laboratory 
Animals.  Category  1 credit. 
Contact  Office  of  CME,  Emory 

28- 29  — Atlanta:  Georgia 
Chapter  of  the  American 
Academy  of  Pediatrics  Fall 
Meeting.  Contact  Executive 
Secretary  William  C.  Mankin, 
4059  Land  O’Lakes  Dr.,  Atlanta 
30342. 

29- 30  — Atlanta:  Stress  and  the 
Heart:  Risks  and  Recovery. 

Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

30  — Atlanta:  Recent  Advances 
in  Clinical  Oncology,  Category 
1 credit.  Contact  David  Gordon, 
M.D.,  1365  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-6761. 


OCTOBER 

5 — Atlanta:  Joseph  S.  Skobba 
Symposium  (Psychiatry). 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

6-9  — Sea  Island:  Georgia 
Orthopaedic  Society.  Category 
1 credit.  Contact  David  F.  Apple, 
Jr.,  M.D.,  1938  Peachtree  Rd., 
Ste.  710,  Atlanta  30309.  PH: 
404/352-2234. 

10-14  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 
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NEW  MEMBERS 

Alvisio,  Frank  V.,  Student  — MAA 

— 1461 -D  Willow  Lake  Dr., 
Atlanta  30329 

Amos,  Joseph  D.,  Student  — MAA 

— 720  Westview  Dr.,  Atlanta 
30310 

Antolic,  Mladen,  Rehabilitation 
Med.  — MAA  — 11685 
Alpharetta  Hwy.,  Ste.  155, 
Roswell  30076 

Bakin,  Dawn  R.,  Student  — MAA 

— 1022  Cedar  Forest  Ct. , Stone 
Mountain  30083 

Blackburne,  Rose  E.,  Student  — 
MAA  — 720  Westview  Dr.,  S.W., 
Atlanta  30310 

Blake,  Bryan  D.,  Student  — MAA 

— 170  Chappel  Rd.,  N.W., 
Atlanta  30314 

Bland,  James  R.,  Ill,  Resident  — 
Richmond  — 234  E.  Vineland, 
Augusta  30904 
Boone,  Daniel  H.,  Internal 
Medicine  — Richmond  — 3623 
J.  Dewey  Gray  Cir.,  Augusta 
30907 

Brackett,  Michael  L.,  Family 
Practice  — Troup  — 303  Smith 
Street,  LaGrange  30240 
Brown,  Robert  M.,  General 
Surgery  — MAA  — 4282  Spring 
House  Lane,  Norcross  30092 
Buckner,  Janet  M.,  Student  — 

MAA  — 141 8-A  Druid  Valley 
Dr.,  Atlanta  30329 
Charles,  Deborah  J.,  Daignostic 
Radiology  — Cherokee-Pickens 

— 518  Cherokee  Mills  Dr., 
Woodstock  30188 

Clarke,  Dane  E.,  Student  — MAA 

— 2909  Campbellton  Rd.,  Apt. 
11-H,  Atlanta  30311 
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Covington,  Nancy  M.,  Pathology 
— Floyd-Polk-Chattooga  — 309 
E.  Third  Ave.,  Rome  30161 
Desai,  Kishor  D.,  General 
Psychiatry  — Muscogee  — 100 
Center  St.,  Ste.  501, 

Professional  Tower,  Columbus 
30901 

d’Heurle,  David,  Ophthalmology 
— MAA  — 2004  Peachtree  Rd., 
Atlanta  30367 

Dix,  Barry  R.,  Cardiology/Internal 
Med.  — MAA  — 5667  Peachtree 
Dunwoody  Rd.,  Ste.  385,  Atlanta 
30342 

Felz,  Michael  W.,  Family  Practice 
— Richmond  — 1708 
Sandalwood  Dr.,  Augusta  30909 
Finan,  Marian  C., 
Dermatopathology  — MAA  — 
1800  Phoenix  Blvd.,  Ste.  210, 
Atlanta  30349 
Finley,  Charles  R.,  General 
Surgery  — MAA  — 1233  Oxford 
Rd.,  Atlanta  30306 
Flannery  AnnMarie,  Pediatric 
Neurosurgery  — Richmond  — 
Medical  College  of  Georgia, 
Augusta  30912 

Foshee,  William  S.,  Pediatrics  — 
Richmond  — 422  Cambridge 
Way,  Martinez,  30907 
Goldstein,  Adam  O.,  Family 
Practice  — Richmond  — 2409 
Comanche  Rd.,  Augusta  30904 
Grayson,  John  T.,  Internal 
Medicine  — Spalding  — 231 
Graefe  St.,  Griffin  30223 
Gropper,  Gary  R.,  Neurological 
Surgery  — MAA  — 315 
Boulevard,  Ste.  300,  Atlanta 
30312 

Hein,  Douglas  P.,  Orthopaedic 
Surgery  — Wayne  — 113 
Colonial  Way,  Jesup  31545 


Hochgelerent,  Eda  L.,  Internal 
Med./Nephrology  — MAA  — 77 
Collier  Rd.,  Ste.  2050,  Atlanta 
30309 

Holcombe,  John  L.,  Family 
Practice  — Cobb  — 153 
Watson  Dr.,  Dallas  30132 
Holzberg,  Mark  J.,  Dermatology  — 
MAA  — 401  West  Peachtree  St., 
Ste.  1645,  Atlanta  30307 
Hortenstine,  Jay  S.,  Urology  — 
Richmond  — Dept,  of  Urology, 
Medical  College  of  Georgia, 
Augusta  20912 

Huggins,  Sharon  G.,  Student  — 
MAA  — 2025  Peachtree  Rd., 
N.W.,  #444,  Atlanta  30309 
Jarrell,  Todd  S.,  Urology  — 
Richmond  — Medical  College 
of  Georgia,  Augusta  30912 
Johnson,  Robert  E.,  — Richmond 
— 301-A  Old  Plantation  Rd., 
Martinez  30907 
Johnston,  Edwin  D.,  Jr., 
Anesthesiology  — Floyd-Polk- 
Chattooga  — 5 River  Valley  Ct., 
S.W.,  Rome  30161 
Jones,  Garris  T.,  Family  Practice 
— Crawford  W.  Long  — 1030 
Woodlands  Rd.,  Watkinsville 
30677 

Jones,  Mark  M.,  Plastic  Surgery  — 
MAA  — 424  Wesbster  St.,  Palo 
Alto,  CA  94301 

Jones,  Mitchell  T.,  Student  — 

MAA  — 1155  Lullwater  Rd., 
Atlanta  30307 
Jose,  James  A.,  Pediatrics/ 
Neonatology  — MAA  — Ste.  C- 
509,  5675  Peachtree  Dunwoody 
Rd.,  Atlanta  30342 
Lee,  Richard  Y.,  Radiology  — 
DeKalb  — 755  Commerce  Dr., 
Ste.  205,  Decatur  30033 
Lev,  Jeffrey  D.,  Internal  Med./ 
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Endocrinology  — Hall  — 660-1 
Lanier  Park  Dr.,  Gainesville 
30501 

Longley,  Jean  V.,  Obstetrics/ 
Gynecology  — MAA  — 1938 
Peachtree  Rd.,  Ste.  306,  Atlanta 
30309 

Mardis,  Marlah  H.,  Student  — 

MAA  — 2025  Peachtree  Rd., 
N.E.,  Atlanta  30309 
Marks,  Stuart  D.,  Ophthalmology 
— Hall  — 1128  Vine  St., 
Gainesville  30505 
Martin,  John  E.  — Ogeechee  River 
— 417  Northside  Dr.  East,  Ste. 
400,  Statesboro  30458 
Moore,  L.  Doyle  — Richmond  — 
3028  Pine  Needle  Rd.,  Augusta 
30909 

Newman,  Stuart  J., 

Ophthalmology  — MAA  — Ste. 
845,  5675  Peachtree  Dunwoody 
Rd.,  Atlanta  30342 
Niren,  Lawrence  S., 

Anesthesiology  — MAA  — 1984 
Peachtree  Rd.,  Ste.  515,  Atlanta 
30309 

Palsgaard,  Donald  C.,  Emergency 
Med./Family  Practice  — 
Crawford  W.  Long,  2661  New 
High  Shoals  Rd.,  Bishop  30621 
Pantazis,  Cooley  G.,  Pathology  — 
Richmond  — 1120-1 5th  St., 
Augusta  30912 
Perrick,  David,  Allergy  & 
Immunology  — Richmond  — 
Medical  College  of  Georgia, 
Augusta  30912 

Prince,  Jefferson  B.  — MAA  — 
777-5  Houston  Mill  Rd.,  Atlanta 
30329 

Quispe,  Guillermo,  Colon  & 

Rectal  Surgery  — Washington, 

4 Medical  Arts,  Sandersville 
31082 


Rhodes,  Robert  A.,  Ill  Diagnostic 
Radiology  — Crawford  W.  Long 

— 130  Walton  Creek  Rd., 
Athens  30607 

Riley,  Scott  A.,  Anesthesiology  — 
Richmond  — 3118  Natalie  Cir., 
Augusta  30909 
Salzberg,  Bruce  A., 
Gastroenterology/Internal  Med. 
— MAA  — 3192  Howell  Mill 
Rd.,  N.W.,  Ste.  113,  Atlanta 
30327 

Scott,  James  F.,  Ill, 

Anesthesiology  — MAA  — 1861 
Clairmont  Rd.,  Decatur  30033 
Sebel,  Peter  S.,  Anesthesiology  — 
MAA  — Dept,  of 
Anesthesiology,  1365  Clifton 
Rd.,  Atlanta  30322 
Smith,  Paul  D.,  Student  — MAA 

— 2815  Royal  Bluff,  Decatur 
30030 

Steed,  Robert  D.,  Endocrinology/ 
Internal  Med.  — MAA  — 3193 
Howell  Mill  Rd.,  Ste.  230, 
Atlanta  30327 

Stiles,  Richard  G.,  Radiology  — 
MAA  — 1365  Clifton  Rd.,  Dept, 
of  Radiology,  Atlanta  30322 
Strother,  Reginald  — MAA  — 318 
Fourth  St.,  #2,  Atlanta  30308 
Stuart,  Karen  A.,  Obstetrics/ 
Gynecology  — Muscogee  — 
2039  Tenth  Ave.,  Columbus 
31907 

Stybol,  Toncred  M.,  General 
Surgery/Surgical  Oncology  — 
MAA  — 1396  North  Crossing 
Dr.,  Atlanta  30329 
Sykes,  James  E.,  Student  — MAA 

— 720  Westview  Dr.,  Atlanta 
30310 

Tarlton,  Rebecca  S.,  Therapeutic 
Radiology  — MAA  — 1365 
Clifton  Rd.,  Atlanta  30322 
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Taylor,  Ronald  B.,  Emergency 
Medicine  — Richmond  — 
Medical  College  of  Georgia, 
Augusta  30912 
Wallace,  Brian  C.,  Internal 
Medicine  — MAA  — 35  Collier 
Rd.,  Ste.  200,  Altanta  30309 
Wille,  Carl  R.,  Ophthalmology  — 
MAA  — 2004  Peachtree  Rd., 
Atlanta  30309 

Wynn,  James  J.,  General  Surgery 
— Richmond  — Dept,  of 
Surgery,  Medical  College  of 
Georgia,  Augusta  30912 
Yarbrough,  John  A.,  Internal  Med./ 
Allergy  & Immunology  — 
Richmond  — Medical  College 
of  Georgia,  Augusta  30912 
Yilling,  Frederick  P., 

Cardiothoracic  Anesthesia  — 
MAA  — 4140  River  Cliff  Chase, 
Marietta  30067 


QUOTES 

Praise,  like  gold  and  diamonds, 
owes  its  value  to  its  scarcity. 
Samuel  Johnson 

There  is  a pleasure  in  the 
pathless  woods;  there  is  a rapture 
in  the  lonely  shore,  there  is 
society,  where  naught  intrudes,  by 
the  deep  sea,  and  music  in  its 
roar. 

Byron 

/ know  that  unremitting  attention 
to  business  is  the  price  of  success 
but  I don ’t  know  what  success  is. 
Charles  Dudler  Warner 

Rich  men  die  but  banks  are 
immortal. 

Wendell  Phillips 
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ASSOCIATION  NEWS 


Alfred  J.  Grindon,  M.D.,  Director  American  Red  Cross  Blood  Services! Atlanta  Region, 
receives  national  Red  Cross  Award. 


PERSONALS 

Canton-Charlton  CMS 

William  A.  McLaughlin,  M.D., 

has  relocated  his  OB/GYN 
practice  to  Waycross  and  has 
joined  the  staff  of  Memorial 
Hospital.  He  was  previously  on 
staff  at  a hospital  in  St.  Mary’s. 

Cobb  CMS 

Richard  W.  King,  M.D.,  has 

joined  the  Parkway  Medical 
Center  Staff.  Dr.  King  specializes 
in  rehabilitation  medicine.  Dr. 

King  received  his  medical  degree 
from  the  Emory  University  School 
of  Medicine.  He  completed  two 
residencies  — one  at  Georgia 
Baptist  Medical  center  in  Atlanta 
and  the  other  at  Emory 
University’s  Center  of 
Rehabilitation  Medicine. 

Georgia  Medical  Society 

R.  W.  Scarbrough  Jr.,  M.D.,  has 

been  inducted  into  the  South 
Atlantic  Association  of 
Obstetricians  and  Gynecologists. 

Medical  Association  of  Atlanta 

Bonnie  L.  Anderson,  M.D.,  a 

Diplomate  of  the  American  Board 
of  Radiology,  joined  the  staff  at 
Fannin  Regional  Hospital  in  Blue 
Ridge  last  April.  Dr.  Anderson 
received  her  medical  degree  from 
the  University  of  Miami  in  1982. 
She  was  formerly  affiliated  with 
Mercy  Hospital,  New  Orleans,  LA, 
and  Doctors’  Hospital  of 
Jefferson,  Metairie,  LA. 

Dr.  Anderson  has  a special 
interest  in  obstetric-gynecologic 
ultrasound  and  mammography, 
particularly  geared  towards 
womens’  health.  In  addition,  she 
will  become  a member  of  the 
Fannin  Regional  Speakers  Bureau, 
and  available  to  present  womens’ 
health  topics  to  local  clubs  and 
organizations,  as  well  as  other 
radiologic  topics. 


Sumter  CMS 

A.  Gatewood  Dudley,  M.D.,  has 

accepted  a position  on  the  faculty 
of  Emory  University  School  of 
Medicine  and  will  take  a leave  of 
absence  from  his  Americus 
practice  at  Gynecology 
Associates,  effective  July  1,  1988. 

Alfred  J.  Grindon,  M.D., 
Director  of  Red  Cross  Blood 
Services/Atlanta  Region,  received 
the  Charles  R.  Drew  Award  for  his 
outstanding  contributions  to  Red 
Cross  Blood  Services  at  the 
American  National  Red  Cross 
annual  convention  held  in 
Cincinnati,  Ohio,  in  May.  The 
award  was  presented  in 
recognition  of  Dr.  Grindon’s 
exceptional  personal  leadership 
and  dedication  and  for  his  work 
in  areas  of  scientific,  medical, 
and  technical  development  that 


have  advanced  the  purposes  of 
Red  Cross  Blood  Services. 

The  Charles  R.  Drew  Award  was 
established  in  1981  to  preserve 
the  memory  of  Dr.  Charles  Drew’s 
contribution  to  Red  Cross  Blood 
Services.  Drew,  a leading 
authority  on  mass  transfusion  and 
procession  methods,  was  the 
medical  director  in  the  early 
1940s  for  a nationwide  project  for 
the  procurement  of  plasma  for  the 
armed  forces.  This  project  was 
the  forerunner  of  the  present 
American  Red  Cross  Blood 
Services. 


An  investment  in  knowledge 
always  pays  the  best  interest. 
Benjamin  Franklin 
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VOLUNTEERS  NEEDED 

Emory  Clinic  is  looking  for 
Type  II  diabetic  volunteers,  40  to 
70  years  old,  for  a 5-month  drug 
study  which  will  evaluate  a new 
method  to  quantitate  peripheral 
insulin  sensitivity  and  insulin 
secretion.  As  part  of  the  study, 
Glucotrol  (glipizide)  or  placebo 
will  be  administered  in  addition 
to  diet  therapy.  Participants 
should  be  free  of  major  medical 
problems  and  never  have  been  on 
insulin  or  Glucotrol  therapy. 
Multiple  visits  to  the  clinic  over  a 
5-month  period  will  be  required. 
All  medications  and  support 
services  for  the  study  are  free  to 
the  participants.  Clinical 
information  gathered  will  be 
shared  with  the  referring 
physician.  Call  Dr.  Suzanne 
Gebhart,  M.D.  at  321-0111  Ext. 
4528  for  more  information. 

ERRATUM 

The  following  EDITORIAL 
COMMENT  was  intended  to 
introduce  the  article  by  Ms.  Betty 
Castellani,  “Malpractice:  Is 
Competence  or  Caring  in 
Question?”,  published  in  the  April 
issue  of  the  Journal  and  was 
inadvertently  omitted.  We  include 
it  here  now  to  remind  those  of 
you  who  read  Ms.  Castellani’s 
article  of  its  thoughtful  excellence 
and  to  pique  perhaps  the  curiosity 
of  those  who  may  have  missed  it. 
For  those  in  the  latter  category, 
call  the  Journal  office  for  a copy 
if  you  cannot  find  your  April 
issue. 

EDITORIAL  COMMENT:  On  rare 
occasions,  a matter  of  great 
importance,  known  and  reiterated 
to  all  of  us  through  the  years,  is 
said  again  in  such  a straight  and 
meaningful  manner  that  suddenly 
it  becomes  clear  when  previously, 
though  we  thought  it  to  be 
understood,  it  remained  wrapped 


in  a cloak  of  ordinariness 
obscuring  the  truth  which  it 
possessed.  Such  is  the  nature  of 
the  following  article  by  the 
Associate  Chaplain  at  DeKalb 
General  Hospital.  Read  it  carefully 
and  thoughtfully.  Reread  it.  All  the 
symposia,  all  the  legal 
admonitions,  all  the  reading  you 
might  be  able  to  do  will  not  lend 
to  you  the  protection  from 
professional  liability  threats 
which  these  simple  suggestions  of 
Ms.  Castellani  will  provide. 


MEDICAL 
TERMINOLOGY 
FOR  THE  LAYMAN 

Artery:  The  study  of  fine  paintings. 
Barium:  What  you  do  when  CPR 
fails. 

Cesarean  Section:  A district  in 
Rome. 

Colic:  A sheep  dog. 

Coma:  A punctuation  mark. 
Congenital:  Friendly. 

Dilate:  To  live  longer. 

Fester:  Quicker. 

G.I.  Series:  Baseball  games 
between  teams  of  soldiers. 
Grippe:  A suitcase. 

Hangnail:  A coat  hook. 

Medical  Staff:  A doctor’s  cane. 
Minor  operation:  Coal  digging. 
Morbid:  A higher  offer. 

Nitrate:  Lower  than  the  day  rate. 
Organic:  Musical. 

Outpatient:  A person  who  has 
fainted. 

Post-operative:  A letter  carrier. 
Protein:  In  favor  of  young  people. 
Secretion:  Hiding  anything. 
Serology:  Study  of  English 
knighthood. 

Tablet:  A small  table. 

Tumor:  An  extra  pair. 

Urine:  Opposite  of  you’re  out. 
Varicose  veins:  Veins  which  are 
very  close  together. 


QUOTES 

It  is  a wonderful  advantage  to  a 
man  in  every  pursuit  or 
avocation,  to  secure  an  adviser  in 
a sensible  woman.  In  woman 
there  is  at  once  a subtle  delicacy 
of  tact  and  a plain  soundness  of 
judgment  which  are  rarely  found 
to  an  equal  degree  in  man.  A 
woman,  if  she  be  really  your 
friend,  will  have  a sensitive 
regard  for  your  character,  honor, 
repute.  She  will  seldom  counsel 
you  to  do  a shabby  thing,  for  a 
woman  friend  always  desires  to 
be  proud  of  you. 

The  Earl  of  Lytton 

Slow  down  and  enjoy  life.  It’s  not 
only  the  scenery  you  miss  by 
going  too  fast  — you  also  miss 
the  sense  of  where  you  're  going 
and  why. 

Eddie  Cantor 

Rumba  is  a dance  where  the  front 
of  you  goes  along  nice  and 
smooth  like  a Cadillac  and  the 
back  of  you  makes  like  a Jeep. 

Bob  Hope 

The  road  of  excess  leads  to  the 
palace  of  wisdom. 

William  Blake 

Touch  a thistle  timidly,  and  it 
pricks  you;  grasp  it  boldly,  and  its 
spines  crumble. 

William  S.  Halsey 

There  was  a time  when  a fool 
and  his  money  were  soon  parted, 
but  now  it  happens  to  everybody. 
Adlai  Stevenson 

Nothing  is  more  humiliating  than 
to  see  idiots  succeed  in 
enterprises  we  have  failed  in. 
Gustave  Flaubert 

We  are  most  of  us  very  lonely  in 
this  world;  you  who  have  any  whc 
love  you,  cling  to  them  and  thank 
God. 

William  Makepeace  Thackeray 
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The  Probability  of  False  Positive  Results  in 
HIV  Antibody  Testing 


In  any  laboratory  test  there  is  al- 
ways the  possibility  of  false  pos- 
itive results,  including  biological 
false  positive  (BFP)  results  that  are 
not  due  to  human  error.  In  some 
studies  of  BFP  reactions  to  human 
immunodeficiency  virus  (HIV)  an- 
tibody testing,  it  has  been  found  that 
the  individual  has  antibodies,  not 
to  the  virus  protein,  but  instead  to 
the  proteins  of  the  T-lymphocytes 
that  the  virus  is  grown  in  to  make 
the  test  reagents. 

How  often  do  false  positive  re- 
sults occur?  This  question  has  no 
simple  answer.  Currently  HIV  anti- 
body testing  generally  consists  of  a 
series  of  sequential  tests.  A positive 
result  is  not  reported  unless  two  en- 
zyme immunoassays  (EIA)  are  pos- 
itive followed  by  a positive  Western 
Blot  (WB).  The  latter  test  detects 
antibodies  to  the  individual  major 
proteins  that  make  up  the  AIDS  vi- 
rus. Although  not  perfect,  the  WB 
is  the  best  test  we  have  as  yet  and 
is  the  “gold  standard”  for  a positive 
HIV  result. 


Pharmaceutic  and  chemical 
companies  that  manufacture  the 
various  kits  containing  the  reagents 
for  the  EIA  and  WB  are  required  by 
the  Food  and  Drug  Administration 
(FDA)  to  publish  the  results  of  ex- 
tensive testing  using  known  posi- 
tive and  negative  blood  samples  be- 
fore the  kits  can  be  licensed  and 
sold  to  laboratories  in  the  United 
States.  These  test  results  are  re- 
ported in  terms  of  sensitivity  and 
specificity.  The  sensitivity  of  an  HIV 
test  is  the  probability  a test  will  be 
positive  when  HIV  infection  is  pres- 
ent and  the  specificity  is  the  prob- 
ability that  the  test  will  be  negative 
when  HIV  infection  is  absent.  The 
sensitivity  and  specificity  of  the  var- 
ious EIA  and  WB  kits  used  in  AIDS 
testing  are  relatively  very  good  com- 
pared to  other  biological  tests  but 
may  vary  from  laboratory  to  labo- 
ratory. 

The  false  positive  rates  for  HIV 
testing  done  in  reference  or  re- 
search laboratories  (“best  case”) 
and  in  the  “average”  laboratory  par- 


ticipating in  the  American  College 
of  Pathology  proficiency  testing 
program  in  1987  can  be  used  to  il- 
lustrate the  problem.  Multiplying  the 
EIA  rates  by  the  WB  rates  gives  the 
combined  false  positive  rate.  In  the 
“best  case”  laboratory  the  false 
positive  rate  can  be  1.0%  for  EIA 
and  0.5%  for  the  WB  or  0.005% 
combined.  That  is,  5 results  in 
100,000  tests  may  be  false  positive. 
Whereas  in  the  “average”  labora- 
tory with  rates  of  1.7%  for  EIA  and 
4.7%  for  WB,  0.0799%  or  80  tests 
per  100,000  may  be  false  positives. 
In  reality,  the  false  positive  rates  are 
lower  because  a number  of  reactive 
specimens  are  interpreted  as  in- 
determinant rather  than  positive.  It 
is  important  to  realize  that: 

1.  using  the  same  laboratory  and 
assay,  the  number  of  false  pos- 
itive results  per  1 00,000  tests  will 
be  basically  the  same  in  any 
population  screened,  BUT: 

2.  the  probability  of  any  individual 
positive  result  being  a false  pos- 


TABLE  1 — Comparison  of  the  Probability  of  a False  Positive  HIV  Antibody  Test  Result  in  a Reference 
Laboratory  Versus  an  “Average”  Laboratory  in  Two  Populations: 

Population  A — 100,000  Homosexual  Men  — Prevalence  30% 

Population  B — 100,000  Women  Blood  Donors  — Prevalence  0.01% 


Reference 

Laboratory 

“Average” 

Laboratory 

Pop.  A 

Pop.  B 

Pop.  A 

Pop.  B 

Combine  False  Positive  Rate 

.005% 

.005% 

7.99% 

7.99% 

Number  of  False  Positives  in  100,000  Tests 

5 

5 

80 

80 

Number  of  True  Positives 

30,000 

10 

30,000 

10 

Ratio  of  False  to 

5 

5 

80 

80 

Total 

30,005 

15 

30,080 

90 

Probability  of  a Result  Being  False 

.016% 

33.3% 

.265% 

88.9% 
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itive  increases  dramatically  as 
the  number  of  true  positives  de- 
crease in  the  population  being 
screened. 

Table  1 illustrates  this  mathe- 
matical phenomenon  in  two  pop- 
ulations; one  a very  high  preva- 
lence population  of  100,000 
homosexual  men  and  the  other  a 
very  low  risk  population  of  100,000 
women  blood  donors.  We  estimate 
that  in  Georgia,  based  on  anony- 
mous public  health  clinic  testing, 
the  true  prevalence  of  HIV  infection 
in  homosexual  men  is  about  30% 
or  30,000  true  positives  per  100,000 
tests.  We  estimate  the  true  preva- 
lence in  women  blood  donors  in 
Georgia  to  be  about  .01%  or  10  in- 
fected women  per  100,000  women 
donors.  In  both  of  these  popula- 
tions, there  would  be  the  same 
number  of  false  positives  depend- 
ing on  the  combined  false  false 
positive  rate  of  the  laboratory  per- 
forming the  tests.  Adding  the  false 
positives  to  the  true  positives  and 
then  dividing  by  the  total  gives  the 
probability  of  any  individual  result 
being  false.  The  probability  of  an 
individual  positive  result  being  false 
is  very  low  in  homosexual  men,  but 
potentially  very  high  (33.3-88.9%) 
in  women  blood  donors. 

EDITORIAL  NOTE:  Because  an  HIV  infec- 
tion has  no  effective  treatment  and  appears  to  be 
nearly  uniformly  fatal,  a positive  HIV  antibody 
result  can  be  very  harmful  to  the  mislabeled  in- 
dividual. Physicians,  when  confronted  by  this  sit- 
uation can  try  to  determine  if  the  result  is  false 
by  repeating  the  test  and  searching  for  signs  of 
early  infection,  such  as  T-lymphocyte  depletion. 
Special  tests  such  as  radio-immune  precipitation 
(RIP)  or  viral  cultures  may  be  done.  Unfortu- 
nately, even  if  these  special  tests  are  negative, 
they  do  not  rule  out  latent  HIV  infection,  since 
even  in  full-blown  AIDS  cases  these  tests  can  be 
negative. 


Some  of  the  Red  Cross  blood  bank  laboratories 
have  achieved  combined  false  positive  rates  with 
EIA  and  WB  AIDS  testing  as  low  as  0.001%  or 
1/100,000.  Their  experience  has  been  that  women 
blood  donors  who  test  positive  when  clinically 
studied  usually  give  a history  of  exposure  to  high 
risk  groups  and  are  probably  true  positives. 
Whenever  individuals  are  being  tested  for  HIV 
antibodies,  the  quality  of  the  laboratory  must  be 
assured  by  frequent  proficiency  testing.  We  be- 
lieve the  DHR  laboratory  to  have  a very  low  false 
positive  rate. 

In  the  future,  there  probably  will  be  improve- 
ments in  the  interpretation  of  WB  assays,  im- 
provements in  the  assays  themselves,  and  the  de- 
velopment of  new  assays  to  further  reduce  the 
combined  false  positive  rates  of  many  laborato- 
ries. 

(Prepared  by  Joe  Wilbur,  M.D.,  Medical  Direc- 
tor, DHR  AIDS  Activities) 
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Security  in  the  Nuclear  Age 

William  H.  Foege,  M.D. 


• In  one  of  the  ironies 
of  history,  the 
insecurity  fostered  by 
nuclear  weapons  may 
have  acted  as  a 
surrogate  for  such  an 
alien  force,  and  this 
may  increase  our 
future  security . J 


Dr.  Foege  is  Executive  Director,  The  Carter 
Center  of  Emory  University,  One  Copenhill, 
Atlanta,  GA  30307.  Send  reprint  requests  to  him. 


Today,  May  30,  1988,  as  I write 
this  is  Memorial  Day.  We 
think  with  thanksgiving  of  those 
who  invested  their  time,  talents, 
and  sometimes  their  lives  to 
improve  the  security  that  is  now 
so  American  and  so  comfortable 
as  to  be  a given.  Indeed,  so 
comfortable  that  it  would  be 
altogether  natural  to  extrapolate 
forward  from  our  past  experience 
and  assume  that  our  future 
security  is  also  tied  to  military 
expenditures  and  unmatched 
firepower. 

Three  other  considerations 
claim  my  attention  today.  One  is 
the  review  of  an  article  for 
publication  on  child  survival  in 
the  world.  The  power  of  science 
and  medicine  is  impressive. 
Global  infant  mortality  rates  have 
fallen  from  127  per  1000  live 
births  in  1960  to  72  per  1000 
today.  They  will  reach  55  by  the 
end  of  the  century.  Who  could 
have  foreseen  the  rapidity  of  this 
change  for  developing  countries 
at  mid-century?  Life  expectancy  at 
birth,  which  for  the  entire  world’s 
population  was  less  than  50  in 
1960,  is  now  more  than  60  and 
will  reach  65  by  the  end  of  the 
century.  It  is  increasing  faster  in 
Africa  than  in  the  United  States  at 
the  moment,  and  while  this  is  not 


all  due  to  physicians,  the  power 
of  medicine  has  played  a part. 

The  other  two  considerations  in 
my  mind  today  are  watching  the 
progress  of  President  Reagan  and 
General  Secretary  Gorbachev  on 
the  second  day  of  the  summit, 
and  a review  of  the  articles  by 
Kaplan,  Jones,  and  Biel;  and 
Koplan  and  Jones  elsewhere  in 
this  issue.  These  two  articles 
personalize  what  is  often  a 
theoretical  discussion  by  forcing 
us  to  consider  the  implications  of 
a nuclear  blast  over  Atlanta. 

Is  there  any  connection?  The 
historian,  Polybius,  taught  us 
two  thousand  years  ago  that  “the 
world  must  be  seen  as  an  organic 
whole.”  Everything  affects 
everything.  A more  recent 
historian,  Will  Durant,  observed 
the  effect  of  the  attack  on  Pearl 
Harbor  and  how  it  immediately 
negated  the  most  violent 
differences  between  Americans  as 
they  united  to  fight  a common 
threat.  Durant  said  the  world  must 
unite  in  a similar  way,  if 
“security”  is  to  be  achieved,  but 
he  saw  no  way  this  could 
logically  happen  unless  we 
thought  we  were  to  be  invaded  by 
an  alien  force.  In  one  of  the 
ironies  of  history,  the  insecurity 
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fostered  by  nuclear  weapons  may 
have  acted  as  a surrogate  for  such 
an  alien  force,  and  this  may 
increase  our  future  security. 

£ The  world  will  listen 
to  physicians  and 
sometimes  even 
politicians  listen  to 
physicians . That  gives 
us  a power  we  must 
use  wisely.  J 

Physicians  can  be  pleased  with 
the  role  of  our  profession  in  this 
process.  The  International 
Physicians  for  the  Prevention  of 
Nuclear  War  (the  international 
counterpart  of  Physicians  for 
Social  Responsibility)  has,  in  very 
few  years,  educated  many  to  the 
senselessness  of  a kill  potential 
that  is  beyond  comprehension. 
The  cofounders,  Drs.  Lown  and 
Chazov,  briefed  General  Secretary 
Gorbachev,  and  many  feel  they 
were  influential  in  his  decision  to 
place  a moratorium  on  nuclear 
testing  for  18  months.  In  the  next 
2 days,  a signing  ceremony  is 
planned  for  the  INF  treaty.  With 
the  first  small  treaty,  the  world 
has  taken  a single  step  back  from 


the  precipice.  We  can  now 
rethink  the  nature  of  security  and 
make  sure  that  we  don’t  cheapen 
the  sacrifices  of  those  who  carry 
our  debt  (because  of  their  past 
military  actions)  by  blindly 
assuming  that  future  security  can 
only  be  purchased  through  a 
quartermaster. 

Just  as  physicians  have  helped 
in  the  first  step  of  defusing  the 
nuclear  threat,  so  can  they 
become  champions  of  true 
security  in  the  world.  True 
security  comes  from  having  a fair 
chance  at  having  children  survive 
to  school  age,  then  adulthood, 
and  finally  old  age.  Real  security 
comes  in  knowing  that  the 
science  available  to  medicine  can 
be  made  available,  even  to  the 
poor,  even  in  a third  world 
country.  Real  security  comes  in 
not  contracting  polio  and  serving 
a life  sentence  of  unusable  limbs. 
Real  security  comes  in  having  a 
chance  to  eat  today  without 
constant  worry  about  malnutrition 
tomorrow.  The  world  will  listen  to 
physicians  and  sometimes  even 
politicans  listen  to  physicians. 
That  gives  us  a power  v/e  must 
use  wisely. 

Polybius  was  right.  It  is  all 
intertwined.  ■ 


£ The  International 
Physicians  for  the 
Prevention  of  Nuclear 
War  has  . . . educated 
many  to  the 
senselessness  of  a kill 
potential  that  is  beyond 
comprehension . The 
cofounders  . . . briefed 
General  Secretary 
Gorbachev.  . . 
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She  Comes  From  a Nice  Family 

Alfred  A.  Messer,  M.D. 


• Visiting  in  the 
prospective  mate’s 
home  of  origin  allows 
each  partner  to 
experience  the 
mothering , fathering , 
and  the  values  and 
ideals  to  which  the 
intended  was 
exposed . ^ 


Dr.  Messer  practices  psychiatry.  Send  reprint 
requests  to  him  at  3332  Valley  Rd.,  N.W., 
Atlanta,  GA  30305. 


I ATTENDED  A WEDDING  One 

Sunday  and  late  in  the 
evening,  as  the  bride  and  groom 
dashed  to  a waiting  car,  we  all 
threw  rice  and  rose  petals.  The 
bride’s  father,  a distinguished 
orthopedist  and  friend  of  many 
years,  turned  to  me  and  asked, 
“Do  you  think  it  will  last?” 

Now  that  half  of  all  recent 
marriages  end  in  divorce, 
engaged  couples  seek  advice 
about  how  to  avoid  that  unhappy 
event.  How  will  they  resolve 
conflicts,  small  and  large,  that 
inevitably  take  their  toll  on  marital 
harmony?  Most  couples  say, 

“We’ll  see  what  the  issues  are,  try 
to  reach  some  understanding  and 
compromise,  and  go  from  there.” 
It  doesn’t  work  that  way.  How 
we  deal  with  conflict  is  mainly  a 
carry-over  from  what  we 
experienced  growing  up.  If 
parents  withdrew  into  silence 
after  they  had  a spat,  a child 
exposed  to  this  pattern  will 
probably  repeat  the  behavior  in 
his  or  her  own  marriage.  If  the 
parents  went  at  each  other  with 
ringing  shouts  and  curses,  it’s 
likely  that  this  would  happen 
among  kin  in  a new  union  as 
well. 

My  prescription  for  an 

enduring  marriage:  each 
engaged  person  should  live  with 


the  family  of  the  intended  spouse 
for  a week  at  some  point  prior  to 
marriage  to  learn  about 
personalities  in  the  family  or 
origin.  Who  were  the  role  models 
for  imitation  and  identification  in 
early  life  and  how  did  they  handle 
family  conflicts? 

The  phrase  “she  comes  from  a 
nice  family”  describing  a man’s 
fiancee  may  refer  to  social, 
cultural,  or  economic  status.  More 
importantly,  in  a “nice  family” 
was  her  early  life  reasonably 
harmonious,  with  parents  and 
siblings  or  extended  family 
allowing  opportunities  for  healthy 
imitation  and  identification?  Did 
both  sides  manage  her  trek 
through  adolescence  without 
lasting  disruption?  Were  severe 
problems  in  one  family  member 
offset  by  another’s  evenness,  thus 
diminishing  the  likelihood  of 
troublesome  identifications 
among  children  that  would 
disturb  their  own  marriages  later 
on? 

A couple  sought  help  after 
their  marriage  of  9 years 
had  fallen  apart.  They  married 
after  graduation  from  college  in 
the  same  class,  and  the  wife 
worked  at  an  Army  base  overseas 
for  2 years  to  be  near  her  soldier- 
husband.  Neither  felt  comfortable 
with  their  in-laws,  so  there  was 
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minimal  contact  between  the 
generations.  “We  have  each  other 
and  that’s  enough,”  they 
reassured  themselves. 

Yet  this  seemingly  contented 
marriage  foundered  when  their 
only  child  reached  5.  The  wife, 
reared  in  an  old  New  England 
family,  expected  that  the  boy 
would  attend  private  schools  and 
then  go  on  to  the  same  college  as 
her  father  and  grandfather  had. 
The  husband,  son  of  immigrant 
parents,  was  just  as  adamant  that 
the  child  go  to  public  schools, 

“so  that  he’ll  know  how  to  get 
along  with  everybody.  That’s  what 
my  parents  gave  me  and  it 
worked.  He  ought  to  have  the 
same  chance.” 

Neither  would  compromise.  In 
the  end,  lawyers  and  judges 
would  decide  the  fate  of  the 
child. 

How  different  the  sequence 
might  have  been  from  the 
beginning,  if  the  couple  had 
extensive  exposure  to  the 
spouse’s  home  of  origin.  Each 
could  then  have  understood  the 
imitative  aspects  of  their  behavior. 

We  imitate  someone 

consciously.  Almost  every 
family  album  has  a picture  of  a 
boy  struggling  to  walk  in  his 
father’s  shoes,  or  that  of  a girl 
wearing  her  mother’s  old  party 


dress.  A year  later,  when  these 
children  are  asked  casually  about 
their  careers  as  adults,  they 
usually  pick  the  vocation  of 
mother  and  father.  In 
identification,  we  subconsciously 
internalize  parental  behavior  and 
attitudes  by  attaching  to  our  own 
egos  certain  qualities  or  values 
associated  with  these  figures. 
Positive  identification  involves 
fusion  with  the  loved  part  of  the 
parent. 

In  hostile  identification,  the 
child  exposed  to  a fearsome 
parent  may  internalize  the  hated 
or  undesired  part  of  the  parent  as 
a way  of  neutralizing  aggressive 
behavior.  For  example,  I was 
asked  to  treat  a youth  of  1 7 who 
had  accumulated  three  DUIs  in 
less  than  a year.  Keith  had  a part- 
time  job  so  it  was  important  that 
he  drive.  He  was  a good  student, 
a varsity  athlete,  and  he  enjoyed 
school  dances.  His  father  had 
always  imbibed  two  evenings  a 
week  and  became  a “mean  and 
nasty”  drunk.  The  mother,  my 
patient,  and  two  younger  siblings 
contested  him  bitterly  during 
these  long  nights,  repeatedly 
telling  him  about  their  hatred  and 
disgust  of  alcohol. 

Keith  started  driving  at  16. 

When  asked  why  he  began 
drinking  heavily,  an  activity  he 
had  always  despised,  he  shrugged 


and  answered,  “I  didn’t  mean  to 
do  it.  I couldn’t  help  it.”  Now,  he 
was  bringing  down  the  wrath  of 
society  as  well  as  his  family  upon 
himself. 

Identification  is  the  most 
important  of  all  the  psychologic 
mechanisms  in  determining 
healthy  growth  of  the  child’s  ego. 
The  child  molds  himself  in 
accordance  with  his  view  of  the 
parents  and  significant  others.  He 
identifies  himself  with  certain 
values  and  beliefs  in  the  adult 
and  these  become  the  basis  for 
his  own  adult  conscience. 

Therefore,  visiting  in  the 
prospective  mate’s  home  of  origin 
allows  each  partner  to  experience 
the  mothering,  the  fathering,  and 
the  values  and  ideals  to  which  the 
intended  was  exposed.  Did  the 
parents  demand  excellence  in 
every  endeavor?  Was  artistic 
achievement  treasured  over 
financial  success?  Were  firm  roots 
in  one  locale  necessary,  or  could 
one  pick  up  and  move  as  new 
opportunities  arose?  Was 
adventure  more  valued  than 
security? 

The  mate’s  behavior  is  then 
more  understandable,  particularly 
during  conflicts,  and  these  can  be 
resolved  more  readily.  Growth 
occurs.  The  marriage  itself  is 
more  viable.  ■ 
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This  article  describes  the  immediate  effects,  in  terms  of  deaths  and  injuries, 
of  the  detonation  of  a one  megaton  nuclear  weapon  (equivalent  to  the 
explosive  force  of  one  million  tons  of  high  explosive)  over  the  city  of  Atlanta. 
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or  endorsement  by  the  U.S.  Public 
Health  Service  or  the  U.S.  Dept,  of 
Health  and  Human  Services  is  intend- 
ed or  should  be  inferred. 

T 

A he  modern  world  is  poised  for 
nuclear  war.  Despite  recent  progress 
in  arms  control  negotiations,  the 
United  States  and  the  Soviet  Union  still 
possess  nuclear  weapons  that  number 
in  the  tens  of  thousands.  Delivery 
systems  have  been  refined  such  that 
thermonuclear  warheads  can  reach 
their  targets  with  pinpoint  accuracy. 
At  this  moment,  thousands  of  nuclear 
warheads  are  aimed  at  the  United 
States  and  could  reach  their  targets  in 
about  30  minutes,  considerably  less  for 
weapons  launched  from  submarines 
off  the  coast  of  North  America.  In  an 
international  crisis,  or  in  a situation  in- 
volving computer  malfunction  or 


human  error,  an  exchange  of  nuclear 
weapons  could  occur.  Yet  few  people 
are  aware  of  the  magnitude  of  destruc- 
tion that  would  result  from  the  explo- 
sion of  one  of  these  weapons. 

This  article  describes  the  immediate 
effects,  in  terms  of  deaths  and  injuries, 
of  the  detonation  of  a one  megaton 
nuclear  weapon  (equivalent  to  the 
explosive  force  of  one  million  tons  of 
high  explosive)  over  the  city  of 
Atlanta. 

Background  on  Nuclear 
Weapon  Explosion 

To  understand  the  destructive  effects 
of  a nuclear  weapon,  one  must  first 
understand  the  events  that  occur 
when  a weapon  is  detonated.1  Initial- 
ly, there  is  a release  of  ionizing  radia- 
tion, termed  “prompt”  radiation, 
followed  by  a blinding  flash  of  light  and 
a release  of  thermal  energy  (heat)  as 
a fireball  forms  at  the  point  of  the  ex- 
plosion (epicenter).  The  temperatures 
generated  are  on  the  order  of  thou- 
sands of  degrees  Fahrenheit.  A blast 
wave,  similar  to  a shock  wave,  then 


radiates  outward  from  the  epicenter. 
The  intensity  of  this  wave  is  usually 
described  in  pounds  of  overpressure 
(the  pressure  in  excess  of  atmospheric 
pressure)  per  square  inch  (psi).  The 
blast  wave  is  followed  by  high  veloci- 
ty winds  initially  blowing  at  hundreds 
of  miles  per  hour.  Finally,  radioactive 
debris  created  by  the  explosion  settles 
back  to  earth  in  the  form  of  radioac- 
tive fallout. 

The  immediate  effects  on  humans 
of  a large  thermonuclear  explosion  are 
caused  primarily  by  the  thermal 
energy  and  the  blast  wave  generated 
by  the  explosion.2  The  “prompt” 
ionizing  radiation  generated  during 
the  explosion  of  a one  megaton 
weapon  would  cause  significant  radia- 
tion illness  only  in  areas  near  the 
epicenter;  persons  who  might  be  af- 
fected by  “prompt”  radiation  would  be 
killed  by  blast  and  heat.  Radioactive 
fallout  would  cause  significant  mor- 
bidity and  mortality  in  the  hours,  days, 
and  weeks  following  the  explosion. 

The  intense  heat  generated  by  the 
explosion  would  either  vaporize  per- 
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sons  close  to  the  epicenter  or  burn 
them  beyond  recognition;  those  far- 
ther away  would  suffer  “flash  burns” 
on  skin  directly  exposed  to  the  explo- 
sion. Within  a few  miles  of  the  epi- 
center, temperatures  would  be  high 
enough  to  ignite  clothing  spon- 
taneously, causing  “flame  burns”  in  ad- 
dition to  the  flash  burns.  Such 
combinations  of  flash  and  flame  burns 
were  observed  among  victims  at 
Hiroshima.3 

Within  1 to  3 miles  of  the  explosion, 
the  blast  wave  would  destroy  every- 
thing in  its  path  including  buildings. 
The  high  velocity  winds  that  follow 
would  hurl  building  debris,  such  as 
concrete,  stone,  wood,  and  glass 
fragments,  through  the  air  at  hundreds 
of  miles  per  hour.  Objects  would  be 
blown  into  people  and  people  into  ob- 
jects, generating  a wide  variety  of 
traumatic  injuries:  crushed  chests  and 
extremities,  skull  fractures,  penetrating 
wounds  of  the  chest  and  abdomen, 
ruptured  lungs  and  other  internal 
organs,  crushed  vertebrae  and 
transected  spinal  cords,  multiple 
lacerations  and  profound  hemorrhage. 

The  location  of  the  explosion— 
whether  in  the  air  or  at  ground  level- 
affects  the  magnitude  of  the  heat  and 
blast  effects  and  the  amount  of  radio- 
active fallout.  Weapons  exploded  at 
ground  level  are  intended  to  destroy 
hard  targets  such  as  missile  silos.  In 
such  “ground  bursts,”  the  explosion 
creates  a large  crater,  and  a large 
volume  of  soil  is  drawn  up  into  the 
mushroom-shaped  cloud.  The  soil 
becomes  coated  with  radioactive 
material,  which  settles  back  to  earth 
within  hours  to  days  as  local  fallout. 
Hence,  a ground  burst,  in  addition  to 
destroying  hard  targets,  might  also  be 
used  to  maximize  local  radioactive 
fallout. 


Weapons  aimed  at  population 
centers  would  generally  be  exploded 
several  thousand  feet  above  the  target. 
For  a given  yield  of  weapon,  the  ther- 
mal and  blast  effects  of  such  an  “air 
burst”  are  greater  than  for  a ground 
burst.  In  an  air  burst  explosion,  how- 
ever, the  fireball  does  not  touch  the 
ground  and  local  fallout  is  minimal 
(although  some  may  occur  due  to  pre- 
cipitation). Most  of  the  radioactive 
material  is  lifted  into  the  stratosphere, 
from  where  it  settles  to  earth  months 
or  even  years  later  as  distant  fallout. 
The  nuclear  explosions  at  Hiroshima 
and  Nagasaki  were  both  air  bursts. 

Nuclear  Explosion  Over 
Atlanta— Model 

In  this  illustration  of  the  effects  of  a 
nuclear  explosion,  a one  megaton 
weapon  would  be  exploded  at  approx- 
imately 6500  feet  altitude  (an  air  burst) 
over  Five  Points  (Woodruff  Park)  in 
downtown  Atlanta.  (Five  Points  is 
designated  ground  zero,  or  the  hypo- 
center— the  point  directly  beneath  the 
epicenter  of  the  explosion.)  The 
distances  from  the  hypocenter  at 
which  varying  degrees  of  blast  wave 
damage  would  occur  (Figure  1)  are 
estimated  based  on  numerous  tests  of 
weapons  in  the  atmosphere  prior  to 
the  partial  Nuclear  Test  Ban  Treaty  of 
1963.1  The  thermal  effects,  specifically 
the  severity  of  burns  that  would  oc- 
cur in  those  directly  exposed  to  the  ex- 
plosion, are  somewhat  less  predictable, 
since  they  would  depend  on  weather 
conditions  at  the  time  of  the  explosion. 
Clear  weather  allows  maximum 
transmission  of  thermal  energy 
generated  by  the  weapon;  cloudy, 
foggy,  or  rainy  weather  would 
diminish  it. 

The  casualties  resulting  from  the 
explosion  are  difficult  to  estimate  and 


depend  on  a number  of  factors.  In  this 
model,  we  assume  that  people  will  be 
at  home  at  the  time  of  the  explosion. 
The  numbers  of  people  living  within 
each  concentric  ring  (Figure  1)  were 
determined  using  1980  census  figures, 
estimating  the  percentage  of  the  land 
area  of  each  census  tract  within  each 
concentric  ring  and  assuming  uniform 
distribution  of  the  population  in  each 
census  tract.  An  explosion  during 
business  hours  on  a workday,  because 
of  the  greater  concentration  of  people 
in  the  downtown  area,  would  cause 
higher  casualties  than  indicated  in  our 
estimates.  Conversely,  if  there  were 
sufficient  warning  for  significant 
numbers  of  people  to  leave  the  center 
of  Atlanta  before  the  explosion  (a 
highly  unlikely  event),  fewer  people 
might  be  injured  or  killed.  The  season, 
the  time  of  the  day,  and  the  weather 
would  also  affect  the  casualty 
estimates.  (People  outside  buildings 
would  sustain  more  thermal  injuries 
than  those  indoors,  so  thermal  injuries 
would  probably  be  increased  on  a 
pleasant  day  in  a warmer  month.  Con- 
versely, those  inside  buildings  would 
likely  suffer  more  injuries  from  the 
blast  wave.  Hence,  blast  injuries  might 
be  greater  during  business  hours,  at 
night,  or  in  cold  weather.) 

We  have  estimated  only  the 
casualties  that  would  occur  im- 
mediately, within  minutes  of  the  ex- 
plosion. They  are  derived  from  a 
model  for  a one  megaton  ground 
burst4  and  scaled  up  such  that  the 
lethal  area,  defined  as  the  area  within 
which  the  number  of  survivors  would 
equal  the  number  killed  outside  the 
area,  would  correspond  to  the  area 
within  4.3  miles  of  the  hypocenter.5-6 

Estimates  of  Destruction 
and  Injury 


Within  1 to  3 miles  of  the  explosion,  the  blast  wave  would  destroy 
everything  in  its  path  including  buildings  . . . The  high  velocity  winds 
that  follow  would  hurl  building  debris  . . . Objects  would  be  blown  into 

people  and  people  into  objects  . . . 
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Figure  1—Map  of  Metropolitan  Atlanta  showing  concentric  circles  at  P/2,  3,  4,  5, 
6,  and  8V2  miles  from  the  hypocenter  (the  point  directly  beneath  the  explosion)  at 
Five  Points  (near  Woodruff  Park)  in  downtown  Atlanta. 


RING  1:  radius  IV2  miles.  Within  this 
ring,  the  blast  wave  overpressure 
would  exceed  20  psi;  all  buildings,  in- 
cluding those  made  of  steel  or  reinforc- 
ed concrete,  would  be  demolished. 
Winds  would  exceed  500  mph. 
Anyone  exposed  directly  to  the  direc- 
tion of  the  epicenter  would  either  be 
vaporized  or  burned  beyond  recog- 
nition. All  persons  would  be  killed. 

RING  2:  radius  IV2  to  3 miles.  Within 
this  ring,  overpressure  would  be  10-20 
psi.  All  buildings,  with  the  possible  ex- 
ception of  those  made  of  steel  or  rein- 
forced concrete,  would  be  destroyed. 
Wind  velocity  would  be  about  300 
mph,  enough  to  hurl  180-pound  adults 
300  feet  or  more  at  high  speeds.  Per- 
sons exposed  directly  to  the  direction 
of  the  epicenter  would  be  burned 
beyond  recognition.  Approximately 
98%  of  persons  would  be  killed;  the 
remaining  2%  would  be  injured. 

RING  3:  radius  3 to  4 miles.  Within  this 
ring,  overpressure  would  be  5-10  psi. 
Stone  and  concrete  buildings  might  re- 
main standing,  but  brick  and  wood 
frame  houses  would  be  destroyed. 
Wind  velocity  would  be  160  mph, 
enough  to  hurl  an  adult  20  feet  at  14 
mph.  Persons  directly  exposed  to  the 
direction  of  the  epicenter  would 
receive  3rd  degree  burns  to  exposed 
skin;  clothing  would  ignite  spontan- 
eously. Eighty  percent  of  persons 
would  be  killed;  the  remaining  20% 
would  be  injured. 

RING  4:  radius  4 to  5 miles.  Within  this 
ring,  overpressure  would  be  4-5  psi. 
Brick  and  frame  houses  would  be 
destroyed  or  severely  damaged.  Wind 
velocity  would  be  125  mph— greater 
than  hurricane  force.  Exposed  persons 
would  receive  3rd  degree  burns  to  ex- 
posed skin;  clothing  would  ignite  spon- 


taneously. Forty  percent  of  persons 
would  be  killed,  55%  injured. 

RING  5:  radius  5 to  6 miles.  Within  this 
ring,  overpressure  would  be  3 psi; 
brick  and  wood  frame  houses  would 
be  severely  damaged.  Wind  velocity 
would  be  about  100  mph.  Exposed 
persons  would  receive  3rd  degree 
burns  to  exposed  skin.  Two  percent  of 
the  people  would  be  killed,  60% 
injured. 

RING  6:  radius  6 to  8V2  miles.  Within 
this  ring,  overpressure  would  be  2 psi; 
brick  and  wood  frame  houses  would 
be  moderately  damaged  (structure 


cracked,  glass  broken,  inside  walls 
knocked  down,  roofs  partly  torn  off). 
Wind  velocity  would  be  70-80  mph. 
Smaller  pieces  of  debris  would  still  be 
lethal  missiles,  and  windows  would 
fragment  into  glass  shards  traveling  at 
speeds  close  to  100  mph.  Exposed  per- 
sons would  receive  2nd  degree  burns 
to  exposed  skin.  There  would  be  few 
deaths,  but  25%  of  the  people  would 
be  injured. 

The  estimated  deaths  and  injuries 
resulting  from  this  explosion  are 
shown  in  Table  1.  An  estimated 
255,000  persons  would  be  killed 
outright;  an  additional  184,600  would 
be  injured. 


An  estimated  255,000  persons  would  be  killed  outright; 
an  additional  184,600  would  be  injured  . . . The  USACDA  casualty 
estimates  for  a 1 megaton  explosion  are  considerably  higher 

than  those  in  our  model. 
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Table  1 

Estimated  Immediate  Casualties  Resulting  from  a One-Megaton  Nuclear  Air  Burst  Over  Downtown  Atlanta* 

# Persons 

# Persons 

Total 

Resident 

Killed  (%) 

Injured  {%) 

Population 

Ring  1 (radius  IV2  miles) 

42,000  (100) 

— 

42,000 

Ring  2 (V/2  to  3 miles) 

100,500  (98) 

2,000  (2) 

102,500 

Ring  3 (3  to  4 miles) 

72,700  (80) 

18,200  (20) 

90,900 

Ring  4 (4  to  5 miles) 

37,800  (40) 

52,000  (55) 

94,500 

Ring  5 (5  to  6 miles) 

2,000  (2) 

59,600  (60) 

99,400 

Ring  6 (6  to  8V2  miles) 

— 

52,800  (25) 

211,000 

TOTALS 

255,000  (40) 

184,600  (29) 

640,300 

* Assumes  detonation  at  approximately  6,500  feet  altitude  over  Five  Points  (Woodruff  Park)  in  downtown  Atlanta.  Estimates  of  casualties  are 
based  on  1980  census  figures  and  assumes  that  all  residents  are  at  home  at  the  time  of  the  explosion. 


Discussion 

The  number  of  immediate  casualties 
resulting  from  this  one  megaton  bom- 
bing of  Atlanta  would  not  be  limited 
to  those  caused  by  the  thermal  energy 
and  blast  wave.  A massive  fire  would 
almost  certainly  occur  following  the 
explosion  as  a result  of  blast  damage 
to  fuel  tanks,  boilers,  stoves,  and  fur- 
naces, the  release  of  combustible 
material  into  the  environment,  spon- 
taneous ignition  by  the  high  tem- 
peratures generated  by  the  thermal 
radiation,  and  the  high  winds 
generated  by  the  blast  wave.  Such  a 
firestorm  burned  for  several  hours 
after  the  explosion  at  Hiroshima,  in- 
flicting additional  burn  casualties  and 
suffocating  persons  trapped  in  closed 
spaces.7  Following  a one  megaton 
blast,  a firestorm  could  engulf  the  area 


within  m miles  of  the  hypocenter, 
thus  adding  significantly  to  the 
estimated  casualties.6 

Because  weapons  of  many  different 
yields  are  deployed  in  current  nuclear 
arsenals,  we  investigated  how  casualty 
estimates  would  be  affected  by  changes 
in  the  yield  of  the  weapon.  In  1980, 
the  US.  Arms  Control  and  Disarma- 
ment Agency  (USACDA)  published 
estimates  of  deaths  and  injuries  that 
would  result  from  nuclear  explosions 
over  U.S.  cities.8  The  estimated 
casualties  for  200  kiloton,  500  kiloton, 
1 megaton,  and  5 megaton  airburst  ex- 
plosions over  Atlanta  (Table  2)  indicate 
the  differences  in  estimated  casualties 
for  thermonuclear  weapons  of  varying 
yields.  The  USACDA  casualty  estimates 
for  a 1 megaton  explosion  (363,000 
deaths,  350,000  injuries)  are  consider- 


ably higher  than  those  in  our  model 
(255,000  deaths,  184,600  injuries).  The 
differences  may  be  attributed  in  part 
to  the  fact  that  the  USACDA  model 
attempted  to  maximize  casualties  by 
exploding  the  weapon  over  areas  of 
greatest  population  density,  rather 
than  simply  the  center  of  downtown 
Atlanta.  Nevertheless,  the  differences 
are  instructive  because  they 
demonstrate  the  wide  variation  of 
casualty  estimates  and  the  possibility 
that  our  estimates  are  conservative. 

Our  model  of  a single  nuclear 
detonation  over  Atlanta  is  probably 
unrealistic.  A nuclear  attack  on  the 
Atlanta  area  would  almost  certainly  in- 
volve multiple  warheads  aimed  at  in- 
dustrial centers  (such  as  Lockheed 
Georgia  Co.),  military  facilities  (Fort 
MacPherson,  Fort  Gillem),  airfields 


Our  model  of  a single  nuclear  detonation  over  Atlanta  is  probably 
unrealistic.  A nuclear  attack  on  the  Atlanta  area  would  almost  certainly 
involve  multiple  warheads  aimed  at  industrial  centers  . . . military 
facilities  . . . airfields  . . . and  population  centers. 
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Table  2 

Estimated  Deaths  and  Injuries  Resulting  From  a Single  Air  Burst  Thermonuclear  Weapon  Over 
Atlanta,  By  Yield  of  Weapon  in  Kilotons 


Yield  in  Kilotons  of  High  Explosive 

200 

500 

1000 

5000 

Deaths 

97,000 

190,000 

363,000 

720,000 

Injuries 

178,000 

320,000 

350,000 

341,000 

Source:  U.S.  Arms  Control  and  Disarmament  Agency8 


(Dobbins  Air  Force  Base,  Hartsfield  In- 
ternational Airport),  and  population 
centers.  The  attack  would  probably  in- 
volve a combination  of  air  bursts  over 
population  centers  and  ground  bursts 
to  maximize  radioactive  fallout.  The 
effects  of  these  weapons  would 
overlap  and  would  increase  the  area 
affected  by  blast  and  heat  many-fold 
compared  to  the  area  that  would  be 
affected  by  a single  weapon. 

Despite  the  magnitude  of  error  in- 
herent in  estimating  the  numbers  of 
dead  and  injured  in  this  one  megaton 
explosion,  the  uncertainties  in  the 
number  and  in  the  yield  of  the 
weapons  that  would  be  used  in  a 
nuclear  attack  on  Atlanta,  and  the 
possible  effects  of  a firestorm,  it  is  clear 
that  the  number  of  casualties  and  the 
level  of  destruction  resulting  from  the 
bombing  would  be  unprecedented. 
Following  the  explosion,  many  of  the 


injured  and  uninjured  would  perish  in 
the  ensuing  days  because  of  lack  of 
medical  care,  exposure,  radiation  in- 
juries, and  dehydration.  The  inade- 
quacy of  the  medical  care  that  would 
be  available  after  the  hypothetical  one 
megaton  explosion  over  Atlanta  is 
discussed  in  the  following  companion 
article  in  this  issue  by  Koplan  and 
Jones.9 
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This  article  describes  the  effect  on  the  medical  infrastructure  of  the 
detonation  of  a one  megaton  nuclear  bomb  over  Atlanta  and  the 
implications  of  this  scenario  on  the  posture  of  the  health  care 
community  towards  the  prevention  of  nuclear  conflict. 
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A, 


Introduction 


i described  in  the  preceding  ar- 
ticle by  Kaplan,  et  al,1  a one  megaton 
nuclear  bomb  explosion  would  pro- 
bably kill  nearly  230,000  Atlantans 
immediately  and  injure  over  170,000 
more.  Longer-term  radiation  effects 
would  begin  to  cause  illness  within 
days  in  hundreds  of  thousands  more 
people.  The  capability  of  the  health 
community  to  respond  to  such  a 
disaster  and  the  proper  role  of  the 
physician  in  preventing  such  an 

occurrence  should  be  examined.  Who 
would  be  available  to  provide  medical 


care?  Where  would  they  provide  it  and 
with  what  equipment  and  materials? 

The  organization  of  modern  medi- 
cal care  in  the  U.S.  makes  the  system 
vulnerable  to  disruption— such  as  the 
concentration  of  our  medical  re- 
sources in  large  population  centers 
(primary  targets  of  nuclear  attack), 
medical  specialization  and  subspecial- 
ization, medical  dependency  on 
technology  for  diagnosis  and  treat- 
ment, and  the  importance  of  trans- 
portation and  communication  in 
gaining  access  to  medical  care.  In  this 
article,  we  discuss  the  effect  on  the 
medical  infrastructure  of  the  detona- 
tion of  a one  megaton  nuclear  bomb 
over  Atlanta  and  the  implications  of 
this  scenario  on  the  posture  of  the 
health  care  community  towards  the 
prevention  of  nuclear  conflict. 

Methods  and  Materials 

The  hypothetical  scenario  we  con- 
sider is  based  on  that  used  by  Kaplan, 
et  al,1  i.e.,  a one  megaton  nuclear  air 
burst  explosion  over  downtown  Atlan- 
ta (Five  Points)  occurring  after  daytime 
work  hours,  in  clear  weather  skies.  Six 


concentric  rings  of  decreasing  destruc- 
tive intensity  are  considered,  from 
Ring  1 with  a radius  of  1.5  miles  from 
ground  zero  (the  point  directly  beneath 
the  explosion)  to  Ring  6 with  a radius 
of  8.5  miles.  (See  Table  1 in  Kaplan  ar- 
ticle for  levels  of  destructive  effect.) 

The  Georgia  State  Health  Planning 
Agency  provided  estimates  of  hospital 
beds  by  county,  and  the  Medical  Asso- 
ciation of  Georgia  provided  estimates 
of  its  member  physicians  by  county 
which  we  adapted  to  location  in  rings 
around  ground  zero  (Table  1). 

We  assumed  the  levels  of  damage 
would  occur  based  on  U.S.  Govern- 
ment estimates.2  We  assumed  that 
after  routine  work  hours  25%  of  physi- 
cians would  be  in  hospitals  or  offices, 
and  75%  would  be  near  or  at  home. 
We  further  assumed  that  most  physi- 
cians live  in  suburban  Atlanta;  2%  in 
Ring  1,  3%  in  Ring  2,  7%  in  Ring  3, 
8%  in  Ring  4,  20%  in  Ring  5,  30%  in 
Ring  6,  and  30%  outside  the  8.5-mile 
radius. 

Results 

Of  the  approximately  7,600  non- 
psychiatric hospital  beds  in  Metro- 


It  is  difficult  to  imagine  1,640  physicians  and  associated  health 
workers  providing  any  semblance  of  care  for  172,500  injured 
persons,  while  hampered  by  lack  of  facilities,  equipment  and 
supplies,  poor  communication  and  transportation,  and  basic 
utilities  such  as  electricity  and  water. 
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Table  1 

Hospital,  Physicians,  and  Effects  of  Nuclear  Explosion 
by  Distance  from  Ground  Zero 


Ring 

Radius 

(Miles) 

Hospitals 

Beds 

Physicians* 

Effects 

1 

1.5 

Atlanta 

Crawford  Long 
Doctors  Memorial 
Georgia  Baptist,  Grady 
Hughes  Spalding,  Midtown 

2001 

96 

Complete  destruction  and  loss  of  life 

2 

3 

Jesse  Parker  Williams 

50 

61 

Near  complete  destruction  and  loss  of  life 

3 

4 

Piedmont 

448 

168 

Medical  facilities  unusable,  staff  disabled 

4 

5 

Emory,  Egleston 

753 

209 

Severe  damage  to  facilities,  staff  disabled 

5 

6 

Veterans  Administration, 
Decatur,  Metropolitan  Eye 

1337 

483 

Damage  to  faculties,  50%  of  staff  functional 

6 

8.5 

DeKalb  General 

411 

601 

Facilities  and  staff  functional 

Beyond  8.5  miles,  there  are  2,595  beds  and  approximately  800  physicians  in  the  Metropolitan  Atlanta  area. 
*See  Methods  for  computational  basis. 


politan  Atlanta,  2,499  in  Rings  1-3 
would  be  totally  destroyed  or  unusable 
(Table  1 and  Figure  1).  A further  2,090 
beds  in  Rings  4 and  5 would  be  in 
severely  damaged  facilities.  Potential- 
ly usable  hospital  facilities  would  in- 
clude the  411  beds  in  Ring  6 and  about 
2,600  hospital  beds  more  than  8.5 
miles  from  ground  zero. 

Of  the  approximately  2,500  practic- 
ing physicians  in  the  area,  157  would 
be  killed  immediately  in  Rings  1 and 
2;  377  would  be  killed  or  incapacitated 
in  Rings  3 and  4;  and  possibly  50%  of 
the  483  physicians  in  Ring  5 would  be 
able  to  perform  their  duties.  Thus,  in- 
cluding those  of  Ring  6 and  outside  the 
8.5-mile  radius,  there  might  be  approx- 
imately 1,640  physicians  available  for 
patient  care.  This  represents  over  100 
severely  injured  persons  per  function- 


ing physician  and  60  patients  per 
hospital  bed  on  day  one. 

Discussion 

The  number  of  remaining  hospital 
beds  and  physicians  (with  a com- 
parable remaining  fraction  of  nurses, 
technicians,  and  other  health  care 
workers)  reveals  only  a small  part  of 
the  difficulties  in  delivering  post- 
detonation medical  care.  The  blast, 
high  winds,  and  fire  storm  would  ex- 
tensively damage  buildings,  roads,  and 
the  social  infrastructure  of  Atlanta. 
Electrical  power,  water  supply,  sewage, 
and  solid  waste  disposal  would  all  be 
disrupted.  Transportation  would  be  im- 
paired by  impassable  roads,  damaged 
vehicles,  and  shortage  of  fuel.  Com- 
munication via  television,  radio,  or 
telephone  would  be  impaired  by 


destroyed  studios,  transmission 
facilities,  and  inoperative  receiving 
equipment.  The  electromagnetic  pulse 
that  follows  a nuclear  explosion  would 
destroy  microelectronic  circuitry  and 
any  equipment  using  transistors  or 
chips,  up  to  approximately  9 miles 
from  ground  zero. 

Similarly,  this  electromagnetic  pulse 
would  adversely  affect  medical  equip- 
ment in  hospitals/offices,  etc.,  from 
EKG  machines  to  x-ray  units  to  blood 
chemistry  analyzers. 

Even  if  only  a fraction  of  the 
estimated  172,500  injured,  many 
seriously,  get  to  medical  care  facilities, 
supplies  from  gauze  pads  to  suture 
material  to  antibiotics  and  blood  for 
transfusion  would  be  rapidly  ex- 
hausted. Most  hospitals  maintain  only 
a one-week  supply  of  such  materials. 


For  physicians,  this  subject  (prevention  of  nuclear  war)  need  not 
be  a partisan  political  issue  or  a liberal  vs.  conservative  one. 

Rather,  a basic  supposition  is  that  the  human  suffering 
and  death  would  be  a tragedy  and  could  be  barely  aided  by 
a devastated  medical  establishment. 
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Figure  1—Map  of  Metropolitan  Atlanta  showing  concentric  circles  at  V/2,  3,  4,  5,  6, 
and  8I/2  miles  from  ground  zero  (the  point  directly  beneath  the  explosion)  at  Five  Points 
(near  Woodruff  Park)  in  downtown  Atlanta.  Several  of  the  area  hospitals  are  included 
for  reference. 


The  Red  Cross  has  a target  blood  sup- 
ply of  6,000  units  for  Atlanta.  However, 
at  times  the  available  supply  is  only 
about  half  of  this  goal.  Under  normal 
conditions  this  supply  would  be  ex- 
pected to  satisfy  demand  for  6-10  days 
(personal  communication,  Dr.  A.  Grin- 
don).  Even  if  only  5%  of  the  172,500 
injured  were  given  a single  unit  of 
blood,  it  is  obvious  that  available  blood 
for  transfusion  would  be  inadequate 
to  meet  needs.  Indeed,  the  severe 
lacerations,  internal  injuries,  and  burns 
likely  to  be  seen  would  require  multi- 
ple units  of  blood  products  for  each  pa- 
tient.3 In  addition,  the  Atlanta  Red 
Cross  blood  bank  is  located  in  Ring  3 
and  would  be  severely  damaged. 

Many  of  the  tens  of  thousands  se- 
verely injured  will  suffer  from  exten- 
sive third  degree  burns  (and  even  more 
second  degree  burns).  With  only  ap- 
proximately 1,500  specialty  burn  unit 
beds  in  the  entire  U.S.,  only  a handful 
of  those  in  need  of  care  will  obtain  ap- 
propriate treatment.  The  Atlanta  area 
has  approximately  26  burn  unit  beds 
at  Grady  Memorial  Hospital  which 
would  be  destroyed. 

It  is  difficult  to  imagine  1,640  physi- 
cians and  associated  health  workers 
providing  any  semblance  of  care  for 
172,500  injured  persons,  while 
hampered  by  lack  of  facilities,  equip- 
ment and  supplies,  poor  communica- 
tion and  transportation,  and  basic 
utilities  such  as  electricity  and  water. 
Obviously,  many  will  die  of  severe  and 
even  less  severe  injuries  without  ob- 
taining any  medical  care.  Additional- 
ly, a scenario  that  envisions  selfless 
physicians  working  around  the  clock 
to  help  the  injured  does  not  take  into 
account  that  many  physicians  will  be 
unable  to  get  to  hospitals  and  clinics. 
Many  others  will  stay  home  to  care  for 
their  family  and  neighbors. 


After  the  explosion,  delayed  onset 
casualties,  largely  due  to  radiation  ill- 
ness, would  appear.  The  ranks  of  the 
remaining  health  care  workers  would 
be  steadily  depleted  as  they  them- 
selves are  affected  by  radiation  illness 
and  are  further  distracted  from  pro- 
fessional duties  by  family  and  personal 
living  concerns.  The  Chernobyl  nucle- 
ar disaster  has  shown  that  even  with 
intensive  high  technology  care,  serious 
radiation  exposure  responds  poorly.4 

Further  contributors  to  the  deteri- 
orating health  conditions  would  be 
problems  of  food  provision  and  distri- 
bution, availability  of  potable  water, 
sewage  disposal,  disposal  of  human 
and  animal  corpses,  and  the  continued 


collapse  of  modern  transport, 
communications,  and  utilities.3  The 
long-term  health  sequelae  of  such  a 
nuclear  explosion  largely  involve 
radiation  toxicity,  disruption  of  the 
food  chain,  other  ecologic  and  en- 
vironmental disruptions,  and  profound 
social  and  psychological  stress.5 

It  should  be  noted  that  the  model 
we  have  discussed  considers  the  effects 
of  only  one  nuclear  bomb  explosion. 
A more  realistic  scenario  would  in- 
volve multiple  warheads  aimed  at 
several  potential  targets  in  greater 
Atlanta,  e.g.,  Fort  MacPherson,  Dob- 
bins Air  Force  Base,  Fort  Gillem,  and 
Hartsfield  Airport.  In  addition,  it  is 
unlikely  that  medical  assistance  would 


We  believe  that  reducing  the  risk  of  nuclear  war  is  a legitimate  public 
health  concern  and  that  physicians  could  be  instrumental  in  working 

towards  its  prevention. 
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be  available  from  other  localities 
which  themselves  would  be  likely  tar- 
gets of  attack—  e.g.,  King’s  Bay,  Fort 
Benning,  Fort  Stewart,  Warner  Robins 
Air  Force  Base,  and  industries  and  air- 
ports in  neighboring  cities. 

w 

T ▼ hat  is  the  appropriate  medical 
response  to  a disaster  such  as  we 
describe? 

It  is  clearly  impossible  and  inappro- 
priate to  attempt  to  train  staff,  build 
and  maintain  additional  health  facili- 
ties, and  acquire  supplies  for  a possi- 
ble nuclear  attack.  The  expenditure  is 
beyond  our  economic  resources.  Could 
civil  defense  measures,  including 
evacuation  of  the  population,  prevent 
many  of  the  casualties?  This  has  been 
addressed  in  detail  by  others  and  con- 
sidered to  be  an  inadequate  and  im- 
practical approach.6’7  One  perspective 
is  that  “where  treatment  of  a given 
disease  is  ineffective  or  where  costs  are 
insupportable,  attention  must  be  given 
to  prevention.”8 

Physicians  tend  to  follow  Benjamin 
Franklin’s  maxim  and  consider  pre- 
vention as  preferable  to  palliative  treat- 
ment. A challenge  for  us  is  to  identify 
practical  and  effective  preventive 
measures.  For  example,  screening  for 
early  breast  cancer  and  childhood  im- 
munizations are  preventive  ap- 
proaches that  are  now  routine  aspects 
of  sound  medical  practice.  Physicians 
are  increasingly  involved  in  health 
education  and  promotion  efforts  for 
their  patients  and  the  public— smoking 
cessation,  weight  loss,  good  nutrition, 
exercise,  seat  belt  use,  etc.  Physicians 
and  all  health  workers  could  similarly 
speak  to  patients,  the  public,  com- 
munity and  government  leaders  on 


the  risks  of  nuclear  war  and  advocate 
societal  and  governmental  activities 
that  will  prevent  nuclear  war.  For 
physicians,  this  subject  need  not  be  a 
partisan  political  issue  or  a liberal  vs. 
conservative  one.  Rather,  a basic  sup- 
position is  that  the  human  suffering 
and  death  would  be  a tragedy  and 
could  be  barely  aided  by  a devastated 
medical  establishment.  The  highly 
regarded  and  depended  upon  quality 
of  medical  care  now  available  in  the 
U.S.  will  be  tragically  (for  both  the  in- 
jured and  their  physicians)  inadequate 
against  such  widespread  destruction. 

T 

JsL  his  paper  demonstrates  the 
magnitude  of  the  public  health  and 
social  disaster  that  would  result  from 
the  explosion  of  a single  thermo- 
nuclear weapon  over  Atlanta.  We 
believe  that  reducing  the  risk  of 
nuclear  war  is  a legitimate  public 
health  concern  and  that  physicians 
could  be  instrumental  in  working 
towards  its  prevention.  As  they  have 
with  other  medical/health  catas- 
trophes, a reasonable  first  step  is  self- 
education,  and  a number  of  recent 
publications  can  be  helpful  toward  this 
end.6’9,10 
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— Facing  the  RVS 

Harrison  L.  Rogers,  Jr.,  M.D. 


Our  profession,  the  product  we 
deliver,  the  health  care  sys- 
tem itself  has  undergone  revolu- 
tionary changes  in  the  past  30  years 
with  spectacular  advances  in  the  di- 
agnosis and  treatment  of  nearly  all 
health  problems.  The  product  we 
deliver  in  the  United  States  is  un- 
questionably the  “gold  standard”  for 
the  world,  with  steadily  increasing 
longevity  and  decreasing  death  rates 
from  all  diseases.  Our  diagnostic 
capabilities  are  growing  with  new 
radiologic  and  endoscopic  tech- 
niques available  in  nearly  every 
hospital  in  the  state.  Our  therapeu- 
tic capabilities  are  equally  impres- 
sive with  new  drugs,  from  vaccines 
for  polio  to  the  unbelievable  array 
of  antibiotics  and  cardiac  drugs.  Our 
surgical  advances  from  anesthesia 
and  microsurgery  to  organ  trans- 
plantation are  just  as  impressive. 

Our  health  care  system  has  grown 
dramatically  during  this  same  pe- 
riod until  today  it  is  the  second  larg- 
est industry  in  our  country,  em- 
ploying over  8 million  people.  In 
Minnesota,  health  care  is  the  larg- 
est industry  in  the  state,  and  in 
Cleveland,  Ohio,  it  is  the  largest  in- 
dustry in  that  city.  We  now  have 
over  500,000  physicians,  1.5  mil- 
lion nurses,  7,000  hospitals,  20,000 
nursing  homes  and  235  million  pa- 
tients! 


The  resource  based 
RVS  was  designed  to 
provide  an  accurate 
and  fair  relationship 
between  an  office  visit 
for  chicken  pox  and  a 
heart  transplant,  taking 
into  account  all 
identifiable  resources 
in  the  provision  of  each 
service. 


With  advances  in  medicine  and 
the  increase  in  size  of  our  system, 
the  cost  is  up  as  well.  It  has  grown 
from  43  billion  dollars  in  1965  to 
500  billion  dollars  today.  Health 
care  cost  is  a critical  issue  for  in- 
dustry, government,  and  the  public. 
Congress  is  desperately  searching 
for  an  answer  to  the  federal  deficit, 
industry  is  searching  for  an  answer 
to  their  declining  profits,  and  the 
public  must  face  increases  of  20  to 
30  percent  in  their  health  insurance 
premiums.  The  cost  of  health  care 


Dr.  Rogers,  Past  President  of  the  AMA,  practices 
general  surgery.  His  address  is  35  Collier  Rd.,  Suite 
670,  Atlanta,  GA  30309. 


is  a major  issue  on  all  fronts  in  1988, 
and  since  the  government  buys  40 
percent  of  the  total  health  care  pro- 
vided in  our  country,  whatever  it 
does  to  remedy  this  problem  has  a 
direct  effect  on  our  entire  system. 
Medicare  is  spending  $2500  on  each 
beneficiary  this  year,  and  while  the 
increase  in  Part  A (which  pays  the 
hospital)  has  slowed  somewhat, 
Part  B (which  pays  physicians)  has 
continued  to  rise  rapidly.  Congress 
and  the  Health  Care  Financing 
Administration  are  focusing  on  you 
and  me! 

New  methods  of  paying  for  care 
are  in  place,  with  capitation  sys- 
tems (HMOs,  PPOs,  etc.)  increas- 
ing their  numbers,  even  though 
some  have  had  disastrous  prob- 
lems in  the  past  year.  Today,  nearly 
30  million  people  are  enrolled  in 
them,  including  1 million  Medicare 
recipients,  and  HCFA  is  pushing 
hard  for  increasing  this  number.  In- 
dustry is  actively  supporting  Man- 
aged Care  Plans  which  provide  the 
cost  advantage  of  HMOs  without 
their  large  administrative  costs.  Both 
systems  succeed  with  tight  Utili- 
zation Review,  and  the  managed 
care  plans  are  trying  hard  to  enlist 
practicing  physicians  as  their  un- 
paid agents  for  pre-admission  cer- 
tification, concurrent  review,  and 
discharge  planning. 
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The  corporatization  of  medicine 
is  occurring  at  the  same  time  in  re- 
sponse to  increased  competition 
between  physicians,  spending  lim- 
its in  health  care,  and  the  ascend- 
ancy of  third  party  payors  whether 
government  or  private.  More  phy- 
sicians are  in  group  practices,  more 
are  employed,  and  all  have  pres- 
sure from  the  fiscal  officer  of  their 
organization  to  “spend  less  money” 
on  their  patients!  It  is  imperative 
that  each  of  us  resist  this  “business 
ethic”  and  hold  tight  to  our  “profes- 
sional ethic”  where  we  are  in  fact 
our  patient’s  advocate!  As  corpora- 
tization increases,  separation  from 
our  patients  is  enhanced  but  must 
be  actively  opposed,  for  the  patient 
needs  our  help,  and  surely  in  the 
times  ahead  we  will  need  our  pa- 
tients’ help  as  well. 

Legislative  issues,  both  state  and 
national,  continue  to  warrant  our 
close  attention.  The  MAG  Legisla- 
tive Council  described  1988  as  the 
year  of  the  “attack”  on  our  profes- 
sion. Proposed  national  legislation 
to  mandate  “participating  physi- 
cian” status  for  Medicare,  cata- 
strophic coverage  (to  include  a cap 
on  all  health  expenditures),  and 
long-term  care  are  but  a few  se- 
lected items.  “Reform”  of  payment 
mechanisms  for  physicians  re- 
mains an  issue  for  continuing  de- 
bate in  the  Congress,  with  the  re- 
source based  Relative  Value  Scale 
as  the  major  vehicle  in  the  debate. 

Relative  Value  Scales  or  Sched- 
ules have  been  in  existence 
for  years,  with  the  California  RVS 
being  the  prototype.  These  studies 
took  physicians’  charges  for  spe- 
cific services  and  simply  converted 
the  dollar  charge  to  a representative 
numerical  value.  These  values  were 
then  accumulated  into  a single  vol- 
ume to  include  all  available  spe- 
cialty charges  and  were  used  by 
physicians  in  setting  their  fees  until 
the  RVS  was  banned  by  the  Federal 
Trade  Commission.  From  1983  to 
1985,  the  AMA  House  of  Delegates 
debated  physician  reimbursement, 
with  their  focus  on  the  absence  of 
a rational  relationship  between 
services  of  physicians  who  per- 
formed procedures  and  those  who 


If  the  resource  based 
RVS  is  found  to  be 
fair,  accurate,  and 
workable,  it  deserves 
the  unified  support  of 
every  specialty, 
winners  and  losers,  and 
there  are  certain  to  be 
both. 

did  not.  This  was  a very  difficult 
issue  to  resolve  because  it  directly 
related  to  the  amount  of  money  to 
be  paid  for  physician  services, 
whether  pediatrician  or  cardiac  sur- 
geon. The  numbers  of  dollars  in- 
volved were  impressive! 

Simultaneously,  Congress  passed 
an  extensive  revision  of  the 
way  it  paid  hospitals  (the  prospec- 
tive pricing  system,  or  DRG  system) 
and  wrote  into  that  law  a mandate 
for  the  Department  of  Health  and 
Human  Services  to  develop  a re- 
source based  RVS.  This  new  scale 
was  to  provide  an  accurate  and  fair 
relationship  between  an  office  visit 
for  chicken  pox  and  a heart  trans- 
plant, taking  into  account  all  iden- 
tifiable resources  in  the  provision 
of  each  service.  These  resources 
would  include  time  involved,  se- 
verity of  illness,  complexity  of  the 
problem,  education  and  training  re- 
quired, malpractice  liability,  and  all 
the  identifiable  costs  associated 
with  the  provision  of  a particular 
service.  With  passage  of  this  law, 
the  AMA  House  of  Delegates  ap- 
proved submission  of  an  applica- 
tion to  become  the  contractor  for 
this  study.  HHS  then  decided  that 
this  study  would  have  to  be  done 
outside  the  profession  and  the  AMA, 
the  American  College  of  Surgeons, 
and  the  American  College  of  Phy- 
sicians all  joined  with  universities 
making  applications  for  this  con- 
tract. 

Dr.  Hsiao  of  the  Harvard  School 
of  Public  Health  was  given  the  con- 
tract in  April,  1986,  with  the  AMA 
named  as  adviser.  The  contract  calls 
for  the  completion  of  the  study  in 


July,  1988,  and  the  study  is  pro- 
ceeding on  schedule.  There  have 
been  18  specialty  panels  develop- 
ing the  relative  value  of  all  services 
provided  within  each  specialty,  and 
simultaneously  cross  specialty 
panels  have  been  at  work  searching 
for  “linkages”  between  specialties. 
Their  goal  is  to  find  multiple  areas 
between  specialties  where  a clear 
and  accurate  relationship  exists, 
linkages  which  can  then  be  trans- 
lated into  relative  value  of  all  serv- 
ices both  groups  provide.  It  is  an- 
ticipated that  these  linkages  will 
provide  a relationship  between  all 
18  specialties  at  the  completion  of 
the  study. 

The  AMA’s  role  has  been  to  fur- 
nish names  of  specialists  from 
whom  the  panels  were  selected,  ad- 
vising on  CPT  coding,  and  advising 
on  methodology.  Upon  completion 
this  year,  the  public  will  be  given 
the  study,  and  the  AMA  will  im- 
mediately convene  a meeting  of 
specialty  societies  to  evaluate  the 
results.  The  AMA  House  of  Dele- 
gates in  December,  1988,  will  make 
the  decision  regarding  support  or 
opposition  for  the  study.  At  a March, 
1988,  meeting  of  all  those  involved 
with  the  RVS  project,  major  con- 
cerns were  voiced  including: 

1.  The  RVS  will  not  solve  all  the 
problems  of  physician  payment. 

2.  The  prospect  that  the  RVS  may 
have  a deleterious  effect  on  ac- 
cess to  care. 

3.  The  site  where  care  is  delivered 
may  be  dramatically  changed. 

4.  Pilot  implementation  of  such  a 
project  is  mandatory. 

5.  Negotiations  with  physicians  will 
be  inescapable. 

a.  Good  communications  within 
the  profession  are  vital. 

b.  Specialty  societies  were 
warned  not  to  break  away 
and  “cut  a deal.” 

Unity  in  our  profession  is  a crit- 
ical need  today  as  we  face 
all  the  “attacks”  described  by  the 
MAG  Legislative  Council  and  spe- 
cifically the  debate  on  the  resource 
based  RVS  report.  We  have  heard 
from  state  and  federal  legislators 
how  easy  it  is  to  “divide  and  con- 


562 


Journal  of  MAG 


quer”  when  division  is  already  an 
accomplished  fact.  We  have  heard 
from  our  officers  that  there  were  six 
separate  specialty  society  lobbyists 
at  the  State  Capitol  at  the  1 988  Geor- 
gia legislative  session,  each  with 
their  own  agenda!  The  British  health 
care  system  was  “sold”  to  the  phy- 
sicians in  England  after  World  War 
II  by  the  government  exploiting  the 
schism  between  specialists  and 
general  practitioners.  In  our  own 
country,  as  DRGs  were  proposed  for 
all  physicians,  we  stood  together, 
but  when  the  target  was  narrowed 
to  the  RAPs  (radiologists,  anesthe- 
siologists, and  pathologists),  our 
unity  wilted  and  separate  deals  were 
struck  with  committees  of  Con- 
gress. Harry  Schwartz,  writing  in  the 
5/6/88  American  Medical  News,  el- 
oquently describes  the  strength  of 
American  medicine  where  it  stand 
together,  arriving  at  compromise’s 
and  conciliation  before  going  to  the 
Congress  and  the  public.  He  also 
describes  the  bleak  prospects  if  we 
continue  to  seek  only  our  “paro- 
chial advantage.” 

Our  legislatures,  federal  and  state, 
are  fighting  escalating  health  care 
costs  and  are  constantly  shown  the 
increasing  costs  of  physician  serv- 
ices, not  to  mention  the  fabulous 
income  of  some  of  our  colleagues. 


They  literally  lick  their  chops  as  they 
view  the  prospect  of  solving  their 
problems  as  they  eat  us  alive! 

If  the  resource  based  RVS  is  found 
to  be  fair,  accurate,  and  workable, 
it  deserves  the  unified  support  of 
every  specialty,  winners  and  losers, 
and  there  are  certain  to  be  both.  If 
the  resource  based  RVS  falls  short 
of  this  goal,  then  it  deserves  our 
unified  opposition.  For  those  among 


We  heave  heard  from 
state  and  federal 
legislators  how  easy  it 
is  to  divide  and 
conquer  when  division 
is  already  an 
accomplished  fact.  We 
have  heard  from  our 
(MAG)  officers  that 
there  were  six  separate 
specialty  society 
lobbyists  at  the  State 
Capitol  at  the  1988 
Georgia  legislative 
session! 


us  who  feel  the  AMA  is  not  a sat- 
isfactory reprensentative  body,  then 
please  immediately  organize,  fi- 
nance, and  activate  an  umbrella  or- 
ganization for  our  profession.  This 
organization  should  be  the  essence 
of  democracy  with  representation 
in  its  policy  making  body  on  a state 
and  numerical  basis  as  well  as  hav- 
ing voting  representatives  of  the 
specialties,  armed  services,  medi- 
cal schools,  students,  and  resi- 
dents. This  new  organization,  if  it 
is  to  replace  the  AMA  as  the  voice 
of  our  profession,  must  also  have 
the  resources  in  staff  and  facilities 
to  respond  immediately  to  each  and 
every  issue  brought  to  the  profes- 
sion. Such  an  organization  exists 
today,  and  this  organization  is  the 
AMA  on  a national  level  and  every 
state  association  on  the  state  level. 
These  organizations  can  be  our  uni- 
fied voice  in  every  arena  if  we  set 
aside  our  parochial  advantages.  The 
alternative  is  a dismal  disarray  of 
splintered  resources  and  efforts, 
none  effective  in  protecting  the  in- 
tegrity of  our  profession  or  the  well 
being  of  our  patients,  the  American 
public. 

Our  only  hope  lies  in  unity  — 
with  ourselves  and  with  our  pa- 
tients, for  they  are  the  electorate  and 
the  elected.  ■ 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
— to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.P.  today— you’ll  never 
feel  better. 

^ * Data  General 

EUEIT1F  s^sians,  ins. 

(800)  441-8386  In  Georgia  (404)  565-3407 
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Teaching  Internal  Medicine  in  a 
Community  Hospital 

John  D.  Cantwell,  M.D. 


Editorial  Note:  The  management  of 
a teaching  program  in  any  of  the 
branches  of  medicine  must  be  for 
the  individual  possessed  with  an 
inquiring  and  facile  mind  one  of  the 
most  exhilarating  experiences  to  be 
found.  Those  of  us  practicing  in  in- 
stitutions without  such  a training 
program  must  all  have  at  one  time 
or  the  other  reflected  ruefully  upon 
the  absence  of  daily  contact  with 
the  young  and  inquiring  physician. 

William  Osier  understood  the 
stimulus  of  the  teaching  environ- 
ment when  he  remarked  that,  “to 
study  medicine  without  books  is  to 
sail  an  uncharted  sea,  but  to  study 
medicine  without  patients  is  to 
never  go  to  sea  at  all.  ” 

John  Cantwell  directs  the  pro- 
gram in  Internal  Medicine  at  Geor- 
gia Baptist  Hospital.  His  comments 
are  worth  reflecting  upon. 

Six  years  as  a program  director 
in  internal  medicine  at  a com- 
munity hospital  has  given  me  cer- 
tain insights  as  to  the  joys  and  chal- 
lenges of  teaching  medicine  in 
modern  times.  The  program  direc- 
tor is  like  the  conductor  of  a sym- 
phony, setting  the  mood  and  giving 


The  program  director 
is  like  the  conductor  of 
a symphony,  setting  the 
mood  and  giving 
direction,  trying  to 
bring  out  the  best 
performance  of  each 
member. 


direction,  trying  to  bring  out  the  best 
performance  of  each  member.  The 
duties  of  a program  director  in- 
clude recruitment  of  new  house- 
staff,  structuring  the  yearly  aca- 
demic program,  utilizing  practicing 
physicians  with  the  interest  and 
ability  to  teach,  overseeing  the 
quality  of  each  resident’s  work, 
dealing  with  problems,  and  keep- 
ing abreast  of  future  developments 
in  the  field. 


Dr.  Cantwell  is  Program  Director  in  Interal  Medi- 
cine, Georgia  Baptist  Medical  Center,  300  Boule- 
vard NE,  Atlanta,  GA  30312.  Send  reprint  requests 
to  him. 


Recruiting  New  Housestaff 

We  interview  by  invitation  only, 
focusing  on  senior  students  with 
satisfactory  credentials  from  repu- 
table medical  schools.  Unlike  some 
directors,  1 prefer  one-on-one  inter- 
views wherein  I try  to  ascertain  the 
personal  and  humanistic  qualities 
of  the  applicant.  We  favor  well- 
rounded  individuals  who  relate  well 
to  peers,  patients,  and  teachers,  and 
who  are  disciplined  enough  to  push 
themselves  scholastically  to  achieve 
our  ultimate  goal  of  board  certifi- 
cation. 

The  chief  resident  and  I inde- 
pendently interview  about  70  ap- 
plicants between  August  and  No- 
vember. Twenty-five  or  so  make  our 
match  list  and  the  final  five  selec- 
tions come  from  the  upper  half  of 
the  list. 

Structure  of  the  Program 

We  begin  the  day  with  morning 
report  at  7 a.m.  This  is  conducted 
by  the  chief  resident  and  a board- 
certified  internist.  Management 
rounds  occupy  the  bulk  of  the 
morning.  A core  curriculum  lecture 
series,  covering  the  whole  gamut  of 
internal  medicine,  is  held  on  Mon- 


JULY  1988,  Vol.  77 


565 


day  and  Thursday  noons  through- 
out the  year.  Special  topics  include 
sessions  on  how  to  lecture  and 
write,  pass  the  boards,  and  set  up 
a medical  practice. 

Case-oriented  teaching  rounds 
are  conducted  3-4  afternoons  per 
week.  One  of  these  focuses  on  car- 
diology and  using  stethophones  and 
bedside  observation,  emphasizes 
history  taking  and  the  physical  ex- 
amination. Videotapes  are  used  in 
certain  instances,  when  patients 
have  already  been  discharged,  to 
demonstrate  aspects  from  the  his- 
tory and  physical. 

Humanistic  and  cultural  aspects 
of  life  are  emphasized  in  special 
monthly  sessions.  One  monthly 
conference  concerns  the  humani- 
ties and  features  local  authorities 
on  art,  literature,  and  music.  Our 
classic-a-month  reading  club  meets 
for  lunch  at  Manual’s  Tavern,  dis- 
cussing selections  from  Fadiman’s 
The  Lifetime  Reading  Plan.  Resi- 
dents are  required  to  participate  in 
three  of  these  meetings  per  year  and 
encouraged  to  attend  all.  The  Chek- 
hov Society  bears  the  spirit  of  the 
Russian  physician-author,  who 
demonstrated  extraordinary  com- 
passion toward  the  serfs,  and  pris- 
oners in  his  country.  Resident 
members  in  our  center  do  one  pub- 
lic service  project  per  year,  involv- 
ing the  less  fortunate  (such  as  the 
homeless  and  the  mentally  re- 
tarded). 

Each  resident  is  expected  to  de- 
velop a clinical  research  project 
yearly,  giving  a formal  presentation 
and  submitting  a paper  suitable  for 
publication  during  a 1-day  seminar 
in  June.  An  annual  dinner  for  the 
housestaff  and  teaching  attendings 
is  held  at  the  Ritz-Carlton  that  eve- 
ning, wherein  awards  are  given  for 
the  best  paper,  resident-of-the-year, 
and  top  teaching  attending. 

Utilization  of  Private  Physicians 
as  Teachers 

Around  70  general  internists  and 
subspecialists  comprise  the  teach- 
ing attending  staff.  Ward  teams  are 
assigned  to  the  general  medicine 
services  for  2-month  periods.  Sin- 


gle residents  are  assigned  to  one 
2-month  subspecialty  rotations. 

In  addition  to  ward  rounds, 
teaching  attendings  can  participate 
in  morning  report,  core  curriculum 
lectures,  Medical  Grand  Rounds, 
case-oriented  teaching  rounds,  and 
discussion  sessions  (with  2-4  jun- 
ior students  from  the  Medical  Col- 
lege of  Georgia). 

Talented  teachers  from  other 
hospitals  are  utilized,  as  our  goal 
is  to  stimulate  the  housestaff  with 
exposure  to  a wide  variety  of  skilled 
clinicians. 


Each  resident  is 
expected  to  develop  a 
clinical  research 
program  yearly,  giving 
a formal  presentation 
and  submitting  a paper 
suitable  for  publication 
during  a 1-day  seminar 
in  June. 


Residents  fill  out  evaluations  of 
attending  physicians  after  each  ro- 
tation. The  confidential  reports  are 
reviewed  by  the  program  director. 
A summary  letter  is  sent  to  the 
teaching  attending  yearly,  empha- 
sizing areas  of  teaching  strengths 
and  weaknesses.  An  attending  may 
lose  his  or  her  teaching  status  if 
performance  remains  suboptimal 
despite  self-improvement  guidance 
from  the  program  director. 

Surveillance  of  Residents’ 
Performance 

A structured  method  of  evaluat- 
ing residents’  performance  is  in  ef- 
fect. Written  evaluations  on  each 
resident  are  submitted  by  students, 
peers,  teaching  attendings,  nurses, 
and  patients.  These  evaluations  are 
confidential,  reviewed  only  by  the 
program  director  and  chief  resi- 
dent. Composite  letters  are  sent  to 
residents  every  6 months,  followed 


by  individual  discussions  with  the 
program  director. 

Fund  of  knowledge  is  assessed 
by  written  quizzes  at  the  end  of  sub- 
specialty core  curriculum  lecture 
series  and  through  a comprehen- 
sive examination  in  internal  medi- 
cine each  June. 

Each  resident  also  undergoes  a 
standardized  clinical  evaluation  ex- 
ercise, wherein  they  are  observed 
performing  a medical  history  and 
physical  examination.  The  session 
is  videotaped  so  the  resident  can 
help  judge  his  or  her  own  perform- 
ance. 

Dealing  with  Problems 

Certain  problems  arise  that  chal- 
lenge the  personal  and  administra- 
tive skills  of  the  director.  These  can 
range  from  domestic  problems  to 
personal  and/or  academic  conduct 
unbecoming  of  a senior  house- 
officer.  A houseofficer  may  have  to 
repeat  a medicine  rotation  when  his 
performance  didn’t  meet  accepta- 
ble standards. 

Emotional  problems  occasion- 
ally develop  in  medical  housestaff 
and  are  handled  discreetly  and 
compassionately,  assisted  by  con- 
sultant psychiatrists.  Preventive 
psychiatry  is  emphasized  in  at  least 
twice  yearly  discussion  sessions 
with  the  housestaff. 

Future  Developments  in  Medicine 

Residents  are  kept  abreast  of 
changing  trends  in  medicine,  such 
as  increasing  governmental  control 
and  rising  malpractice  costs.  A 
mock  trial  is  held  yearly,  conducted 
by  a local  attorney,  during  which 
preventive  measures  about  litiga- 
tion are  emphasized.  Senior  attend- 
ings conduct  periodic  sessions  on 
medical  ethics,  dealing  with  a wide 
variety  of  situations  ranging  from 
“no  codes”  to  “Baby  M”  cases. 

Medicine  residents  keep  proce- 
dure logs  to  document  their  expe- 
rience in  techniques  such  as  thor- 
acentesis and  insertion  of  Swan- 
Ganz  catheters  and  temporary 
pacemakers.  They  are  encouraged 
to  take  electives  in  areas  such  as 
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preventive  medicine,  sportsmedi- 
cine,  exercise  testing,  and  office  as- 
pects of  certain  subspecialties  (gyn, 
ophthalmology,  ENT,  orthopedics) 
so  they  can  bring  a wider  spectrum 
of  skills  to  their  private  practice  sit- 
uations. 

The  medical  literature  is  vast,  and 
information  recall  a mounting  chal- 
lenge. A computer  terminal  was  in- 
stalled in  the  residents’  teaching 
room  to  enhance  their  familiarity 
with  its  function  and  capabilities. 

Conclusion 

It  is  an  opportunity,  a challenge, 
and  a pleasure  to  guide  the  medical 


education  of  bright,  enthusiastic 
housestaff.  My  faith  in  the  future  of 
medicine  is  strengthened  by  the 
usual  high  quality  of  their  work  and 
their  caring  attitudes. 

The  administration  at  our  center 
seems  fully  cognizant  that  house- 
staff  enhance  the  quality  of  medi- 
cine in  the  hospital,  and  contrib- 
utes financial  support  (in  the  form 
of  matching  funds  for  private  con- 
tributions) to  maintain  high  aca- 
demic standards.  An  affiliation  with 
the  Medical  College  of  Georgia  pro- 
vides students  who  are  taught  by, 
and  who  in  turn  teach,  residents 
and  attending  physicians.  The  uni- 


versity also  provides  a resource  of 
expert  lecturers  on  a vast  number 
of  topics. 

The  main  strength  of  community 
hospitals  is  that  they  provide  teach- 
ing attendings  who  are  in  the  main- 
stream of  medical  practice,  who 
know  the  practical  things  to  teach, 
and  who  by  the  example  of  care 
and  devotion  to  their  patients,  can 
serve  as  excellent  role  models  for 
the  upcoming  generation  of  physi- 
cians. ■ 
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A PRESCRIPTION  FOR 
PHYSICIANS. 

Bothered  by: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 


Want  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


TSgt  Mark  Pounders 
Station-fo-Station  Collect 
404-292-4948 
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Re-introduce  The  Oldest 


Advance  In  Medicines. 


It’s  called  talking.  Right  or  wrong,  many  older  people  today 
feel  that  doctors  just  don’t  spend  as  much  time  talking 
with  their  patients  as  they  used  to.  Things  seem  more 
rushed  and  hurried. 

But  talking,  especially  about  medicines,  is  more  important 
than  ever  before.  Your  older  patients  may  be  taking  several 
different  medicines  and  seeing  more  than  one  doctor.  And 
many  older  people  are  treating  themselves  with  over-the- 
counter  drugs. 

Unfortunately,  an  older  person’s  response  to  medicines  is 
less  predictable  than  a younger  person’s.  They  can  experience 
altered  drug  actions  and  adverse  drug  reactions. 

So,  if  they  don’t  tell  you  first,  ask  them  what  they’re  taking 
and  if  the  medicines  are  causing  any  problems.  Take  a 
complete  medications  history  including  both  prescription 
and  non-prescription  medicines. 


Make  it  a point  to  tell  them  what  they  need  to  know  — the 
medicine’s  name,  how  and  when  to  take  it,  precautions,  and 
possible  side  effects.  Give  them  written  or  printed  information 
they  can  take  home,  and  encourage  them  to  write  down 
what  you  tell  them. 

Good,  clear  communication  about  medicines  can  increase 
compliance,  prevent  problems,  and  lead  to  better  health. 

So  re-introduce  the  oldest  advance  in  medicines.  Make 
talking  a crucial  part  of  your  practice.  It  isn’t  a thing  of  the 
past.  It’s  the  way  to  a healthier  future. 

Before  they  take  it, 
talk  about  it. 

^ ^ National  Council  on 

wr  Patient  Information  and  Education. 

**  " 666  Eleventh  St.  N.W.  Suite  810 
Washington,  D.C.  20001 


The  U.S.  Constitution  in 


The  adoption  of  the  U.S.  Con- 
stitution was  one  of  the  most 
important  events  in  the  history  of 
our  country.  Indeed,  it  had  impor- 
tant implications  for  all  people 
throughout  the  world.  In  the  eu- 
phoria inspired  by  observance  of 
the  Bicentennial,  former  Chief  Jus- 
tice Warren  E.  Berger  declared  that 
it  “has  had  as  great  an  impact  on 
humanity  as  the  splitting  of  the 
atom.”  The  great  English  Prime 
Minister,  William  E.  Gladstone, 
judged  it  to  be  “the  greatest  single 
document  struck  off  at  one  time  by 
the  brain  and  purpose  of  man.”  In 
whatever  way  it  may  be  judged  to- 
day, there  is  little  question  that  it 
rescued  the  newly  formed  league  of 
states  from  strife  and  uncertainty  in 
1789,  and  that  it  has  provided  an 
instrument  of  government  adequate 
to  govern  an  expanding  nation  for 
a period  of  200  years. 

Observance  of  the  Bicentennial 
provides  an  opportunity  to  review 
the  circumstances  which  led  to  the 
Constitution  and  to  understand  bet- 
ter what  the  framers  had  in  mind. 
Such  a study  should  inspire  a greater 
appreciation  of  the  wisdom  of  the 
authors,  but  it  should  not  bring  on 
the  mindless  worship  which  2 cen- 
turies of  successful  history  tends  to 
produce.  A bnef  review  of  some  of 


Perspective 

Judson  C.  Ward,  Jr.,  Ph.D. 


The  qualifications  of 
the  55  men  who  met 
during  those  hot 
summer  months  are 
worthy  of  note.  In  a 
nation  whose 
population  was  largely 
unschooled,  they  were 
unusually  well 
educated. 

the  essential  facts  should  refresh 
our  memories  about  the  historic 
events  of  1787-1789. 

The  historian  John  Fiske  set  the 
tone  for  historic  interpretation  of  the 
years  of  the  Confederacy  which  pre- 
ceded the  Constitution  when  he  la- 
belled them  “The  Critical  Period.” 
Modern  scholars  tend  to  emphasize 
the  successes  rather  than  the  fail- 
ures of  the  maligned  government 
under  the  Articles  of  Confederation 
and  raise  questions  as  to  whether 
these  years  were  as  “critical”  as 
Fiske  interpreted  them  to  be. 


Dr.  Ward  is  Professor  of  History  Emeritus,  Emory 
University.  Send  reprint  requests  to  him  at  1534 
Emory  Rd.,  Atlanta,  GA  30306. 


Whatever  the  actual  conditions 
which  prevailed  in  1787,  a 
group  of  unusual  men  gathered  in 
Philadelphia  in  May,  with  most  of 
them  convinced  that  some  stronger 
form  of  government  was  needed. 
Among  the  most  determined  of  this 
group  were  George  Washington  and 
James  Madison  of  Virginia  and 
Alexander  Hamilton  of  New  York. 
The  qualifications  of  the  55  men 
who  deliberated  during  those  hot 
summer  months  are  worthy  of  note. 
In  a nation  whose  population  was 
largely  unschooled,  they  were  un- 
usually well  educated.  In  addition 
to  their  wide  informal  readings  in 
history  and  politics,  more  than  half 
were  college  men.  Graduates  of 
Princeton  outnumbered  the  rest, 
with  nine,  while  Yale  and  William 
& Mary  followed  with  four  each. 
Harvard  claimed  three  and  Colum- 
bia two. 

Of  even  greater  practical  impor- 
tance than  education,  however,  was 
their  record  of  experience  in  gov- 
ernment. All  of  the  delegates  had 
held  public  office  of  some  sort. 
Seven  had  served  as  governors  of 
states;  42  had  seen  service  as  Con- 
gressmen under  the  Articles;  eight 
were  judges;  and  eight  had  signed 
the  Declaration  of  Independence. 
James  Madison,  who  merits  the  title 
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of  Father  of  the  Constitution,  was 
doubtless  the  best  prepared  of  the 
delegates  from  the  point  of  view  of 
reading  and  study.  However,  in  the 
final  analysis,  it  was  willingness  to 
compromise  that  proved  to  be  the 
most  valuable  qualification  of  those 
who  worked  out  the  accommoda- 
tions which  made  the  final  docu- 
ment possible. 

Charles  A.  Beard,  in  his  contro- 
versial An  Economic  Interpretation 
of  the  Constitution,  published  in 
1913,  concluded  that  it  was  the  eco- 
nomic interests  of  the  delegates 
which  outweighed  their  other  con- 
cerns. He  points  out  that  41  of  them 
held  public  securities  which  they 
hoped  to  see  more  secure;  24  had 
money  out  on  loan;  1 1 owned  stock 
in  manufacturing  or  shipping  com- 
panies; 15  were  slave  owners;  and 
14  held  stock  in  land  speculating 
schemes.  Beard’s  thesis  provides 
ammunition  for  critics  of  the 
Founders  and  dismays  those  who 
agree  with  Jefferson  that  these  men 
were  “an  assembly  of  demigods.” 
It  is  only  realistic  to  recognize  that 
the  delegates  were  mere  mortals, 
albeit  with  a high  degree  of  edu- 
cation and  governmental  experi- 
ence, but  limited  by  the  sectional 
and  economic  interests  of  their 
times  and  places.  It  may  be  impor- 
tant to  recall  that  the  delegates  were 
not  elected  by  popular  vote,  but 
were  named  by  the  state  legisla- 
tures, and  that  their  deliberations 
in  Philadelphia  took  place  in  se- 
crecy without  the  media  publicity 
of  our  day.  Whatever  their  strengths 
or  weaknesses,  they  succeeded 
within  a space  of  4 months  in  pro- 
ducing a document  which  has  pro- 
vided a stable  government  for  an 
expanding  nation.  Its  endurance  for 
200  years  with  very  few  formal 
amendments,  but  with  many  inter- 
pretations to  meet  changing  con- 
ditions, is  a record  for  a republican 
form  of  government. 

The  basic  challenge  facing  the 
delegates  was  to  devise  a form 
of  government  strong  enough  to 
govern  effectively  at  home  and  to 
win  respect  in  the  world  of  nations, 
yet  leaving  the  states  powerful 


enough  for  the  new  national  gov- 
ernment to  be  acceptable  to  them. 
This  was  accomplished  by  means 
of  judicious  compromises  reached 
after  long  and  strenuous  debate  and 
much  changing  of  minds.  It  is  this 
aspect  of  the  work  of  the  framers 
which  appears  to  justify  the  judg- 
ment of  George  Washington  that  the 
Constitution  was  nothing  less  than 
a miracle. 


These  conclusions 
come  to  have  more 
meaning  for  us  when 
we  recall  two  basic 
concepts  in  the 
political  philosophy  of 
these  18th  Century 
statesmen:  that 
powerful  government  is 
a threat  to  liberty  and 
that  the  nature  of  man 
is  such  that  he  cannot 
be  trusted  to  use  power 
wisely. 

The  determination  of  the  states 
to  retain  their  power  is  understand- 
able. From  1776,  when  independ- 
ence was  declared,  until  1781,  when 
the  Articles  of  Confederation  were 
finally  adopted,  each  one  of  them 
had  been  in  the  unusual  position 
of  being  an  independent  sovereign 
entity.  Each  one  had  formulated  and 
adopted  a state  constitution  and  had 
set  up  its  own  form  of  government. 
Even  after  the  Confederation  gov- 
ernment had  been  established,  the 
states  dominated  the  central  gov- 
ernment which  they  had  created. 
Such  power  was  not  to  be  relin- 
quished without  the  greatest  resist- 
ance. 

Virginia  sent  the  most  prominent 
group  of  delegates  to  the  Philadel- 
phia Convention.  Arriving  before  a 
quorum  of  delegates  appeared,  they 
worked  out  a set  of  resolutions 
which  provided  an  agenda  for  the 
whole  body.  This  was  the  so-called 


Virginia  or  Large  State  Plan  pre- 
sented by  Governor  Edmund  Ran- 
dolph shortly  after  the  Convention 
had  come  to  order  and  had  elected 
George  Washington  as  the  presid- 
ing officer.  Although  this  position 
prevented  his  active  participation 
in  the  business  of  the  Convention, 
Washington  exerted  a strong  influ- 
ence through  discussions  in  com- 
mittee of  the  whole  and  through 
personal  contacts.  His  prestige  car- 
ried great  weight  in  the  ratification 
conventions. 

The  central  issue  in  the  debates 
was  the  relative  power  between  the 
states  and  the  new  central  govern- 
ment. Representatives  of  the  large 
states,  such  as  Virginia  and  Penn- 
sylvania, argued  for  representation 
based  upon  population.  Delegates 
from  the  small  states,  such  as  Del- 
aware and  New  Jersey,  presented 
their  own  plan  called  the  Small  State 
— or  the  New  Jersey  Plan.  It  re- 
tained the  basic  pattern  of  the  Ar- 
ticles of  Confederation,  that  is,  with 
each  state  having  an  equal  voice. 
The  decision  to  change  to  a two 
house  legislative  body  presented  the 
possibility  of  a crucial  compro- 
mise. After  a long  and  heated  de- 
bate, it  was  agreed  that  in  a Senate 
or  upper  house,  each  state  should 
have  equal  representation;  while  in 
a lower  house,  the  number  of  rep- 
resentatives should  be  allotted  to 
states  on  the  basis  of  population. 
The  more  conservative  Senate 
would  have  its  members  elected  for 
longer  terms  by  state  legislatures; 
while  the  popular  branch,  whose 
members  would  be  elected  every  2 
years  by  voters  whose  qualifica- 
tions would  be  determined  by  the 
states,  would  originate  all  money 
bills.  This  Great  Compromise  is 
often  called  the  Connecticut  Com- 
promise because  it  was  effected 
largely  by  the  skill  of  Roger  Sher- 
man and  his  colleagues  from  that 
state.  Its  adoption  saved  the  Con- 
stitutional Convention. 

Compromises  were  also  worked 
out  on  other  controversial  issues. 
In  determining  the  number  of  Con- 
gressmen for  each  state  in  the 
House  of  Representatives,  the  slave 
states  sought  to  have  the  total  num- 
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ber  of  slaves  counted  in  the  pop- 
ulation, but  they  opposed  having 
them  counted  for  purposes  of  ap- 
portioning direct  taxes.  Nonslave 
holding  states  opposed  counting 
slaves  at  all.  Finally  it  was  agreed 
to  continue  to  use  the  federal  ratio 
which  had  been  used  in  the  Con- 
federation: slaves  would  be  counted 
as  three-fifths  in  the  total.  Planter 
interests  won  a point  when  it  was 
agreed  that  no  taxes  could  be  levied 
on  exports.  Slave  owners  also  se- 
cured agreement  that  the  slave  trade 
could  be  continued  for  20  years  un- 
til 1808  without  interference  from 
Congress.  The  question  of  the  ab- 
olition of  slavery  was  not  discussed 
seriously  at  all. 

Arguments  were  presented  for  a 
plural  executive  elected  by  the  Con- 
gress or  for  a single  executive  to 
serve  for  life  without  compensa- 
tion. Finally,  however,  agreement 
was  reached  to  lodge  the  executive 
power  in  a single  salaried  executive 
to  be  elected  by  an  electoral  college 
with  no  limitation  on  the  number 
of  4-year  terms  he  might  serve. 

These  conclusions  come  to  have 
more  meaning  for  us  when  we  re- 
call two  basic  concepts  in  the  po- 
litical philosophy  of  these  1 8th  Cen- 
tury statesmen:  (1)  that  powerful 
government  is  a threat  to  liberty, 
and  (2)  that  the  nature  of  man  is 
such  that  he  cannot  be  trusted  to 
use  power  wisely.  They  feared  the 
possibility  of  exchanging  the  tyr- 
anny of  George  III  for  that  of  a pow- 
erful central  government.  In  their 
efforts  to  protect  those  liberties  won 
at  such  sacrifice  during  the  Revo- 
lution, they  adopted  the  philosophy 
of  the  Frenchman,  Montequieu:  the 
sepration  of  powers.  They  divided 
the  enumerated  powers  of  the  new 
government  into  Legislative,  Exec- 
utive, and  Judicial;  however,  they 
devised  a system  of  checks  and  bal- 
ances to  restrain  the  powers  of  their 
new  creature.  By  this  means,  they 
sought  to  prevent  the  abuse  of 
power  at  the  expense  of  liberty.  They 
also  feared  the  tyranny  of  the  ma- 
jority and  were  skeptical  of  democ- 
racy, restricting  the  exercise  of  the 
popular  will  only  to  the  election  of 
representatives  to  the  lower  house 
in  the  Congress. 


Present  day  critics 
center  their 
condemnation  of  the 
framers  around  their 
failure  to  abolish 
slavery  and  to 
enfranchise  women.  . . . 
They  . . . fail  to  give 
credit  for  wisdom  to 
the  framers  who  chose 
to  restrict  themselves 
to  writing  a brief 
constitution  of 
governmental 
principles,  rather  than 
proposing  a collection 
of  laws  designed  to 
correct  the  ills  of  that 
day. 

When  the  work  of  the  delegates 
approached  its  end,  a com- 
mittee on  style  was  appointed  to 
put  the  agreements  into  final  form. 
Gouverneur  Morris  of  Pennsylvania 
is  credited  with  being  the  principal 
stylist.  His  words  were  simple  and 
clear;  but  his  use  of  the  phrase,  “We 
the  people  of  the  United  States,”  to 
open  the  preamble  was  a stroke  of 
genius.  Opponents  of  the  docu- 
ment charged  that  there  was  no  au- 
thority for  such  a concept,  there 
being  only  “people  of  each  state,” 
but  the  phrase  was  retained.  It  is 
not  only  simple  but  has  served  as 
an  eloquent  ideal  for  the  evolving 
nation  ever  since.  On  September  17, 
1787,  39  of  the  55  members  signed 
the  document,  which  Washington, 
as  President,  transmitted  to  the 
Congress  of  the  Confederation,  with 
the  recommendation  that  it  be  sent 
to  the  states  for  approval  by  spe- 
cially elected  conventions.  The  del- 
egates had  already  exceeded  their 
authority  by  writing  a new  consti- 
tution instead  of  merely  amending 
the  Articles.  Now  they  went  further 


by  providing  that  their  handiwork 
should  go  into  effect  after  nine,  in- 
stead of  all  13,  states  had  ratified 
it. 

The  ratification  process  began 
promptly,  with  the  result  that  three 
states  had  indicated  their  approval 
before  the  end  of  1787.  Georgia  was 
the  fourth  to  approve,  and  without 
a dissenting  vote.  By  the  summer 
of  1788,  eight  states  had  given  their 
assent  before  the  Virginia  Conven- 
tion met  to  cast  what  would  be  a 
crucial  vote.  Opposition  to  ratifi- 
cation in  that  state  was  strong  be- 
cause Patrick  Henry,  George  Ma- 
son, Richard  Henry  Lee,  and  other 
original  revolutionists  insisted  that 
a Bill  of  Rights  be  incorporated  be- 
fore final  approval  was  voted.  After 
a spirited  debate,  Virginia  finally 
approved  the  document  as  pre- 
sented by  the  close  vote  of  89  to 
79.  The  amendments  which  had 
been  debated  were  passed  on  to  the 
Congress,  with  the  insistence  that 
they  be  added  to  the  Constitution. 
By  this  time,  New  Hampshire  had 
ratified  as  the  ninth  state,  thus  put- 
ting the  document  into  effect. 

New  York,  where  opposition  was 
as  strong  as  that  in  Virginia,  was 
swept  along  in  the  tide  of  approval. 
The  Convention  accepted  the  doc- 
ument by  the  close  vote  of  30  to  27. 
Much  credit  for  that  close  but  cru- 
cial victory  goes  to  Alexander  Ham- 
ilton who  initiated  a series  of  news- 
paper articles  written  by  himself, 
James  Madison,  and  John  Jay,  set- 
ting forth  the  merits  of  the  proposed 
document.  Collected  later  and  pub- 
lished under  the  title  of  The  Fed- 
eralist Papers,  they  have  become  a 
classic  of  American  political  the- 
ory. 

Although  neither  North  Carolina 
nor  Rhode  Island  had  voted  ap- 
proval, machinery  was  put  in  mo- 
tion to  set  up  the  government  called 
for  by  the  new  Constitution.  Mem- 
bers of  the  new  Congress  were  se- 
lected in  the  states;  the  Electoral 
College  elected  George  Washing- 
ton as  the  first  President  by  unan- 
imous vote;  and  when  he  was  in- 
augurated in  New  York  City  on  April 
30,  1789,  the  new  government  was 
ready  to  replace  the  old.  North  Car- 
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olina  finally  joined  the  new  union 
on  November  21,  1789,  and  Rhode 
Island,  on  May  29,  1790.  The  guar- 
antee of  individual  liberties  which 
Patrick  Henry  and  others  had  de- 
manded was  added  to  the  Consti- 
tution as  the  first  10  amendments 
in  1791.  They  are  known  as  the  Bill 
of  Rights. 

Present  day  critics  center  their 
condemnation  of  the  framers 
around  their  failure  to  abolish  slav- 
ery and  to  enfranchise  women. 
Modern  liberals  find  Jefferson’s 
“assembly  of  demigods”  objection- 
able as  “an  overtly  racist,  slave- 


holding or  slave-tolerating  group  of 
privileged  white  males.”  These  crit- 
ics find  it  difficult  to  praise  as  he- 
roes their  fellow  liberals  of  2 cen- 
turies ago  who  sought  to  protect 
liberty  by  restricting  the  powers  of 
government.  They  find  it  equally 
difficult  to  admire  men  who  were 
more  concerned  to  protect  liberty 
than  to  promote  equality.  They  also 
fail  to  give  credit  for  wisdom  to  the 
framers  who  chose  to  restrict  them- 
selves to  writing  a brief  constitution 
of  governmental  principles,  rather 
than  proposing  a collection  of  laws 
designed  to  correct  the  ills  of  that 
day. 


In  short,  critics  seem  to  refuse  to 
place  the  Constitution  in  its  historic 
context.  Political  realities  dictated 
compromises  which  were  neces- 
sary to  establish  that  union  which 
has  evolved  into  an  instmment  for 
guaranteeing  a longer  array  of  lib- 
erties than  the  framers  could  have 
envisioned  in  1787.  As  we  obeserve 
the  Bicentennial,  let  us  not  worship 
the  framers  as  gods,  but  let  us  give 
them  the  credit  which  they  are  due. 
Above  all,  let  us  try  to  understand 
them  in  the  context  of  their  times. 


When  Your  Patient  Needs 
Physical  Rehabilitation,  You  Want 
Him  In  The  Best  Of  Hands. 

Yours  And  Ours. 


When  your  patients  need 
physical  rehabilitation,  you  want 
them  to  be  treated  by  a compre- 
hensive system  that  is  structured 
to  meet  their  needs  at  each  stage  of 
recovery. 

That  means  Lakeshore  System 
Services,  with  almost  20  years 
experience  in  rehabilitation.  We 
can  give  your  patients  the  advan- 
tages of  an  experienced  team  of 
rehabilitation  professionals,  state- 
of-the-art  facilities,  and  proven 
programs  that  help  each  patient 
reach  his  potential. 

Importantly,  when  your  patients 
are  under  our  care,  we  always 
remember  they're  under  your  care, 
too.  We  encourage  your  involve- 
ment in  the  treatment  process  and 
keep  you  updated  on  your  patient's 
progress. 


One  way  you  can  assure  that  a 
Lakeshore  facility  is  always  avail- 
able to  your  patients  is  to  be  our 
partner. 

We  can  tailor  a partnership  to  fit 
the  situation,  perhaps  with  you,  a 
hospital  in  your  community,  and 
other  physicians.  If  the  potential  is 
there,  we  have  the  managing  and 
marketing  expertise  to  make  it 
succeed  in  every  way. 

Please  call  us  for  information,  at 
(205)  868-2005.  It  could  beoneof  the 
best  things  you  can  do  for  your 
patients.  And  for  you. 


If  1 

LAKESHORE 

3800  Ridgeway  Dri  ve, 
Birmingham,  AL  35209. 
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Presidential  Candidate 
Questionnaire 

Questionnaire  on  Health  and  Related  Topics 


Introduction 

Earlier  this  year,  the  American 
Medical  Association  sent  a ques- 
tionnaire to  all  presidential  candi- 
dates regarding  their  opinions  on 
major  health  issues.  Replies  were 
printed  in  the  February  26  issue  of 
American  Medical  News.  Presented 
here  are  the  comments  of  only  Gov- 
ernor Michaek  Dukakis  and  Vice 
President  George  Bush,  the  front- 
runners of  their  respective  parties. 

AIDS 

1.  Do  you  favor  testing  for  AIDS  for 

all  citizens? 

DUKAKIS:  No. 

BUSH:  (Note  the  candidate  pre- 
sented the  following  statement  in 
response  to  Questions  1-6  on  AIDS 
issues.)  We  must  do  all  we  can  do 
to  stop  the  spread  of  AIDS  in  this 
country.  We  must  look  for  innova- 
tive solutions  to  this  staggering 
problem.  But  money  alone  won’t 
stop  AIDS.  Those  at  high  risk  must 
be  educated  on  how  to  avoid  con- 
tracting the  disease.  The  only  guar- 
anteed way  to  halt  the  spread  of 
AIDS,  given  what  we  know  now,  is 
a change  of  behavior. 

The  issue  of  testing  raises  some 
difficult  and  troublesome  questions 
for  me.  It  puts  in  conflict  the  need 
for  more  information  and  knowl- 
edge to  benefit  the  majority  versus 
our  basic  Constitutional  right  to  pri- 
vacy. And  it  is  the  responsibility  of 


the  political  leadership  of  the  coun- 
try to  decide  among  these  compet- 
ing principles. 

Ultimately,  we  must  protect  those 
who  do  not  have  the  disease.  Thus, 
we  have  made  the  decision  that 
there  must  be  more  testing.  We  are 
encouraging  the  states  to  offer  rou- 
tine testing  for  those  who  seek  mar- 
riage licenses  and  for  those  who 
visit  sexually  transmitted  disease  or 
drug  abuse  clinics.  We  are  also  en- 
couraging states  to  require  routine 
testing  in  state  and  local  prisons. 

Of  course,  any  mention  of  testing 
must  be  hurriedly  followed  by  the 
word,  “confidentiality.”  If  society 
feels  compelled,  in  some  circum- 
stances, to  test  its  citizens,  then  it 
is  absolutely  imperative  that  those 
records  are  kept  appropriately  con- 
fidential. It  is  also  imperative  that 
help  be  available  to  those  who  test 
positive.  We  need  testing,  but  only 
accompanied  by  guarantees  that 
everyone  is  treated  fairly. 

I feel  deeply  for  parents  on  both 
sides  of  this  issue.  I understand  the 
concerns  of  parents  allowing  school 
age  students  who  either  test  posi- 
tive for  AIDS  virus  or  who  have  AIDS 
to  stay  in  the  classroom.  Parents 
have  a legitimate  right  to  demand 
that  their  children  be  educated  in  a 
healthy  environment.  At  the  same 
time,  the  parents  of  children  who 
either  have  AIDS  or  who  have  tested 
positive  for  the  AIDS  virus  have  a 
real  concern  that  their  children  not 


be  unnecessarily  isolated  from  a 
normal  social  setting.  Although  this 
is  a highly  emotional  issue,  we  must 
make  our  decisions  based  on  the 
best  current  evidence  that  the  med- 
ical profession  has  to  offer.  Based 
on  what  the  doctors  tell  us,  I believe 
that  these  children  should  be  al- 
lowed to  stay  in  the  classroom,  on 
the  condition  that  proper  safe- 
guards are  taken. 

2.  Should  such  testing  be  voluntary 

or  mandatory ? 

DUKAKIS:  Voluntary.  I do  not 
favor  AIDS  testing  for  the  entire 
population,  only  for  those  who  seek 
it.  We  should,  however,  encourage 
voluntary  testing  for  those  in  high- 
risk  groups. 

BUSH:  See  comment  to  ques- 
tion #1. 

3.  Should  there  be  testing  only  of 

specific  groups  in  our  society? 

DUKAKIS:  Yes.  I favor  man- 
datory testing  only  in  two  cases:  in 
the  military  and  in  keeping  with  the 
traditional  authority  of  the  Immi- 
gration and  Naturalization  Service 
to  test  immigrants  coming  from 
areas  of  the  world  with  high  inci- 
dences of  communicable  disease. 
But,  even  in  this  latter  case,  excep- 
tions should  be  made  on  humani- 
tarian grounds  (i.e.,  to  allow  per- 
sons with  AIDS  to  come  to  the 
United  States  for  treatment,  or  to 
visit  relatives). 
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BUSH:  See  comment  to  ques- 
tion #1. 

4.  Do  you  favor  a federal  or  state 
standard  of  confidentiality  for 
individuals  presenting  them- 
selves for  testing  and  counsel- 
ing? 

DUKAKIS:  No  response. 
BUSH:  See  comment  on  ques- 
tion #1. 

5.  Should  school  age  children  who 
either  test  positive  for  AIDS  virus 
or  have  AIDS  be  allowed  to  stay 
in  the  classroom  if  they  do  not 
exhibit  anti-social  behavior  such 
as  biting? 

DUKAKIS:  Yes. 

BUSH:  See  comment  on  ques- 
tion 1. 

6.  How  would  you  balance  the 
competing  interests  of  the  gen- 
eral population  and  AIDS  vic- 
tims to  protect  their  respective 
rights? 

DUKAKIS:  I do  not  believe  that 
the  interests  of  the  general  popu- 
lation and  the  interests  of  persons 
with  AIDS  are  mutually  exclusive.  It 
is  in  everyone’s  interest  that  we 
maintain  our  constitutional  rights 
by  keeping  AIDS  testing  confiden- 
tial. And  as  our  nation’s  most  se- 
rious public  health  threat,  it  is  in 
all  of  our  interests  to  prevent  its  fur- 
ther spread,  find  a cure,  develop  a 
vaccine,  and  provide  compassion- 
ate care  for  people  with  AIDS. 

BUSH:  See  comment  on  ques- 
tion #1. 


Professional  Liability  Reform 

1.  Do  you  favor  the  Federal  Gov- 
ernment extending  financial  in- 
centive to  states  that  enact  min- 
imum tort  reform  measures? 
DUKAKIS:  Although  there  are 
provisions  of  the  tax  code  that  I 
would  eventually  wish  to  change,  I 
believe  we  need  a period  of  stability 
in  the  tax  system.  It  is  disruptive 
and  burdensome  for  everyone  when 
there  are  major  changes  in  the  tax 
code  almost  every  year,  as  there 
have  been  for  more  than  a decade. 

However,  I favor  creation  of  a na- 
tional model  of  liability  reform 
which  states  should  be  encouraged 


to  follow.  Uniformity  and  predict- 
ability in  these  matters  will  do  much 
to  eash  many  of  the  problems  as- 
sociated with  professional  liability. 

As  Governor,  I supported  the 
Massachusetts  Medical  Malpractice 
Reform  Act  of  1986  which  set  a 
$500,000  limit  on  the  amount  which 
a jury  can  award  for  non-economic 
damages,  i.e.,  pain  and  suffering. 
This  cap  is  intended  to  strike  a bal- 
ance between  the  real  needs  of  an 
injured  patient  and  the  very  legiti- 
mate problems  occurring  in  the 
medical  community  as  a result  of 
the  increase  in  the  number  and  size 
of  malpractice  claims.  The  law  pro- 
vides that  in  extraordinary  circum- 
stances, a jury  may  exceed  the 
$500,000  limit.  There  is  no  limit  on 
the  amount  recoverable  for  eco- 
nomic damages. 

BUSH:  Medical  care  and  the 
availability  of  necessary  pharma- 
ceuticals are  threatened  by  the  lit- 
igation explosion,  particularly  in 
such  areas  as  obstetrics  and  neu- 
rosurgery. Tort  reform  is  urgently 
needed  to  address  this  problem.  The 
states  have  the  primary  role  in  re- 
forming tort  law.  However,  I do  fa- 
vor certain  reforms  that  restore  fair- 
ness and  balance  to  the  nation’s 
tort  system.  I believe  we  must  con- 
sider such  important  reforms  as: 
Restoration  of  fault  as  the 
standard  of  recovery  of  damages, 
since  liability  in  the  absence  of 
wrongdoing  directly  contributes 
to  the  excessive  chilling  effect  of 
current  tort  law;  Elimination  of 
the  joint  and  several  liability  rule 
under  which  minimally  involved 
defendants  can  be  forced  to  pay 
100  percent  of  a plaintiffs  claim; 
and  expanded  use  of  alternative 
dispute  mechanisms  such  as 
binding  arbitration  and  media- 
tion to  encourage  early  resolu- 
tion of  disputes  without  burden- 
ing the  court  system. 

2.  What  is  your  stand  on  a uniform 
federal  law  on  medical  mal- 
practice claims? 

DUKAKIS:  Rising  medical  mal- 
practice insurance  premiums  pose 
a serious  threat  to  both  physicians 
and  patients  and  to  the  availability 
of  quality,  affordable  health  care. 


As  I pointed  out  in  my  comments 
on  question  1 1 , Massachusetts  has 
enacted  medical  malpractice  re- 
form legislation  which  caps  liability 
awards  for  malpractice  pain  and 
suffering  at  $500,000  and  provides 
graduated  limits  on  attorneys’  con- 
tingent fees  at  40  percent  for  judg- 
ments up  to  $150,000  and  25  per- 
cent for  judgments  over  $500,000. 
These  reforms  have  contributed 
substantially  to  stabilizing  malprac- 
tice insurance  premiums,  while  at 
the  same  time,  ensuring  reasonable 
compensation  to  victims  and  pre- 
serving access  to  our  legal  system 
and  competent  attorneys. 

BUSH:  See  comment  question 
#1. 

Uncompensated  Care/ 
Uninsured  Persons 

/.  What  expansion,  if  any,  of  Med- 
icaid would  you  support  to  deal 
with  the  issue  of  uncompen- 
sated care? 

DUKAKIS:  It  is  high  time  that 
all  of  our  citizens  had  basic  health 
insurance  in  this  country.  That 
would  be  the  most  effective  way  to 
cover  the  health  costs  of  those  who 
are  currently  uninsured. 

I have  just  proposed  a plan  for 
universal  health  care  for  all  the  cit- 
izens of  my  state.  That  plan  would 
require  all  employers,  with  some 
exceptions,  to  provide  basic  health 
insurance  for  their  workers  and  their 
dependents.  Senator  Kennedy  has 
introduced  similar  legislation  in 
Congress.  Although  I would  pro- 
pose certain  modifications  in  the 
Kennedy  legislation  to  address 
small  business  concerns,  the  Ken- 
nedy approach  is  one  that  I support. 
It  would  go  a long  way  to  providing 
basic  health  security  for  most 
Americans.  And  today,  40  million 
American  citizens  have  no  health 
insurance  of  any  kind. 

BUSH:  All  but  17%  of  Ameri- 
cans have  public  or  private  health 
insurance  to  provide  for  their  health 
care  costs.  They  tend  to  be  em- 
ployees of  small  business  — where 
the  added  cost  of  providing  an  em- 
ployee health  plan  might  ruin  the 
business  — costing  the  employee 
his  job  as  well.  We  are  looking  at 
measures  to  resolve  this  problem. 
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Another  pressing  issue  is  the  cat- 
astrophic cost  of  long-term  care  for 
chronic  illness  and  disability.  One 
and  a half  million  Americans  are  in 
nursing  homes;  many  more  are 
cared  for  at  home.  The  problem  will 
increase  as  America  ages.  I have 
proposed  a program  that  includes 
the  following  points: 

We  should  change  the  tax  code 
to  provide  incentives  for  those  who 
can  afford  to  pay  for  long-term  care 
using  group  plan  insurance. 

We  should  allow  conversion  of 
IRAs,  savings  accounts  and  life  in- 
surance so  people  can  pay  for  long- 
term health  care. 

For  those  seniors  who  cannot  af- 
ford long-term  care  insurance,  we 
should  change  Medicaid  require- 
ments that  force  people  to  “spend 
down”  their  life  savings  before  being 
eligible  for  assistance. 

We  also  need  to  do  more  to  pro- 
mote the  option  of  enrolling  in  in- 
novative plans  such  as  Health 
Maintenance  Organizations  (HMO) 
and  Preferred  Provider  Organiza- 
tions (PPO),  and  to  induce  com- 
petition among  health  care  pro- 
viders. Efficiencies  are  possible  by 
making  government  — as  well  as 
private  insurers  — better  con- 
sumers, and  by  creating  the  right 
kinds  of  tax  and  program  incentives 
for  efficient,  high-quality  health  care 
services. 


2.  Would  you  support  legislation  to 
require  all  employers  to  provide 
some  minimum  level  of  health 
insurance  benefits  to  their  full 
and  part-time  employees? 
DUKAKIS:  See  comment  to 
question  #1. 

BUSH:  See  comment  to  ques- 
tion #1. 


Health  Policy 

1.  Do  you  agree  or  disagree  that 
the  problems  associated  with 
rising  medical  care  costs  and 
difficulties  in  gaining  access  to 
care  require  resolution  through 
federal  planning  and  federal 
dollars? 

DUKAKIS:  Agree.  With  well 
crafted  policy  emphasizing  public/ 
private  partnerships,  I believe  that 
the  private  sector  can  do  most  of 
the  job  in  providing  decent  health 
care  for  our  citizens. 

However,  serious  gaps  persist.  As 
I mentioned  earlier,  I favor  Senator 
Kennedy’s  bill  now  in  Congress  that 
would  make  available  health  care 
coverage  to  millions  of  working 
Americans  who  lack  coverage  of  any 
kind. 

Moreover,  as  President,  I would 
require  Medicare  to  pay  for  home 
health  care  services  already  cov- 
ered by  law. 


Thus,  when  it  comes  to  the  most 
efficient  delivery  of  health  care,  I 
do  not  subscribe  to  sweeping  the- 
ories. Our  approach  should  be 
pragmatic  and  compassionate.  Al- 
though the  private  sector  can  do 
most  of  the  job,  we  should  be  pre- 
pared to  fill  in  the  gaps  with  private/ 
public  partnerships,  state  spend- 
ing, and  with  federal  dollars  when 
necessary. 

BUSH:  A Bush  Administration 
will  address  these  problems  by 
controlling  costs  and  providing 
more  comprehensive  coverage  un- 
der Medicare. 

Several  principles  must  guide  this 
effort.  First,  the  less  that  govern- 
ment is  involved  in  the  day-to-day 
administration  of  health  care,  the 
more  efficiently  it  will  run — which, 
of  course,  means  that  we  should 
shun  the  various  Democrat  health 
care  proposals  which  would  in- 
volve government  bureaucrats  in 
people’s  personal  health  care  de- 
cisions. Second,  more  efficient 
administration  of  health  care  must 
be  encouraged  — and,  in  particu- 
lar, the  government  health  pro- 
grams such  as  Medicaid  and  Med- 
icare should  not  fund  waste  and 
inefficiency.  And  third,  we  must 
limit  the  incentives  and  ability  for 
patients  to  file  frivolous  malprac- 
tice suits  which  drive  health  care 
costs  up  for  all  Americans.  ■ 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $644  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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Georgia  Thoracic  Society  Statement 


Suggested  Guidelines  for 
Hospital  Privileges  in  Ventilator 

Management 


VENTILATOR  MANAGEMENT  is  a 
specialized  form  of  respiratory 
care  requiring  a physician  to  have 
expertise  in  multiple  disciplines. 
These  include  respiratory  physiol- 
ogy and  pathophysiology,  phar- 
macology, the  principles  of  respi- 
ratory therapy,  an  understanding  of 
the  underlying  conditions  which 
may  produce  the  need  for  ventila- 
tory support,  of  the  economic  and 
cost  aspects  of  ventilatory  support 
and  of  legal  and  ethical  issues  sur- 
rounding the  utilization  of  respira- 
tory care.  Such  expertise  requires 
specialized  training,  frequent  up- 
dating of  technique,  and  continu- 
ous application  of  acquired  skills. 
Inadequate  training  or  suboptimal 
management  may  lead  to  unduly 
prolonged  ventilator  time,  unnec- 
essary expense,  ventilator  acci- 
dents or  complications,  and  mis- 
allocation  of  intensive  care 
resources. 

Ventilator  management  should  be 
a designated  privilege  granted  only 
to  those  physicians  with  appropri- 
ate training  and  skills,  as  in  the  case 
for  cardiac  catheterization,  hemo- 
dialysis, and  other  highly  special- 
ized procedures. 

The  Georgia  Thoracic  Society 
recommends  the  following 
guidelines  for  the  privileging  of 
physicians  in  hospital  ventilator 
management: 

Category  1 

Physicians  whose  specialty  train- 
ing and  board  eligibility  includes  or 


requires  competence  in  ventilator 
management  and  respiratory  ther- 
apy techniques,  including  pulmo- 
nary internists,  anesthesiologists, 
intensivists,  thoracic  surgeons,  and 
pediatric  pulmonologists  or  neo- 
natologists.  Privileging  of  Category 
1 physicians  requires  documenta- 
tion of  board  certification.  Privi- 
leges under  Category  1 may  be 
granted  to  physicians  who  will 
complete  the  appropriate  board 
exam  within  a period  of  3 years  from 
date  of  application. 

Category  2 

Physicians  whose  board  eligibil- 
ity or  certification  does  not  specif- 
ically require  competence  in  ven- 
tilator management,  but  who  may 
in  the  course  of  their  practice  be 
called  upon  to  carry  out  primary 
management  of  ventilator-depend- 
ent patients.  Category  2 physicians 
include  general  internists  and  other 
medical  subspecialists,  general 
surgeons  and  neurosurgeons,  and 
pediatricians.  Privileging  of  Cate- 
gory 2 physicians  requires  docu- 
mentation of  in-service  training  or 
continuing  medical  education  in 
ventilator  management  and  letters 
of  recommendation  specifically 
outlining  ventilator  management 
skills  from  director(s)  of  that  phy- 
sician’s training  experience. 

Category  3 

Physicians  lacking  formal  pul- 
monary, anesthesia,  or  critical  care 


training  who  would  not  ordinarily 
be  called  upon  to  manage  ventila- 
tor-dependent patients,  not  de- 
scribed by  Categories  1 or  2 above, 
but  who  wish  to  include  ventilator 
management  in  their  clinical  skills. 
Privileging  Category  3 physicians 
requires  documentation  of  com- 
petence in  ventilator  management 
based  on  letter  of  reference  from 
training  program  directors  specifi- 
cally describing  the  number  and 
nature  of  documented  ventilator 
management  cases  and  the  specific 
skills  and  modalities  utilized. 

Category  4 

Physicians  not  described  by  Cat- 
egories 1 , 2,  or  3 who  currently  hold 
ventilator  privileges  may  continue 
to  do  so  after  audit  of  their  venti- 
lator management  cases  by  the 
medical  director  of  respiratory  care, 
chief  or  staff,  or  medical  director  of 
the  local  hospital  credentials  com- 
mittee. 

All  ventilator  privileges  should 
be  subject  to  review  by  the 
hospital  credentials  committee  at 
specified  intervals  with  documen- 
taiton  of  continued  competence  and 
continuing  postgraduate  educa- 
tion. 

These  recommendations  are  in- 
tended as  guidelines  for  the  privi- 
leging of  physicians  in  ventilator 
management  and  may  be  waived, 
increased,  or  decreased  at  the  dis- 
cretion of  the  credentialling  bodies 
of  each  institution. 
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♦♦♦the  Cornerstone 
of  Our  Professions 


times  your  caring 
attitude  goes  further  in  healing 
a patient  than  all  the  pills  and 
bandages  ever  could.  Your 
patient  senses  that  genuine 
concern  you  have  for  him- 
concern  manifested  in  the 
often  herculean  efforts  you 
make  to  aid  him  in  recovery. 
After  all,  caring  is  the 
cornerstone  of  your  practice. 

Occasionally  a company 
appears  with  the  same  caring 
approach  whose  purpose  is  to 
serve  the  doctor.  In  the  field  of 
professional  liability  insurance, 
that  company  is  Insurance 
Corporation  of  America.  Like 
you,  we  make  caring  for  our 
insured  the  cornerstone  of  our 
stable  and  successful  business. 
And  our  ongoing  efforts  to 
cure  malpractice  ills  are 
unmatched  in  the  industry. 

If  you’re  tired  of  dealing 
with  an  insurance  company 
who’s  more  concerned  with 
your  premium  than  with  your 


practice  and  reputation,  call 
ICA.  You’ll  receive  the  kind  of 
care  you  deserve. 


People  Who  Care 

713  (871-8100) 
Houston,  Texas 


Familial  Polyposis  Coli 

Vendie  H.  Hooks,  III,  M.D.,  Patty  M. 

Definition  of  Polyposis 

The  term  “polyp”  may  be 
defined  as  a circumscribed 
protrusion  above  surrounding 
mucous  membrane.  Strictly 
speaking,  the  word  implies  the 
presence  of  a stalk,  but  custom 
has  extended  its  meaning  to 
include  flat  or  sessile  lesions  as 
well.1 

The  term  “polyposis”  includes 
all  varieties  of  gastrointestinal 
polyposis  (Table  1);  however,  it 
has  been  used  more  specifically 
to  refer  to  familial  (adenomatous) 
polyposis  coli.2  An  arbitrary 
minimum  of  100  adenomatous 
polyps  has  been  set  as  the 
requirement  for  a diagnosis  of 
familial  polyposis  coli.3  Most 
patients,  however,  present  with 
greater  than  150  lesions,  with  the 
average  case  having  about  1 ,000 
adenomas.3  Patients  with  fewer 
than  100  polyps,  but  more  than  20 
polyps,  are  referred  to  simply  as 
having  “multiple  polyposis.” 

While  the  presence  of 
numerous  adenomatous  polyps 
involving  the  colon  and  rectum  is 
common  to  all  patients  with 
familial  polyposis  coli,  a wide 
array  of  extracolonic 


Dr.  Hooks  is  Director,  Southeastern  Familial 
Polyposis  Registry,  Jernigan  Cancer  Center, 
University  Hospital,  and  Assistant  Clinical 
Professor  of  Surgery,  MCG,  Augusta;  Ms.  Winters 
is  Director,  Jernigan  Cancer  Center,  University 
Hospital;  and  Ms.  Ehleben  is  Research 
Specialist,  University  Hospital,  Augusta. 

Send  reprint  requests  to  Dr.  Hooks  at  the 
Jernigan  Cancer  Center,  1350  Walton  Way, 
Augusta,  GA  30910. 


CANCER 


and  the  Role  of  the  Polyposis  Registry 


Winters,  C.T.R.,  Carole  M.  Ehleben,  MS. 


manifestations  may  also  occur 
(Table  2).  In  fact,  there  is  support 
for  the  concept  that  extracolonic 
expression  is  the  rule  rather  than 
the  exception.  Gardner  was  the 
first  to  recognize  the  association 
between  familial  polyposis  coli 
and  extracolonic  lesions  (i.e., 
epidermoid  cysts,  osteomas,  and 
fibromas).4  Today,  familial 
polyposis  coli  in  combination 
with  any  of  the  known 
extracolonic  findings  is 


sometimes  known  as  Gardner’s 
syndrome.  Perhaps  familial 
polyposis  coli,  with  or  without 
additional  manifestations,  should 
be  termed  “Gardner  o disease”  in 
a manner  analogous  to  Crohn’s 
disease.  After  all,  familial 
polyposis  coli  presents 
spontaneously,  and  is  therefore 
not  “familial”  in  up  to  1/3  of 
cases.  As  in  the  “inherited” 
variety,  inheritance  is  autosomal 
dominant  (i.e.,  50%  of  the 


TABLE  1 — A Classification  of  Gastrointestinal  Polyps 


Type 

Solitary 

Multiple 

Neoplasms 

Epithelial 

Tubular  adenoma 

Familial  adenomatous 

(adenomatous  polyp) 

polyposis  coli 

Tubulovillous  adenoma 

(inc.  Gardner’s  and 

(mixed) 

Villous  adenoma 
(papilloma) 

Turcot’s) 

Non-epithelial 

Lipoma,  neurofibroma 
hemangioma, 
leiomyoma 

Hamartomas 

Juvenile  (mucous  or 

Familial  juvenile  polyposis 

retention)  polyp 

coli 

Peutz-Jeghers  polyp 

Peutz-Jeghers  syndrome 

Cowden  polyp 

Multiple  hamartoma 
syndrome  (Cowden 
disease) 

Inflammatory 

Pseudo-polyp 

Ulcerative  colitis  — 
Crohn’s  disease 

Lymphoid  polyp 

Benign  lymphoid 
polyposis 

Unclassified 

Mucosal  polypoid 

Cronkhite-Canada 

(Uncertain) 

hypertrophy 

syndrome 

Metaplastic  (hyperplastic 

Multiple  metaplastic 

or  excrescence) 

polyps 

? Cystic  pneumatosis 
intestinalis 

7 

(Modified  from  Morson,  1976)1 
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offspring  should  be  affected).5 
Almost  certainly,  as  more  familial 
polyposis  patients  avoid  a 
colorectal  cancer  death  through 
earlier  detection  and  surgery,  the 
list  of  observed  extracolonic 
manifestations  will  grow  as  will 
the  numbers  of  patients  in  whom 
they  appear. 

Familial  polyposis  coli  is  one  of 
the  most  premalignant  conditions 
known.  Estimates  of  the 
proportion  of  patients  with 
familial  polyposis  coli  is 
approximately  1/6850  in  the 
United  States.6  This  syndrome  is 
unique  in  that  the  related  cancer 
most  often  develops  at  an 
especially  early  age  — the 
majority  of  cases  presenting  by 
age  40.2  There  is  also  virtual 
certainty  that  colorectal  cancer 
will  occur  in  all  patients  unless 
surgical  intervention  takes  place. 

Role  of  the  Registry 

The  key  to  preventing  death 
from  colon  and  rectal  cancer  in 

registry  is  intended 
to  educate  both 
patients  and  physicians, 
allow  for  systematic 
identification  of  people 
at  risk,  and  provide  a 
coordinated  means  for 
appropriate  follow 
up.  J 


TABLE  2 — Extracolonic  Manifestations  of  Familial  Polyposis  Coli 

Gardner’s  Original  Syndrome 

Osteomas 
Fibromas 
Epidermoid  cysts 

Additional  Disorders 

Central  Nervous  System 

Tumors  (Turcot’s) 

Mesenchymal 

Desmoid  tumors 
Adhesions 

Mesenteric  panniculitis 

Gastrointestinal 

Stomach  polyps 
Stomach  cancer 
Duodenal  polyps 
Small  bowel  adenomas 
Periampullary  cancer 
Acute  pancreatitis 
Bile  duct  cancer 
Gallbladder  cancer 

Endocrine/Genitourinary 

Thyroid  cancer 
Adrenal  cancer 
Parathyroid  adenoma 
Ovarian  cyst 
Uterine  leiomyoma 
Endometriosis 
Renal  cysts 
Ureteral  duplication 

Maxilla/Mandible 

Exostosis 
Odontomas 
Supernumerary  teeth 
Multiple  dental  caries 

Miscellaneous 

Leukemia 
Lipomas 
Leiomyomas 
Bone  sarcoma 

patients  with  familial  polyposis 

these  efforts  lead  to  further 

coli  is  the  early  identification  of 

identification  of  persons  who  had 

patients  at  risk.  Polyposis 

been  unaware  that  they  were  at 

registries  can  significantly  impact 

risk.  As  previously  noted,  half  the 

on  a physician’s  ability  to  identify 

offspring  of  familial  polyposis 

these  patients.  The  registry  can 

patients  are  at  risk  for  the 

serve  as  a detective  and 

development  of  the  disease.  This 

investigative  agency  through 

high  risk  factor  emphasizes  the 

family  tracing  and  investigation  of 

tremendous  need  for  surveillance 

known  cases  of  familial 

to  be  as  consistent  and 

polyposis.  More  often  than  not, 

comprehensive  as  possible. 
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Not  only  is  a polyposis  registry 
important  from  an  identification 
standpoint,  but  it  also  helps 
physicians  and  patients  alike  with 
regard  to  lifelong  surveillance, 
both  before  and  after  surgery. 
Having  recognized  this,  St.  Marks 
Hospital,  London,  established  the 
first  polyposis  registry  in  1925. 
Currently,  there  are  at  least  15 
registries  in  operation  throughout 
the  world.  It  has  been  shown  that 
the  percentage  of  patients  already 
having  undetected  colorectal 
cancer  can  be  reduced  from  50 
percent  to  6 percent  by  the 
investigation  of  asymptomatic 
family  members  at  risk  for  familial 
polyposis.7 

A registry  is  intended  to 
educate  both  patients  and 
physicians,  allow  for  systematic 
identification  of  people  at  risk, 
and  provide  a coordinated  means 
for  appropriate  follow  up.  A 
regional  registry  can,  in  addition, 
participate  with  registries  from 
other  regions  of  the  country  in 
cooperative  projects.  Information 
thereby  obtained  may  help  fill  in 
gaps  in  our  knowledge  and 
experience  regarding  polyposis 
and,  hopefully,  allow  us  to 
improve  our  understanding  of 
colorectal  cancer. 

At-Risk  Screening 

A thorough  evaluation  of  family 
members  of  a patient  with 
polyposis  coli  is  imperative. 
However,  since  the  polyps  do  not 
usually  arise  in  the  large  bowel 
until  puberty,8  children  generally 
need  not  be  evaluated  until  the 
age  of  10.  The  evaluation  should 
consist  of  yearly  sigmoidoscopy 
and  fecal  occult  blood  testing.  If 
rectal  polyps  are  found  or  if  the 
fecal  occult  blood  tests  are 
positive,  then  colonoscopy  is 
indicated.  Two  or  three  adenomas 
in  a young  child  in  an  affected 
family  are  sufficient  to  make  the 


C A N C E R 


• It  is  of  clinical 
significance  that  the 
average  interval 
between  diagnosis  of 
colonic  polyposis  and 
periampullary 
malignancy  has  been 
reported  to  be  15 
years.  J 

diagnosis  of  polyposis  coli. 
Should  epidermal  cysts  occur 
prior  to  puberty,  polyposis  coli 
should  be  suspected.  The 
panoramic  x-ray  has  been 
reported  to  have  a significant 
correlation  with  polyposis  and 
may  have  a role  in  screening 
family  members.9 

Extracolonic  Malignancy 

Of  the  extracolonic 
gastrointestinal  malignancies  in 
familial  polyposis  coli, 
periampullary  cancer  is  the  most 
common,  with  over  30  reports  in 
the  literature.  It  is  of  clinical 
significance  that  the  average 
interval  between  diagnosis  of 
colonic  polyposis  and 
periampullary  malignancy  has 
been  reported  to  be  15  years.10 
Although  duodenal  polyps  are 
quite  common  (up  to  50  percent) 
and  often  adenomas,  they  are 
usually  asymptomatic.  However, 
there  is  suggestive  evidence  that 
duodenal  polyps  increase  the  risk 
for  periampullary  cancer. 

Polyps  involving  the  stomach 
and/or  duodenum  have  been 
reported  in  64  to  90  percent  of 
patients  with  polyposis  coli  who 
have  undergone  UGI  endoscopy.11 
Histologic  examination  reveals 
these  gastric  polyps  to  be  either 
(non-neoplastic)  fundic  gland 
polyps  (25-45  percent)  or  gastric 
adenomas  (9-44  percent).  Twelve 


cases  of  gastric  cancer  have  been 
reported  in  the  literature.12 
Interestingly,  eight  of  the  12  cases 
of  gastric  cancer  were  Japanese. 
Quite  possibly  this  reflects  the 
already  increased  incidence  of 
gastric  cancer  in  that  country. 

Although  it  has  become 
obvious  that  a careful  assessment 
of  the  upper  gastrointestinal  tract 
is  necessary  with  familial 
polyposis  coli,  the  role  of  surgical 
intervention  is  not  yet  well- 
defined.  UGI  endoscopy  with 
biopsies  should  probably  be 
performed  every  3 years. 
Symptomatic  benign  lesions 
should  be  resected  locally 
if  possible.  Pancreaticoduo- 
denectomy and  total  gastrectomy 
may  be  indicated  for  malignancy, 
but  there  is  little  if  any 
justification  for  their  prophylactic 
use. 

The  association  of  brain  tumors 
with  familial  polyposis  coli  has 
been  referred  to  as  Turcot’s 
syndrome.  Clinical  symptoms 
most  often  arise  in  the  second 
decade  of  life  with  neurologic 
manifestations  of  brain  tumor  or 
chronic  diarrhea  resulting  from 
the  polyps.13  It  is  not  clear 
whether  this  syndrome  represents 
a true  separate  entity  or  is  once 
again  part  of  the  overall  picture  of 
familial  polyposis  coli.  Other 
possible  associated  malignancies 
outside  the  gastrointestinal  tract 
include  papillary  carcinoma  of  the 
thyroid,  adrenal  cancer,  bone 
sarcoma,  and  leukemia. 

Desmoid  Tumors 

The  desmoid  tumor  was 
described  by  John  Macfarlane 
nearly  150  years  ago.14  Its  name  is 
derived  from  the  Greek  “desmos” 
meaning  band  or  tendon-like.15 
Desmoids  are  benign,  locally 
invasive,  and  recurrent  neoplasms 
affecting  the  musculoaponeurotic 
tissue  of  the  body.16  The  tumors 
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consist  of  interwoven  bundles  of 
spindle  cells  infiltrating  the 
surrounding  muscle  with 
occasional  formation  of 
sarcolemmal  giant  cells.  The 
invasion  of  surrounding  structures 
(particularly  muscle),  the  absence 
of  a pseudocapsule,  the  lack  of 
metastases,  and  the  presence  of 
only  normal  mitoses  all  serve  to 
distinguish  desmoid  tumors  from 
fibrosarcomas.  Desmoid  tumors 
almost  never  transform  into 
fibrosarcomas.17  The  reported 
incidence  of  desmoid  tumors  with 
polyposis  coli  ranges  from  4 to  9 
percent,  predominates  in  women 
(ratio  3:1),  and  presents  in 
relatively  young  patients  (mean 
age  29.8  years).16 

The  management  of  desmoid 
tumors  is  a particularly  vexing 
problem,  and  in  some  polyposis 
series  they  rank  as  one  of  the 
most  frequent  causes  of  death. 
Treatment  of  patients  with 
abdominal  wall  or  extra- 
abdominal desmoids  should 
probably  be  by  excision. 

However,  the  desmoids  in  familial 
polyposis  coli  are  most  often 
mesenteric.  Surgery  in  this 
instance  is  extremely  difficult, 
associated  with  high  morbidity, 
and  is  usually  followed  by  early 
recurrence.16  Furthermore,  the 
sacrifice  of  excessive  small  bowel 
can  lead  to  short  gut  syndrome 
with  all  of  its  inherent  problems. 
Such  morbidity  is  unacceptable  in 
view  of  the  likelihood  of 
recurrence.  Surgery  for  intra- 
abdominal desmoids  should  be 
reserved  for  specific  indications, 
such  as  the  relief  of  intestinal  or 
ureteric  obstruction. 

Non-surgical  treatments  of 
desmoid  tumors  have  had  varying 
degrees  of  success.  Mesenteric 
desmoids,  as  is  the  rule  in 
familial  polyposis  coli,  are 
relatively  insensitive  to  radiation 
therapy.16  Furthermore,  heavy 
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exposure  of  a wide  area  including 
the  small  bowel  would  be 
necessary  to  induce  tumor 
shrinkage.18  Most  reports  of 
success  with  radiation  therapy 
usually  pertain  to  non-mesenteric 
desmoids.16 

Although  there  has  been 
isolated  success  reported  with  the 
use  of  chemotherapy,  no  large 
series  supports  the  use  of  this 
treatment  modality.  However, 
there  is  enthusiasm  at  the  present 
time  for  hormonal  or  metabolic 
manipulation  of  desmoid  tumors. 
The  drugs  currently  being  used 
include  sulindac,  tamoxifen,  and 
indomethacin.16  However,  in 
evaluating  all  therapy,  it  should 
be  remembered  that  spontaneous 
regression  has  been  reported, 
and,  in  fact,  the  basic  biologic 
characteristics  of  the  tumor  may 
have  a greater  impact  on  results 
than  the  various  treatment 
modalities  chosen.17 


the  Kock  pouch  make  this  a 
viable  option  as  well. 

On  the  other  hand,  it  is 
becoming  more  evident  that 
patients  with  polyposis  coli  are 
not  necessarily  “cured”  even  after 
extensive  colorectal  surgery.  As 
has  been  discussed  earlier  in  this 
article,  even  after  surgery  the  risk 
of  extracolonic  malignancy  still 
exists  and  there  remains  a need 
for  adequate  and  continual 
patient  follow  up.  When 
considering  familial  polyposis 
coli,  it  should  be  remembered 
that  although  the  syndrome  is 
relatively  rare  in  comparison  with 
colorectal  cancer,  the  absolute 
number  of  people  potentially  at 
risk  is  far  greater  than  the  number 
who  will  eventually  develop 
cancer.  This  in  itself  presents 
problems  for  individual 
physicians  in  trying  to  identify 
cases  and  provide  adequate 
surveillance. 


Treatment  Considerations 

Surgery  is  unquestionably  the 
treatment  for  familial  polyposis 
coli.  The  controversy  arises  over 
whether  to  remove  the  rectum  (or 
its  mucosa).  Although  total 
proctocolectomy  eliminates  the 


• It  is  becoming  more 
evident  that  patients 
with  polyposis  coli  are 
not  necessarily  cured 
even  after  extensive 
colorectal  surgery.  J 

colorectal  cancer  risk,  the  patient 
is  left  with  a permanent  stoma. 
Understandably,  colectomy  with 
ileorectal  or  mucosal  proctectomy 
and  ileoanal  (with  a neorectum) 
have  become  increasingly 
popular.  Further  refinements  in 


The  familial  polyposis  registry 
is  the  most  efficient 
mechanism  available  to  manage 
the  unique  problems  associated 
with  this  disease.  Recognition  of 
this  fact  led  to  the  establishment 
of  the  Southeastern  Familial 
Polyposis  Registry,  sponsored  by 
the  Harry  W.  Jernigan,  Jr.  Cancer 
Center  of  University  Hospital  in 
late  1987  under  the  direction  of 
the  senior  author.  Although 
operational  for  less  than  a year, 
the  Southeastern  Familial 
Polyposis  Registry  has  identified 
and  is  currently  following  10 
probands  and  their  kindred. 
Recently,  the  Registry  was  invited 
to  join  the  Leeds-Castle  group  of 
international  polyposis  registries. 
We  are  optimistic  that  the 
Southeastern  Familial  Polyposis 
Registry  will  significantly  impact 
on  the  care  of  patients  in  the 
Southeastern  United  States  with 
familial  polyposis  coli,  a life- 
threatening  disease. 
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Woodridge,  a free  standing  center  for  the  treatment  of  addic- 
tive diseases,  is  located  in  the  beautiful  Blue  Ridge  Mountains  of 
northeast  Georgia.  The  Woodridge  approach  to  treatment  is  unique, 
combining  a carefully  chosen  well  trained  staff  with  a modern  facility 
and  a total  care  program  that  offers  hope,  help,  and  the  tools  for  ad- 
diction free  living.  At  Woodridge  recovery  is  a way  of  life  that  is  prac- 
ticed as  well  as  taught  by  the  staff.  We  invite  you  to  call  our  toll  free 
number  for  more  information  regarding  our  inpatient  and  aftercare 
treatment  programs  for  alcoholism,  drug  addiction,  and  eating 
disorders. 


P.O.  Box  1764 
Clayton,  Georgia  30525 


CALL  NOW 
TOLL  FREE 

IN  GEORGIA 

1-800-342-8863 

OTHER  STATES 

1-800-235-7759 
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An  outline  of  Georgia’s  newest 
physical  rehabilitation  center 


I.  Palmyra  Regional  Rehabilitation  Center 

A.  Comprehensive  rehabilitation 

1.  Major  physical  and/or  cognitive  disabilities 

2.  Inpatient  and  outpatient  services 

B.  Acute  care  hospital  setting 

1.  Modern  48-bed  facility 

2.  Located  adjacent  to  HCA  Palmyra  Medical  Centers 

C.  Southwest  Georgia’s  only  inpatient  rehabilitation  facility 

II.  Diagnoses  treated 

A.  Stroke  and  neurological  diseases 

B.  Spinal  cord  injury 

C.  Head  injury 

D.  Arthritis 

E.  Pediatric  neuromuscular  diseases 

F.  Amputee 

G.  Burns 

III.  Services  available 

A.  Rehabilitative  nursing 

B.  Rehabilitiative  therapy 

1 . Physical  therapy 

2.  Occupational  therapy 

3.  Speech  and  language  pathology 

4.  Therapeutic  recreation 

C.  Psychology 

D.  Social  work 

E.  Vocational  counseling 

F.  Prosthetics  and  orthotics 

IV.  Special  procedures 

A.  Nerve  conduction  studies 

B.  Electromyography 

C.  Evoked  potentials 

V.  Medical  Director 

A.  Board  certified  physiatrist 

B.  Oversees  medical  and  physical  rehabilitation  of  all  patients 

C.  On  campus  office 

VI.  Multidisciplinary  team  approach 

A.  Individualized  treatment  plans 

B.  Weekly  team  conferences 

C.  Outside  consults  as  needed 


Pursuing 


Learning 


J Palmyrir Regional 
Rehabilitation  Center 

2000  Palmyra  Road 
Albany,  GA  31703*1908 

For  information,  call  toll  free  in  Georgia: 

1-800-422-1189 

In  the  Albany  area  or  outside  Georgia  call: 

(912)  434-8660 

Achieving 
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Statutory  Protection  for  Peer  Review  Committees 
Can  It  Be  Waived? 

Robert  N.  Berg 


• ...  at  least  to  the 
Court  of  Appeals,  . . . 
actions  of  peer  review 
committees,  hospitals 
and  the  committee 
members  themselves, 
may  result  in  the 
waiver  of  the  privilege 
created  by  the  Peer 
Review  Statute, 
thereby  opening  up  the 
proceedings  and 
records  of  peer  review 
committees  to  the 
discovery  process.  J 


This  article  was  prepared  at  the  request  of  the 
Journal.  Mr.  Berg  is  a partner  in  the  law  firm  of 
Vincent,  Chorey,  Taylor  & Feil,  Suite  1700,  The 
Lenox  Building,  3399  Peachtree  Rd.,  Atlanta,  GA 
30326.  Send  reprint  requests  to  Mr.  Berg. 


In  Georgia,  the  proceedings  and 
records  of  physician  peer 
review  organizations1  and  medical 
review  committees2  are  required 
to  be  held  in  confidence  and 
generally  are  not  subject  to 
discovery  or  introduction  into 
evidence  in  civil  or  criminal 
lawsuits.3  (For  purposes  of  this 
article,  these  statutes  are 
collectively  referred  to  as  the 
“Peer  Review  Statute.”) 
Historically,  although  recognizing 
that  the  Peer  Review  Statute  is  “in 
derogation  of  the  general  policy 
in  favor  of  discovery  and 
admissibility  of  probative 
evidence  . . . [and  is]  to  be 
narrowly  construed,”  the  Georgia 
Supreme  Court  repeatedly  has 
interpreted  the  Peer  Review 
Statute  so  as  to  preserve  and 
protect  the  confidentiality  of 
proceedings  and  records  of  peer 
review  committees. 

Scope  of  Statutory  Protection 

For  example,  in  Eubanks  v. 
Ferrier,4  the  Court  affirmed  the 
issuance  of  a protective  order 
prohibiting  the  admission  into 
evidence  of  a peer  review 
committee  report  on  the  grounds 
that  the  report  was  confidential 
and  privileged  under  the  Peer 
Review  Statute  — despite  the  fact 
that  the  report  had  in  fact  already 
been  disclosed  to  the  party 
seeking  to  introduce  it  into 
evidence,  by  one  or  more 
members  of  the  peer  review 


committee.  Similarly,  in  Hollowell 
v.  Jove,5  the  Court  took  an 
expansive  view  of  the  scope  of 
“proceedings  and  records”  of 
peer  review  committees,  finding 
that  term  to  encompass,  among 
other  things,  information 
indicating  whether  or  not 
committee  meetings  actually  took 
place  and,  if  so,  the  identities  of 
persons  in  attendance  at  those 
meetings. 

Recently,  the  Georgia  Supreme 
Court  heard  oral  argument  in  yet 
another  case  involving  the  Peer 
Review  Statute  and,  in  particular, 
the  question  of  whether  the 
privileged  nature  of  the  peer 
review  committee  proceedings 
and  records  can  be  waived. 

Waiver  of  Statutory  Protection? 

In  Emory  University  v.  Houston, 6 
a patient  sued  a physician,  his 
professional  group  and  a hospital, 
for  injuries  arising  out  of  eye 
surgery  allegedly  performed  by 
the  physician  on  the  patient’s 
wrong  eye.  Apparently  of  great 
significance  in  this  suit  were 
certain  investigative  reports 
prepared  by  three  hospital  peer 
review  committees  which  had 
assessed  the  care  provided  by  the 
physician  at  the  hospital,  both  to 
the  patient  and  to  others. 

The  defendants  opposed  the 
production  of  these  reports,  on 
the  grounds  that  they  constituted 
the  proceedings  and  records  of 
peer  review  committees  and  thus 
were  protected  from  discovery 
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under  the  Peer  Review  Statute. 

The  patient  countered  this 
argument  by  claiming,  among 
other  things,  that  the  hospital  and 
physicians  had  waived  the 
protection  under  the  Peer  Review 
Statute,  by  discussing  the 
contents  and  conclusions  of  the 
reports  with  the  press.  The  trial 
court  refused  to  accept  this 
contention,  however,  holding  that 
the  privileged  nature  of  peer 
review  committee  proceedings 
and  records  could  not  be  waived. 

On  appeal,  the  Georgia  Court 
of  Appeals  reversed  the  trial 
court,  finding  that  the  statutory 
protection  afforded  to  peer  review 
committee  proceedings  and 
records  can  be  waived  under 
appropriate  circumstances.  As 
stated  by  the  Court,  “no  reason 
appears  for  allowing  the  creator 
of  the  committee  to  use  the 
positive  findings  of  the  committee 
to  its  public  advantage  against  the 
patient  while  not  allowing  the 
injured  patient  to  even  review 
them.  The  privilege  is  meant  to  be 
a shield,  not  a sword  or  weapon 
of  offense.”7 

In  the  Court  of  Appeals’  view, 
the  privilege  granted  to  peer 
review  committee  records  and 
proceedings  should  be  analyzed 
in  the  same  manner  as  the 
privileges  provided  under  other 
Georgia  statutes  to  accountant/ 
client  confidences,  attorney/client 
confidences,  psychiatrist/patient 
confidences,  and  marital 
communications.  Since  all  of 


these  communications  may  be 
waived  in  appropriate 
circumstances,  the  Court  saw  no 
reason  why  the  privilege  provided 
under  the  Peer  Review  Statute 
should  be  treated  otherwise. 

Moreover,  the  Court  noted  that 
the  Statute  itself  provides  no 
sanction  for  breach  of  the 
privilege.  To  the  Court,  this 
indicated  that  the  intent  of  the 
Statute  was  not  to  prohibit,  in  all 
circumstances,  the  disclosure  of 
confidential  peer  review  records 
and  proceedings.  Thus,  the  Court 
remanded  the  case  to  the  trial 
court,  to  determine  whether  the 
defendants  in  fact  waived  the  Peer 
Review  Statute  privilege,  by 
making  public  statements 
concerning  the  findings  of  the 
peer  review  committees.8 

Conclusion 

The  question  presented  to  the 
Georgia  Supreme  Court  in  the 
Emory  University  case  is  an 
interesting  one.  The  Peer  Review 
Statute  itself  seems  quite  clear,  in 
providing,  without  apparent 
exception,  that  the  “proceedings 
and  records  of  [peer  review 
committees]  shall  be  held  in 
confidence  and  shall  not  be 
subject  to  discovery  or 
introduction  into  evidence  in  any 
civil  action  . . .”  (emphasis 
supplied).  Nonetheless,  at  least  to 
the  Court  of  Appeals,  actions 
taken  by  those  responsible  for  the 
actions  of  peer  review  committees 
— hospitals  and  the  committee 


members  themselves  — may 
result  in  the  waiver  of  the 
privilege  created  by  the  Peer 
Review  Statute,  thereby  opening 
up  the  proceedings  and  records 
of  peer  review  committees  to  the 
discovery  process. 

If  the  Supreme  Court  agrees, 
the  heretofore  expansive  nature  of 
the  protection  provided  by  the 
Peer  Review  Statute  may  be 
substantially  limited,  as  patients, 
physicians  and  others  seek  to 
obtain  information  generated  or 
produced  by  peer  review 
committees,  on  the  basis  of 
claims  that  the  statutory  privilege 
with  respect  to  those  proceedings 
and  records  has  been  waived.  The 
success  of  these  claims,  in  turn, 
may  jeopardize  the  entire  peer 
review  process,  as  physicians 
become  less  likely  to  exercise  the 
degree  of  candor  necessary  for 
the  effective  functioning  of 
physician  peer  review 
committees.9 

Notes 

1 . See,  O.C.G.A.  §31-7-131(3). 

2.  See,  O.C.G.A.  §31-7-140. 

3.  See,  O.C.G.A.  §§31-7-133  and  31-7-143. 

4.  245  Ga.  763,  267  S.  E.  2d  230  (1980). 

5.  247  Ga.  678,  279  S.  E.  2d  430  (1981). 

6 Ga.  App 364  S.  E.  2d  70 

(1987),  rehearing  denied  (December  15,  1987), 
cert,  granted  (February  18,  1988). 

7.  Id., Ga.  App.  at 

8.  Id., Ga.  App.  at 

9.  The  Emory  University  case  also  involves 
several  other  issues  of  importance  with  respect 
to  the  Peer  Review  Statute,  such  as  the 
appropriate  definition  of  a peer  review 
committee  covered  under  the  Statute,  and  the 
applicability  of  the  Statute  to  the  investigation  of 
intentional  wrongdoing  by  peer  review 
committees.  ■ 
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Medical  Association  of  Georgia 
Announces  Exciting,  New 
1989  INTRAV  Adventure  Programs 


he  Medical  Association  of  Georgia  is  pleased  to  announce  these  outstanding  1989  travel  programs  offered 
exclusively  by  INTRAV— itineraries  not  found  anywhere  else.  INTRAV  will  again  be  conducting 
Medical  Seminars  for  CME  credit  on  all  tours  except  on  the  Canadian  Rockies. 


CANADIAN  ROCKIES 
ADVENTURE 


TH  PACIFIC  ISLANDS 
SEA  CRUISE 

rting:  February  1989 
:een  Days 

$3599  per  person,  round  trip 

from  the  U.S.  gateway  city 
ey,  Australia.  Fourteen-night  cruise 
•d  the  Sea  Princess  from  Sydney 
s the  Tasman  Sea  to  the  Bay  of 
ds  and  Auckland,  New  Zealand; 
s the  Pacific  Ocean  to  Suva,  Fiji; 
Pago,  American  Samoa;  Bora-Bora, 
rea  and  Papeete  (Tahiti),  French 
lesia. 

TH  AMERICAN 
ENTURE 

rting:  February  1989 
;n  Days 

9 per  person,  round  trip 
from  Miami 

i and  Cuzco/Machu  Picchu,  Peru. 
ios  Aires,  Argentina.  Iguassu  Falls 
iio  de  Janeiro,  Brazil. 

NIGHT  SUN  EXPRESS 
ALASKA  PASSAGE 

rting:  June  1989 
een  Days 

i $2499  per  person,  round  trip 

from  Fairbanks/Vancouver 
tanks.  Midnight  Sun  Express.  Denali 
. Anchorage.  Cruise  aboard  the 
d Princess  from  Whittier  to  College 
1/Columbia  Glacier,  Skagway, 
au,  Ketchikan,  Inside  Passage  to 
ouver. 


Departing:  July  1989 
Ten  Days 

$1899  per  person,  double  occupancy 
from  Edmonton/Vancouver 
A nature  spectacular  to  Edmonton, 
Jasper  Park,  Banff,  Victoria  and 
Vancouver.  Plus  a stop  at  Lake  Louise. 
All  sightseeing  included. 


Departing:  Summer  1989 
Fourteen  Days 

From  $2699  per  person,  round  trip 
from  New  York 

Journey  to  the  best  of  the  Soviet  Union. 
Moscow.  Cruise  aboard  the  M.S.  Alexander 
Pushkin  from  Kazan  to  Ulyanovsk, 
Togliatti,  Devushkin  Island  and  Volgograd. 
Leningrad.  All  sightseeing  included. 


Departing:  July  1989 
Thirteen  Days 

$3599  per  person,  round  trip 
from  New  York 

Munich,  West  Germany.  Vienna,  Austria. 
One  night  on  the  nostalgic  Venice  Simplon- 
Orient-Express.  Paris,  France. 


MEDITERRANEAN/GREEK  ISLES 
AIR/SEA  CRUISE 

Departing:  September  1989 
Fourteen  Days 

From  $3199  per  person,  round  trip 
Cruise  aboard  the  luxurious  Royal  Vikin 
Sky  to  these  exciting  Mediterranean  por 
Nice/Villefranche,  France;  Livorno/ 
Florence,  and  Naples/Pompeii,  Italy; 
Valletta,  Malta;  Heraklion,  Crete,  Gre 
Isles;  sunset  cruise  of  Santorini  harbor 
Piraeus/Athens,  Greece;  Mykonos  and 
Delos,  Greek  Isles;  Kusadasi/Ephesus 
Istanbul,  Turkey. 

WINGS  OVER  THE  NILE 

Departing:  Fall  1989 
Fourteen  Days 

$3399  per  person,  round  trip 

from  the  U.S.  gateway  city 

Cairo.  Alexandria.  Fly  over  Suez  Can; 
St.  Catherine’s  Monastery.  Sharm  el 
Sheikh.  Four-day  Nile  River  cruise 
aboard  the  M.S.  Sun  Boat  II,  newest  an 
most  luxurious  boat  on  the  Nile,  from 
Luxor  to  Edfu,  Kom  Ombo  and  Aswa 
Abu  Simbel.  All  sightseeing  during  tl 
cruise  included  at  no  additional  charge 


ORIENT-EXPRESS 


JOURNEY 
OF  THE  CZARS 


FOR  MORE  INFORMATION,  SEND  COUPON  TO 


la  Glass 

cal  Association  of  Georgia 
^eachtree  Street  NE 
ita,  GA  30309-3990 


ess. 

State Zip. 

Office  Home 

Code  ( ) Phone Phone 


□ Yes,  I want  to  get  away  in  1989!  Please  send  me  more 
information  on  the  following  programs: 

□ South  Pacific  Islands 

□ South  American  Adventure 

□ Canadian  Rockies 

□ Midnight  Sun  Express/Alaska  Passage 

□ Journey  of  the  Czars 

□ Orient-Express 

□ Mediterranean/Greek  Isles  Air/Sea  Cruise 

□ Wings  Over  the  Nile 
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The  World’s 
Most  Popular  K 

Slow-K 

potassium  chloride 
slow-release  tablets 

8 mEq  (600  mg) 

It  means  dependability"  in  almost  any  language 

* Based  on  worldwide  sales  data  on  file,  Cl  BA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 
with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 


© 1988.  CIBA. 
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The  World’s 
Most  Popular  K 

For  good  reasons 

□ It  works— a 12-year  record  of  efficacy1 

□ It’s  safe— unsurpassed  by  any  other  KCI  tablet  or  capsule2* 

□ It’s  acceptable  VS  liquids— greater  payability,  fewer  GI  complaints, 
lower  incidence  of  nausea2 


□ It’s  comparable  to  10  mEq— in  low-dosage  supplementation31 

□ It’s  economical— less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient 1 


Slow-K 

potassium  chloride 
slow-release  tablets  8 mEq  (6oo  mg) 

For  patients  who  can't  or  won't  tolerate  liquid  KCI. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  = 20)  over  8 weeks. 

C I B A 


References:  1.  Data  on  file,  CIBA  Pharmaceutical  Company.  2.  Skoutakis 
VA,  Acchiardo  SR,  Woiciechowski  NJ,  et  al:  Liquid  and  solid  potassium 
chloride  Bioavailability  and  safety.  Pharmacotherapy  1980:4(6)  392-397 
3.  Skoutakis  VA,  Carter  CA,  Acchiardo  SR:  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics.  Drug  Intel I Clin  Pharm 
1987:21  436-440 


Slow-K* 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis:  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium is  inadequate  in  the  following  conditions:  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure;  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy;  and  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern  Serum  potassium  should  be  checked  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated. 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e  q spironolactone,  triamterene)  (see  OVERDOSAGEj 
All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 
patients  with  esophageal  compression  due  to  an  enlarged  left  atrium 
WARNINGS 

Hyperkalemia  (See  OVERDOSAGE). 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment. 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e.g  , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia. 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation.  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall.  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States.  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products.  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years.  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate. 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in-mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium. 

Information  for  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following: 

To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
gastrointestinal  bleeding  is  noticed. 

Laboratory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity  Slow-K  should  be 
given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  L.  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS. WARNINGS,  and  OVERDOSAGE).  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction . bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS): other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea.  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  is  important  to  recognize  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6  5-8.0  mEq  L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq  L) 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing diuretics;  (2)  intravenous  administration  of  300-500  ml  hr  of  10°o 
dextrose  solution  containing  10-20  units  of  insulin  per  1,000  ml:  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate:  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity. 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day.  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of 
tablets  should  be  given  in  divided  doses. 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked 
HOW  SUPPLIED 

Tablets  — 600  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack— One  Unit 

12  Bottles  — 100  tablets  each NDC  0083-0165-65 

Accu-Pak®  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10)  ........  NDC  0083-0165-32 

Do  not  store  above  86°F  (30CC).  Protect  from  moisture  Protect  from  light. 

Dispense  in  tight,  light-resistant  container  (USP). 


Dist.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 

CIBA 
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t;s  true  that  diabetes  is  no  longer  the 
grim  diagnosis  it  once  was.  With 
every  new  discovery  and  innovation 
the  disease  has  less  power  over  a patient's 
life.  But  the  really  good  news  is  that  now 
your  patients  witn  diabetes  can  get  the 
full  benefit  of  all  these  innovations  at  one 
place-our  state-of-the-art 

m m ■ g lfA  ■ ■ Diabetes  Medical  Center  The 

M H 1U  nursing  staff;  diabetic  educa- 
™ ™ top  dietician,  social  worker, 

FAN  ■■Ilf  fc  occupational  therapist  and 

A W Hi  physical  therapist  are  specially 

1 QAT I E Al  A5  trained  to  provide  these  inno- 

iVll  lEll  I 9 vative  treatments.  We  con- 
■p  B B V centrate  on  lifestyle  and 

I VIE  Ufjuu  livelihood  of  your  patients - 
_ IPI  mg  m helping  them  take  control 

through  medication7  self- 

■ ^ ™ B#  ■■  monitoring;  diet  and  exercise. 

EM  JA  ■■  E T EC  We  work  with  you  to  design 
IrlHDE  I the  treatment  and  education 

program  that's  right  for  each  individual 
patient.  We  even  offer  our  daily  classes 
to  outpatients  with  individual  instruction 
as  you  require.  And  we  keep  you  abreast 
of  progress  regularly 

The  Diabetes  Medical  Center 
is  supported  by  the  full  resources  of 
DeKalb  General.  So  you  can  count  on 
cost-effective  care  and  a highly-skilled 
professional  staff. 

The  Diabetes  Medical  Center.  The 
good  news  about  diabetes. 

For  patients  and  physicians. 

For  more  information  call 

297-5397 


At  DeKalbGeneral  Hospital 
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CANCER? 

We  Have  a Number  of 
Answers... 

The  Directory  of  Cancer  Services  will  assist  you  in  obtaining  the  cancer 
services  you  need  for  your  patients  through  the  Comprehensive  Cancer 
Center  of  Alabama  at  UAB.  The  Directory  describes: 

• Consultative  Services 

Screening  and  Detection  Programs,  such  as  the  Breast  Evaluation  Unit. 

Diagnostic  Capabilities,  such  as  monoclonal  antibody  imaging  and 
chromosomal  evaluation  of  leukemic  cells. 

Treatment  Modalities,  such  as  chemotherapeutic  agents  and  biologic 
response  modifiers  which  are  unavailable  to  the  general  public . 

• Rehabilitation  Services 

• Specialty  Services 

• Research  Programs 

You’ll  also  find  information  on  physician  services;  inpatient  and  outpatient 
facilities  and  services;  and  professional  background  information,  telephone 
number  and  major  areas  of  interest  of  the  UAB  Medical  Staff  physicians 
providing  clinical  cancer  services. 

The  Directory  of  Cancer  Services  will  be  sent  to  you  free  of  charge.  Tb 
receive  your  copy,  just  fill  in  and  return  the  attached  coupon  or  call  the  toll- 
free  MIST  number.  MIST  1-800-452-9860 

f 

Ej  YES!  Please  send  me  a Directory  of  Cancer  Services. 

Name: 

. 

Address: 


City: State: Zip: 

Phone  Number:  ( ) 

Mail  to:  University  of  Alabama  Hospital 

Administrative  Services  Building 
2009  Sixth  Avenue  South 
Birmingham,  Alabama  35233 


Radiation 


Surgery 


Research 
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PHYSICIAN  WANTED 

Part-time  Physician  Wanted  — Semi- 
retied  or  retired  M.D.  with  pleasant 
personality.  Should  be  non-smoker 
and  normal  weight.  Needed  for  about 
5 days  a month  employment  plus 
some  vacation  relief  work.  Should  be 
willing  to  learn  preventive  medicine. 
Some  in-state  travel  involved,  with 
expenses  paid.  Excellent  salary,  plus 
malpractice  premiums  paid.  Send  to 
LOCUM  TENENS  1480-F,  Suite  867, 
Terrell  Mill  Rd„  Atlanta  GA  30067. 

Pediatrician,  (AA.D)  — needed  in 
S.E.  Georgia  town,  fast  growing 
community,  coastal  area,  close  to  a 
major  metropolitan  city.  Guarantee  or 
salaried  position  — solo  practice 
already  established.  For  more 
information  call  (912)  882-4227  ext. 
250. 

Clinical  Director  — Board  Certified 
In  Psychiatry  — Salary  Negotiable. 

Psychiatrist  — Board  Eligible 
$65,652489,352  or  Board  Certified 
$85,6384102,126.  (Beginning  salary 
commensurate  with  qualifications). 

Physicians  — General/Family 
Practice  $52,338471 ,820  (Beginning 
salary  commensurate  with 
qualifications). 

Physician  (Board  Certified  — 
Orthopedic  Surgery)  $85,638-$  102, 126 
(Beginning  salary  commensurate  with 
qualifications). 

Central  State  Hospital,  a JCAHO  & 
ACDD  accredited,  Medicare/Medicaid 
certified,  1,900  bed,  mental  health/ 
mental  retardation  facility  is  located 
in  Milledgeville,  a beautiful  Middle 
Georgia  College  town  of 
approximately  15,000  only  two  hours 
from  Atlanta,  convenient  to 
mountains  and  beaches  and 
immediately  accessible  to  Lake 
Sinclair,  which  offers  excellent 
recreational  facilities.  STATE 
SERVICES  PROVIDES  EXCELLENT 
FRINGE  BENEFITS  INCLUDING:  free 
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malpractice  and  administrative 
liability  insurance,  liberal  sick  and 
vacation  leave,  12  paid  holidays 
annually,  continuing  medical 
education  programs,  deferred 
compensation,  flexible  benefits 
options,  credit  union  retirement. 
Applicants  must  be  licensed  to 
practice  medicine  in  Georgia. 
CONTACT:  Personnel  Office,  Central 
State  Hospital,  Milledgeville,  Georgia 
31062-9989.  Phone  (912)  4534094. 
Applications  accepted  continuously 
until  suitable  applicants  are  located. 
Affirmative  Action/Equal  Opportunity 
Employer. 

Metropolitan  Atlanta  Area,  15  miles 
from  the  city.  Primary  care  physician 
with  ER  experience.  13,000  patient 
visits  per  year,  expanding  ER  in  a 
new  hospital.  Compensation 
$77,000  + . Northeast  Atlanta  — 

1 1 ,000  patient  visits  per  year.  Primary 
care  physician  with  ER  experience  — 
outstanding  compensation  package. 
Send  CV  to  Coastal  Emergency 
Services  of  Orland,  Inc.,  475 
Montgomery  Place,  Sept.  SJY,  Suite 
100,  Altamonte  Springs,  FL  32714  or 
call  1-800-877-2232  ext.  832. 

Florida  Director  positions  available 
for  primary  care  physicians  Family 
Physicians.  BC/BE.  Group  practice,  no 
buy-in  salary  guarantee  plus  incentive 
year  1,  shared  call.  Resume  to 
Medical  Director,  Box  4568, 
Spartanburg,  SC  29305. 

Internal  Medicine  group  in  South 
Georgia  expanding  and  seeks  a 
general  internist  as  well  as 
subspecialty  additions  with  attractive 
opportunities.  Write  Box  7 A do  MAG 
Journal,  938  Peachtree  St.,  NE, 

Atlanta,  GA  30309. 

Anesthesiologist,  Board  Certified, 

six  years  experience,  available  for 
locum  tenens  covered.  Seeking 
permanent  position.  Contact  Marie 
Faucher,  M.D.,  P.O.  Box  439,  Conyers, 
Georgia  30207.  Telephone  (404)  985- 
0619. 


FOR  SALE 

For  Sale:  MAG  Mutual  Surplus 
Certificates.  Five  available  at 
discount.  Easily  transferable  to  new 
policy  holder.  Contact  Roland  (404) 
985-0619. 

OTHER 

2V  STAT  — Medical  diagnostic  and 
therapeutic  decision  support  software 
covering  69  specialties.  Medical 
algorithms  (flow  charts)  are  grouped 
according  to  sign,  symptom, 
complaint,  organ  and  system, 
specialty,  age,  and  MDC/DRG. 

Updated  medical  knowledge  at 
fingertips!  ONLY  %5,490.00  for 
complete  turnkey  system  (2V  STAT 
software,  knowledge  base  (69 
specialties),  and  computer  with 
80286/10  CPU  Turbo,  40  MB,  HD,  EGA 
monitor  and  card,  printer  and  40  MB 
backup.  2V  STATE  — Hill  Road,  Suite 
201,  Marietta  GA  30067  (404)  956- 
1855. 

OTHER  BUSINESS 
OPPORTUNITIES 

UNSECURED  SIGNATURE 
LOANS:  $100,000460,000.  For 
physicians  and  Residents.  For  any 
need  including  taxes,  debt, 
investments,  relocation,  etc.  No 
points  of  fees.  Best  rates.  Level 
payments  up  to  6 years.  No 
prepayment  penalty.  Call  MediVersa 
1-800-3314952,  Dept.  114. 

FOR  LEASE 

New  Professional  Office  Space, 

excellent  affluent  demographic 
location.  Close-in  Gwinnett,  minutes 
from  new  hospital.  High  traffic  count. 
Owner  furnishes  leasehold 
improvements  free  for  5-year  lease. 
Below  market  rates  ($749  sq.  ft.)  with 
no  add-ons  for  taxes,  insurance,  or 
common  area  maintenance.  Call  Bob 
Krummel,  Realtor,  (404)  921-1414. 
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ANNOUNCING 

//I  HEALTH' QUIP,  ijlNC. 

“Liquidators  for  the  Medical  Professions  ” 

FOR  SALE 

Brand  Name  Medical  Products 
and  Equipment 

BELOW 
RETAIL 


6? 


\FV 


— Exam  Room  Equipment 


Examination  Tables, 
Lamps,  Stainless  Steel  Carts, 
Stools 


ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

WED.-  FRI.  1 0:00  - 5:00  SAT.  1 0:00  - 3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 


AFFORDABLE  TERM  LIFE  INSURANCE 

FROM  JACOBS,  ACKERMAN  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non- 
decreasing graded  premium  life. 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

250.00 

455.00 

670.00 

30 

252.50 

460.00 

677.50 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


! Renewable  to  age  100.  Female  rates  same  as  males 
four  years  younger.  All  coverage  provided  by  companies 
rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description,  send 
your  date  of  birth  and  amount  of  coverage  desired  to: 

JACOBS,  ACKERMAN  & ASSOCIATES 

502  GLOUCESTER  STREET,  SUITE  6 
| BRUNSWICK,  GEORGIA  31520 

(912)  265-2876 

JULY  1988,  Vol.  77 


Most 
patients 
need 
only  one. 


Microburst 

Release 

System' 


(potasaum  chloride)  20mEq  sr  ““ 

A daily  prophylactic  dose 
in  a single  tablet. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


Key  Pharmaceuticals,  Inc. 
#1  Hi#,.  Kenilworth,  NJ  07033 

World  leader  in  drug  delivery  systems. 


Copyright  © 1987,  Key  Pharmaceuticals,  Inc.,  Kenilworth,  NJ  07033. 
All  rights  reserved.  KD-2055/14238603H  8/87 
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K-DUR 

(potassium  chloride)  Sustained  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g . spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 
Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 
K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  ot  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics;  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 
Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1.  Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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Each  capsule  contains  5 mg  chlordiazepoxide  HC1  and  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HC1  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
ta] malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
ofbenzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  Umit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HC1  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HC1,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e,  dryness  of  mouth,  blumng  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  irith 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

P I.  0288 

Roche  Products  Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


596 


Journal  of  MAG 


° sF  A? 

r4> 


When  it's  brain  versus  bowel, 


IT  S TIME  I 
FOR  THEl 
PEACEMAKER 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 
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Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 
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MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  this 
Journal.  Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original  and  one  copy  should  be  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  Used  manuscripts  will  be  returned  only  if 
requested. 

STYLE  — Ordinarily  articles  should  not  exceed  3,000  words. 
Only  under  exceptional  circumstances  will  articles  of  over 
4,000  words  be  published.  Footnotes,  bibliographies,  and 
legends  should  be  typed  on  separate  sheets,  double-spaced. 
Bibliographies  should  conform  to  the  following  style:  name 
of  author  (with  initials),  title  of  article,  name  of  periodical, 
date,  volume  (number,  if  available),  and  pages. 

Sorter  NA,  Wasserman  SI,  Austen  KF.  Cold 
urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  fac- 
tor of  anaphylaxis  during  cold  challenge. 

N Engl  J Med  1976;294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies, 
Association  members,  and  readers  are  invited  to  send  in 
any  news  items  of  general  concern  to  members  of  the  Med- 
ical Association  of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  di- 
rectly to  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  Street, 
Fulton,  Missouri  65251.  Reprints  must  be  ordered  within  30 
days  after  publication,  since  all  type  will  be  destroyed  after 
that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  in 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author’s 
name  and  figure  number.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publication 
in  excess  of  three  average  illustrations  and/or  tables  will  be 
borne  by  the  author,  and  the  Journal  will  bill  the  author  for 
this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  de- 
mands on  its  space  permit.  The  right  to  reduce,  revise,  or 
reject  any  material  submitted  for  publication  is  always  re- 
served. The  Journal  is  not  responsible  for  statements  made 
by  any  contributor.  All  communications  regarding  editorial, 
advertising,  subscription,  and  miscellaneous  matters  should 
be  sent  to  The  Editor,  938  Peachtree  Street,  N.E.,  Atlanta, 
GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau, 
Inc.,  to  be  acceptable  for  publication.  Other  advertising 
copy  may  be  accepted  subject  to  the  approval  of  the  Editor. 
All  copy  or  negatives  must  reach  the  Journal  office  by  the 
10th  of  the  month  preceding  publication.  General  and  clas- 
sified advertising  rates  will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  of 
the  Journal  Editorial  Board,  material  submitted  for  publi- 
cation could  be  improved  by  a Medical  Editing  Service,  the 
Editor  will  contact  the  author  for  his  approval.  Association 
members  needing  assistance  in  preparation  of  material  for 
publications  may  also  use  this  service.  A reasonable  charge 
is  made  for  this  service  and  the  cost  of  this  will  be  borne 
by  the  author. 
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Computers  in 
Medical  Practice 


There  are  times  when  it’s  best 
to  consolidate.  That’s  why  MAG 
Mutual  Insurance  Agency  offers 
you  convenient,  complete  insur- 
ance  coverages  with  caring  service. 
Convenient,  because  all  your 
personal  and  professional  in' 
surance  needs  are  consolidated 
through  one  Agency  representing 
only  A+  carriers.  Complete  with 
comprehensive,  full' service  capa- 
bilities  covering  office,  worker’s 
compensation,  bonds,  business 
& personal  autos,  and  homes. 
And  best  of  all,  caring,  because 
we’re  doctor  owned  and  under- 
stand  the  unique  requirements 
of  your  profession.  We’ll  handle 
your  account  with  the  same 


personal  attention  that  MAG 
Mutual  Insurance  Company  pro- 
vides  with  professional  liability 
insurance. 

Call  and  compare  our  corn- 
petitive  rates.  Whether  you  need 
one  policy  or  several,  MAG 
Mutual  Insurance  Agency  will 
consolidate  your  coverages  into 
a more  convenient  plan.  Doctors 
are  our  specialty. . . let  us  design 
a custom-made  program  for  you. 
♦ Office  Package  ♦ Worker's 
Compensation  ♦ Bonds  ♦ Data- 
Computer  Policy  ♦ Business  & 
Personal  Automobiles  ♦ Home- 
owners and  Condos  ♦ Boats 

♦ Accounts  Receivables 

♦ Professional  Liability 


fflUTUM 


MAG  MUTUAL  INSURANCE  AGENCY,  LTD, 

P.O.  Box  52979  Suite  750  Atlanta,  GA  30355-0979  404/842-5600  or  800/282-4882 


Imagine.  A One 
Bedroom  Oceanfront 
Villa  on  Jekyll  Island 
for  under  $50,000. 


Or  a 2-bedroom  villa  under  $70,000.  Or  a 
3-bedroom  villa  under  $83,000. 

And  what’s  more,  they’re  fully  furnished  to 
hotel  standards  at  a prominent  and  successful 
resort  with  full  services  and  amenities. 

That’s  right.  For  the  first  time  in  one  hundred 
years  there  is  a condominium  on  Jekyll  Island.  One 
resort,  Villas  by  the  Sea,  is  selling  spacious  villas 
on  its  lush  17-acre  site  which  fronts  the  Atlantic 
Ocean.  And  just  now  a limited  number  of  these 
luxurious  villas  are  being  offered  for  sale  at  very 
moderate  introductory  prices. 

We  invite  you  to  call  Toll  free  800-342-6872 
for  a beautiful  color  brochure.  And  we  also  invite 
you  to  visit  Villas  by  the  Sea  for  a combined 
firsthand  look  and  vacation.  If  you  decide  to 
purchase  a villa  (or  more)  we’ll  deduct  your  lodging 
charge  from  the  purchase  price. 

For  a top  quality  investment  and  vacation, all  in 
one,  let  us  check  you  in  so  you  can  check  us  out. 


\JillasrV 

JJ^lOeA 


P.O.  Box  3126,  Jekyll  Island,  Georgia  31520 
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Offered  Exclusively  by: 


A KOT€L 


1-800-422-8287  (Gal 


CONDOMINIUM 


THESE  CONDOMINIUM  UNITS  WILL  BE  TRANSFERRED  SUBJECT  TO  A LEASE. 


The  Future  Effect  Of  AIDS 
On  3four  Insurance  Plans 

Answer  This  Question: 

If  in  the  1970’s  and  early  1980’s  you  had  known  what  you 
know  now  about  medical  malpractice  premiums,  would  you 
have  been  willing  to  purchase  your  coverage  on  a fixed, 
guaranteed  cost  basis? 


That  type  of  opportunity  exists  today  in  an  area 
that  is  likely  to  be  as  volatile  as  the  malpractice 
area  has  been.  I am  referring  to  nonguaranteed 
life  and  disability  plans. 

The  spectre  of  AIDS  is  casting  a long  shadow  in 
the  insurance  community.  Because  of  actual 
claims  and  expected  claims,  most  nonguaranteed 
plans,  and  plans  offered  by  companies  that  are 
not  rock  solid,  will  be  severely  affected.  Unless 
you  are  positioned  properly,  you  will  see  a 
doubling  and  tripling  of  your  insurance  rates, 

Compare: 

Sample  rates  for  one  of  our  medical  plans  are  listed  below.  It  is 
with  an  “A+  rated”  carrier  and  is  priced  very  competitively. 


Typical  Association  Rate  *A+  Rated”  Carrier 

as  of  10-01-87  as  of  05-01-88 

$300  Deductible  $250  Deductible 


AGE 

EMPLOYEE 

FAMILY 

AGE 

EMPLOYEE 

FAMILY 

Under  35 

$ 50.00 

$157.00 

Under  29 

$ 34.00 

$ 91.00 

35-39 

$ 63.00 

$189.00 

30-39 

$ 38.00 

$113.00 

40-49 

$ 93.00 

$260.00 

40-44 

$ 49.00 

$127.00 

45-49 

$ 59.00 

$142.00 

50-59 

$148.00 

$370.00 

50-54 

$ 70.00 

$155.00 

55-59 

$ 84.00 

$169.00 

60-64 

$211.00 

$498.00 

60-64 

$101.00 

$186.00 

*The  “A  + Rated”  carrier’s  premiums  would  be  slightly  higher  in  the  Atlanta  area.  Rates  and  contracts  are  subject  to  change.  A number  of  options 
are  available  including  Maternity,  Prescription,  Dental,  etc.  at  additional  premiums.  All  premiums  are  subject  to  underwriting  acceptance. 


Of  course  you  would. 

and  many  plans  will  be  cancelled  altogether. 

Professional  Resource  Group  works  only  with 
physicians.  We  are  committed  to  helping  them 
keep  their  plan  costs  as  low  as  possible  without 
sacrificing  quality. 

Though  costs  can  not  be  guaranteed  on  medical 
insurance,  thousands  of  dollars  can  be  saved  each 
year;  in  fact,  Professional  Resource  Group  was 
able  to  offer  an  annual  savings  in  excess  of 
$19,000  for  a medical  practice  in  Atlanta. 


Name  

Address  

City /State  

Phone  

Contact  Person  

□ Group  Health  □ Disability  Income  □ Pension  Design/ Administration 

□ Life  □ Business  Overhead  Expense  D Future  Tail  Coverage  Buyout 


Professional  Resource  Group 
P.O.  Box  7190 
2045  Peachtree  Rd.,  NE 
Atlanta,  GA  30357 
(404)  351-7257 

Robert  E.  Dudley 
President 
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A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 

Highly  active  in  vitro  against  a broad  range  of 
gram-positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 


For  treatment  of  infections  in  the: 

- lower  respiratory  tracts  - urinary  tracf 
-skin/skin  structure1  -bones  and  jointsf 

Convenient  B.I.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

+Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 


/ns 

MILES 


©April  1988,  Miles  Inc. 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 

Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information. 


Printed  in  U S. A. 


C09327  MLR-261 


■ 500  mg  B.I.D.  for  most  infections; 

750  mg  B.I.D.  for  severe  or  complicated  infections. 


CONVENIENT  B.I.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 
Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  B.II 

Severe/Complicated 

750  mg  B.II 

Urinary  Tract* 

Mild/Moderate 

250  mg  B.II 

Severe/Complicated 

500  mg  B.II 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  B.II 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro®  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lower  Respiratory  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae,  Enterobacter  cloacae. 
Proteus  mirabilis.  Pseudomonas  aeruginosa,  Elaemophilus  influenzae,  Haemophilus  paramfluenzae,  and  Strep- 
tococcus pneumoniae. 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Proteus  vulgaris,  Providencia  stuartn.  Morganella  morganu.  Citrobacter  freundn. 
Pseudomonas  aeruginosa,  Staphylococcus  aureus  (penicillinase  and  nonpemcillinase-producing  strains),  Sta- 
phylococcus epidermidis,  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae,  Serratia  marcescens.  and  Pseudomonas 
aeruginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens.  Proteus  mirabilis.  Providencia  rettgeri.  Morganella  morganu,  Citrobacter  diversus.  Citrobacter 
freundn,  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis,  and  Streptococcus  faecalis 
Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejuni.  Shigella 
flexneri i*  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated 
*Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin.  Therapy  with  Cipro® 
may  be  initiated  before  results  of  these  tests  are  known;  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance. 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid,  cinoxacin. 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthiop- 
athy  in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General: 

As  with  other  quinolones,  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness,  lightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures. 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS) 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals.  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man,  because 
human  urine  is  usually  acidic  Ratients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided.  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Drug  Interactions: 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions.  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly. 

As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Information  for  Patients: 

F^tients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals.  The  preferred  time  of  dosing  is 
two  hours  after  a meal.  Inherits  should  also  be  adv.sed  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
lightheadedness,  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility 

Eight  in  vitro  mutagenicity  tests  have  been  conducted  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevislae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy-  Pregnancy  Category  C 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion.  No  teratogenicity  was  observed  at 
either  dose.  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed  There  are,  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women.  SINCE  CIPROFLOXACIN,  LIKE  OTHER  DRUGS  IN  ITS  CLASS,  CAUSES  ARTHROPATHY 
IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS). 

Nursing  Mothers. 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk:  however,  it  is  known  that  ciprofloxacin 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  inhuman  milk.  Because  of  th ; 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  shou; 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  tfj 
mother. 

Pediatric  Use: 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals  (Sf 
WARNINGS) 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation,  2,799  patients  received  2.868  courses 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7.3%  of  courses,  possib 
related  in  9.2%,  and  remotely  related  in  3 0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  event 
3.5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1.5%).  skin  |0.6%l.  and  central  nervous  syste 
(04%) 

The  most  frequently  reported  events,  drug  related  or  not.  were  nausea  (5  2%).  diarrhea  (2  3%).  vomitir 
(2.0%).  abdominal  pain/discomfort  (1.7%),  headache  (12%).  restlessness  (1.1%).  and  rash  (1.1%). 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below.  Those  typical  r 
quinolones  are  italicized 

GASTROINTESTINAL;  ISee  above!,  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforate 
gastrointestinal  bleeding. 

CENTRAL  NERVOUS  SYSTEM:  ISee  above),  dizziness,  lightheadedness.  insomnia,  nightmares,  hailucini 
tions,  manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weaknes 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia. 

SKIN/HYPERSENSITIVITY  ISee  above!,  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chill: 
angioedema,  edema  of  the  face.  neck.  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigment, 
tion,  erythema  nodosum. 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision.  I change  in  color  perception,  overbrightness  of  lights 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste. 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achiness,  neck  or  chest  pain,  flare-up  of  gout. 
RENAL/UROGENITAL:  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bieedin; 
vaginitis,  acidosis. 

CARDIOVASCULAR:  palpitations,  atrial  flutter,  ventricular  ectopy.  syncope,  hypertension,  angina  pectori: 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis. 

RESPIRATORY  epistaxis.  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasr 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  v\a 
discontinued,  and  required  no  treatment. 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  b 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  vv 
ciprofloxacin. 

Adverse  Laboratory  Changes:  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  dru 
relationship. 

Hepatic  - Elevations  of:  ALT  (SGPT)  (1.9%).  AST  (SGOT)  (1.7%).  alkaline  phosphatase  10  8%)  LDH  (0.4V 
serum  bilirubin  (0.3%) 

Hematologic  - eosinophilia  (0  6%).  leukopenia  (0  4%).  decreased  blood  platelets  (01%).  elevated  bloo 
platelets  (0.1%),  pancytopenia  (01%) 

Renal  - Elevations  of:  Serum  creatinine  (1.1%).  BUN  (0.9%) 

CRYSTALLURIA,  CYLINDRURIA.  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  0.1%  of  courses  were  Elevation  of  serum  gammaglutamyl  transferase 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis. 

OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available.  In  the  event  of  acute  overdosage,  the  stomach  should  bi 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  observed  and  given  supports 
treatment  Adequate  hydration  must  be  maintained.  In  the  event  of  serious  toxic  reactrons  from  overdosage 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  it  rena 
function  is  compromised. 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  For  patients  witl 
complicated  infections  caused  by  organisms  not  highly  susceptible.  500  mg  may  be  administered  every  12  hours 
Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  Peatet 
with  500  mg  every  12  hours  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  1) 
hours. 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours. 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AN. 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION] 

HOW  SUPPLIED 

Cipro®  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg,  500  mg,  and  750  mg  in  bottles  of  50.  and  ir 
Unit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION! 


* Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

For  further  information,  contact  the  Miles  Information  Service: 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 
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West  Haven,  CT  06516 
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Joseph  P.  Bailey,  Jr.,  M.D. 


The  American  Medical  Association  recently  completed  its  137th  Annual  Meeting  in 
Chicago.  A multitude  of  important  issues  were  considered.  Two  that  I found  of  un- 
usual significance  were  the  proposals  for  trial  projects  developing  registered  care  tech- 
nologists (RCT)  and  an  alternative  to  the  civil  justice  system  for  resolving  medical  lia- 
bility disputes. 

The  RCT  program  would  train  high  school  graduates  in  bedside  care  techniques  for 
a period  of  up  to  18  months.  These  individuals  would  be  certified  or  licensed  by  a 
state  board  of  medical  examiners  and  function  under  the  supervision  of  a physician  or 
nurse  to  augment  provision  of  bedside  patient  care.  Three  levels  of  competence  would 
be  recognized:  assistant,  basic,  and  advanced.  The  period  of  training  would  be  2,  7, 
and  9 months,  respectively. 

In  this  day  of  severe  nursing  shortage  and  also  heavy  demand  on  those  nurses  we 
do  have,  the  RCT  trial  proposal  was  considered  a unique  potential  solution  for  the 
problem.  Unfortunately,  some  of  our  nursing  colleagues  viewed  it  as  a negative  chal- 
lenge rather  than  a positive  opportunity. 

The  AMA  alternative  liability  proposal  would  provide  a patient  considering  action 
against  a physician  the  opportunity  to  directly  file  a complaint  to  a medical  board, 
such  as  the  Composite  State  Board  of  Medical  Examiners  in  our  state.  The  complaint 
would  be  evaluated  and  a decision  made  as  to  its  validity,  thus  avoiding  the  tort  sys- 
tem now  in  place.  The  proposed  system  has  the  potential  of  increasing  physician  ex- 
posure to  plaintiff  claims  activity,  increasing  cost  of  liability  insurance  coverage,  and 
still  having  the  tort  system  in  place.  Two  states,  however,  reported  their  opinion  as  to 
the  potential  for  reductions  in  cost  of  liability  coverage  with  the  proposed  system.  Your 
Board  of  Directors  voted  on  June  18,  1988,  to  advise  the  AMA  delegates  to  oppose 
implementation  and  any  AMA  support  for  the  proposal. 

I urge  your  consideration  of  these  matters  and  communication  of  personal  opinions 
to  your  county  society  officers  and  delegates.  The  decisions  about  such  issues  have 
long  range  and  definitive  import  for  medicine. 
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NEW  MEMBERS 

Abell,  John  B.,  Internal  Med.  — 
MAA  — (Resident)  344-B  N. 
Druid  Hills,  Decatur  30033 
Alpert,  Naomi  F.,  Rehabilitation 
Med.  — MAA  — (Resident) 

2306  Colonial  Dr.,  Atlanta  30319 
Arkin,  David  B.,  Endocrinology  — 
MAA  — (Resident)  4638 
Equestrian  Way,  Dunwoody 
30338 

Baddoura,  Sami  K.,  Internal  Med. 
— MAA  — (Resident)  2405 
Williams  Ln.  Apts.,  Decatur 
30033 

Bahner,  Richard,  General  Surgery 
— MAA  — (Resident)  1454 
Clairmont  Rd.,  Decatur  30033 
Baldwin,  Michael  H.,  Radiology 
— Sumter  — (Active)  P.O.  Box 
508,  Americus  31709 
Bauer,  Gregg,  Obstetrics/ 
Gynecology  — MAA  — 
(Resident)  1103  Noble  Creek 
Dr.,  Atlanta  30327 
Bayer,  Andrea  I.,  Obstetrics/ 
Gynecology  — MAA  — 
(Resident)  313  Druid  Oaks, 
Atlanta  30329 
Bertram,  Bradley  A., 
Ophthalmology,  — MAA  — 
(Resident)  928  Oakdale  Rd., 
Atlanta  30307 

Best,  Tony  P.,  Anesthesiology  — 
MAA — (Resident)  501  Valley 
Brook  Crossing,  Decatur  30033 
Birdsong,  George  G.,  Pathology  — 
DeKalb  — (Resident)  2488 
Williams  Ln.,  #1,  Decatur 
30033 

Blain,  Michael  V/.,  General 
Surgery  — MAA  — (Resident) 
751  N.  Indian  Creek  Dr.,  Apt. 

482  Clarkston  30021 
Blanco,  Beatriz,  Pediatrics  — 

MAA  — (Resident)  Calibre 
Oaks,  Clarkston  30021 
Bonner,  Dennis,  Internal  Med.  — 
MAA  — (Resident)  1259 
Mannbrook  Dr.,  Stone  Mountain 
30083 

Bryant,  Leslie  R.,  Internal  Med.  — 


ION  NEWS 


MAA — (Resident)  2011  Druid 
Oaks,  Atlanta  30329 
Byas-Smith,  Michael  G., 
Anesthesiology  — MAA  — 
(Resident)  102  Valley  Brook 
Crossing,  Decatur  30033 
Carpenter,  Steven  L.,  Internal  Med. 
— MAA  — 577  Scott  Cir., 
Decatur  30033 

Chachkes,  Jacob  S.,  Emergency 
Med.  — MAA  — (Resident) 

2615  Druid  Oaks,  Atlanta  30329 
Challoupka,  John  C.,  Diagnostic 
Radiology  — DeKalb  — 
(Resident)  1510  Pangborn 
Station  Dr.,  Decatur  30033 
Chambless,  Cynthia  B.,  Family 
Practice  — Bibb  — (Resident) 
169  N.  Springs  Ct. , Macon 
31210 

Chey,  William,  D.,  Internal  Med. 
— MAA  — (Resident)  338-E 
Hillcrest  Ave.,  Decatur  30030 
Chu,  Laurence,  General  Surgery 
— MAA  — (Resident)  1515 
Druid  Oaks,  Atlanta  30329 
Clark,  Steven  T.,  General  Surgery 
— MAA  — (Resident)  1866 
Walthall  Dr.,  Atlanta  30318 
Clayson,  Stephen  E.,  Thoracic 
Surgery  — MAA  — (Resident) 
1169  Singleton  Valley  Cir., 
Norcross  30093 

Cone,  Leslie  A.,  General  Surgery 
— MAA  — (Resident)  3508  Toll 
House  Ln.,  Atlanta  30331 
Courtney,  Willis  Jr.,  Internal  Med. 
— MAA  — (Resident)  1108 
Montreal  Rd.,  Clarkston  30021 
Cramer,  Margaret  K.,  Obstetrics/ 
Gynecology  — MAA  — 
(Resident)  2884  Faraday  Ct., 
Decatur  30033 

Cremisi,  Henry  D.,  Internal  Med. 
— MAA  — (Resident)  1725 
Druid  Oaks,  Atlanta  30329 
Cutler,  David  A.,  Internal  Med.  — 
MAA — (Resident)  510-F  East 
Ponce  de  Leon,  Decatur  30030 
Delgado,  Carlos  A.,  Pediatrics  — 
MAA  — (Resident)  524  Druid 
Oaks,  Atlanta  30329 
Dempsey,  Molly  E.  — MAA  — 


(Student)  Emory  University, 

P.O.  Box  24397,  Atlanta  30322 
Dickson,  John  E.,  Internal  Med.  — 
MAA  — (Resident)  1473  Willow 
Lake  Dr.,  Atlanta  30329 
Dodd,  Kathleen  M.,  Emergency 
Med.  — MAA  — (Resident) 

5106  Paces  St.,  Atlanta  30339 
Douglas,  Leslie  D.,  Internal  Med. 
— MAA  — (Resident)  1714 
Druid  Oaks,  Atlanta  30329 
Fine,  Mindy  I.,  Obstetrics/ 
Gynecology  — MAA  — 
(Resident)  507  Coventry  Rd., 
Decatur  30030 
Fisher,  Allan  J.,  Obstetrics/ 
Gynecology  — MAA  — 
(Resident)  5737  Long  Bow  Dr., 
Stone  Mountain  30087 
Fishman,  Eric  B.,  Internal  Med.  — 
MAA — (Resident)  1003 
McClelen  Way,  Decatur  30033 
Gaines,  Richard  K.,  Orthopaedic 
Surgery  — MAA  — (Resident) 
1408  Summit  Points  Way, 
Atlanta  30329 
Gardner,  Stephanie  S., 
Dermatology  — MAA  — 
(Resident)  2767  Cosmos  Dr., 
Atlanta  30345 

Gladson,  Michael  B.,  Psychiatry 
— MAA  — (Resident)  1506  N. 
Crossing  Way,  Decatur  30033 
Glasser,  Gary  A.,  Obstetrics/ 
Gynecology  — MAA  — 
(Resident)  3768  Peachtree  Rd., 
A-4,  Atlanta  30319 
Glatter,  Robert,  — MAA  — 
(Student)  777-5  Houston  Mill 
Rd.,  Atlanta  30329 
Grant,  Jacqueline  H.,  Obstetrics/ 
Gynecology  — MAA  — 
(Resident)  2842  Knollview  Dr., 
Decatur  30034 

Graves,  Dante  J.,  Internal  Med.  — 
MAA  — (Resident)  3448-B  N. 
Druid  Hills  Rd.,  Decatur  30033 
Greenstein,  David  B.,  Internal 
Med.  — MAA  — (Resident) 
3833  Peachtree  Rd.,  #1003, 
Atlanta  30319 

Grewe,  Scott  R.,  Orthopaedics  — 
DeKalb  — (Resident)  4356 
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Hambrick  Way,  Stone  Mountain 
30083 

Hamsian,  John  A.,  Neurology  — 
MAA  — (Resident)  328  Eastland 
Dr.,  A-2,  Decatur  30030 
Harris,  Wayne  B.,  Internal  Med.  — 
MAA  — (Resident)  Emory  Univ. 
Affiliated  Hospitals,  Atlanta 
30322 

Harris-Merritt,  Wilma  J.,  Internal 
Med.  — MAA  — (Resident) 

1542  Canberra  Dr.,  Stone 
Mountain  30088 

Henry,  John  D.,  Jr.,  Orthopaedic 
Surgery  — MAA  — (Resident) 
1391  Wenlock  Edge  Cove,  Stone 
Mountain  30083 
Herbst,  Mark  D.,  Radiology  — 

MAA  — (Resident)  307  Adair 
St.,  E-2,  Decatur  30030 
Hersch,  Steven  M.,  Neurology  — 
DeKalb  — (Resident)  1452 
Winston  PI.,  Decatur  30033 
Hestin,  Bruce  E.,  Anesthesiology 
— MAA  — (Resident)  823  N. 
Highland  #2,  Atlanta  30306 
Hicks,  Cheryl  S.,  Diagnostic 
Radiology/Nuclear  Med.  — 
Sumter  — (Active)  1 00 
Wheatley  Dr.,  Americus  31709 
Holloway,  Sharon  E.,  Pediatrics  — 
MAA — (Resident)  1421  Wood 
Terr.  Cir.,  Doraville  30340 
Holly,  Dale  C.,  Internal  Med.  — 
MAA  — (Resident)  2255  Lenox 
Rd.,  Atlanta  30324 
Howard,  Ernest  L.,  II,  Physical 
Med./  Rehabilitation  — DeKalb 
— (Resident)  430  Bridlewood 
Cir.,  Decatur  30030 
Huffman,  John  C.,  Hematology/ 
Oncology  — MAA  — (Resident) 
1067  Alto  Ave.,  #20,  Atlanta 
30307 

Indech,  Christine  D.V., 
Orthopaedic  Surgery  — 
Gwinnett-Forsyth  — (Active  N2) 
3938  Locklear  Ct. , Doraville 
30360 

Ivanhoe,  Russell  J.,  Cardiology  — 
MAA  — (Resident)  1 147  Villa 
Dr.,  #2,  Atlanta  30306 
Jackson,  James  W.,  Jr.,  Internal 


Med.  — MAA  — (Resident) 

2011  Druid  Oaks,  Atlanta  30329 
Jackson,  Keith  R.,  Otolaryngology/ 
Head  & Neck  Surgery  — MAA 

— (Resident)  1452  Miller  Ave., 
Atlanta  30307 

Jacobs,  Lane  K.,  Internal  Med.  — 
MAA  — (Resident)  3272 
Covington  Dr.,  Apt.  B.,  Decatur 
30032 

Jamison,  James  C.,  Insurance 
Med.  — Cobb  — (Active)  260 
Interstate  North,  Atlanta  30348 
Jerles,  Matthew  L.,  General 
Surgery  — MAA  — (Resident) 
204  Coventry  Rd.,  Decatur 
30030 

Johnson,  Mark  J.,  Radiology  — 
MAA  — (Resident)  373-C  North 
Druid  Hills,  Decatur  30033 
Johnson,  Nathaniel,  III,  Obstetrics/ 
Gynecology  — MAA  — 
(Resident)  Emory  Univ. 

Affiliated  Hospitals,  Atlanta 
30322 

Johnson,  Russell  C.,  Internal 
Med./Public  Health  — 
Gwinnett-Forsyth  — (Retired) 
2030  Two  Springs  Way, 
Lawrenceville  30243 
Kahn,  Neil  A.,  Psychiatry  — 
DeKalb  — (Resident)  2657 
Harrington  Dr.,  Decatur  30033 
Kane,  Michael  J.,  Pathology  — 
Cobb  (Active)  3454  Drayton  Dr., 
Roswell  30075 

Keith,  Lori  L.,  Radiology  — MAA 

— (Resident)  900  Flamingo  Dr., 
Atlanta  30311 

Kemp,  Frances  E.,  Pediatrics  — 
MAA  — (Resident)  2304 
Sherbrooke,  Atlanta  30345 
Keown,  Kevin  O.,  Family  Practice 
— Wayne  — (Active)  1 1 1 
Colonial  Way,  Jesup  31545 
Kessler,  Elizabeth  A.,  Obstetrics/ 
Gynecology  — MAA  — 
(Resident)  1231  Clairmont, 
Decatur  30030 
Kestin,  Sharon,  — MAA  — 
(Resident)  Summit  Pointe  Way, 
#402,  Atlanta  30329 
Kim,  Peter  S.,  Pediatrics  — MAA 
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— (Resident)  4327  Bridle  Path 
Ct.,  Tucker  30084 

Kleinman,  Samuel  E., 
Anesthesiology  — MAA  — 
(Resident)  2006  Summit  Pointe 
Way,  Atlanta  30329 
Kramer,  George  A.,  Cardiology  — 
MAA — (Resident)  301  Calibre 
PL,  Decatur  30033 
Krisht,  Ali  F.,  Neurosurgery  — 
MAA  — (Resident)  218  Calibre 
Pla.,  Decatur  30033 
Krys,  Alan  D.,  Anesthesiology  — 
MAA  — (Resident)  2098 
Trailmark  Dr.,  Decatur  30033 
Lang,  James,  E.,  Internal  Med.  — 
MAA  — (Resident)  3833 
Peachtree  Rd.,  #1609,  Atlanta 
30319 

Lazarchick,  John  J.,  Pathology  — 
MAA  — (Resident)  1814  Wood 
Terrace  Ridge,  Doraville  30340 
Leigh,  Leslie  D.,  Pediatrics  — 

MAA — (Resident)  1492-D 
Willow  Lake  Dr.,  Atlanta  30329 
Leopold,  Louis  P.,  Obstetrics/ 
Gynecology  — Georgia  Medical 

— (Active)  4750  Waters  Ave., 
Ste.  208,  Savannah  31404 

Levan,  Karen  R.,  Internal  Med.  — 
MAA  — (Resident)  2454 
Woodridge,  Decatur  30030 
Liss,  William  A.  — MAA  — 
(Resident)  2415  Druid  Oaks  Dr., 
Atlanta  30329 
Lober,  Stephen  B.,  General 
Surgery  — MAA  — (Resident) 

25  Devon  Ln.,  Avondale  Estates 
30002 

Lowell,  Mark  J.,  Internal  Med.  — 
DeKalb  — (Resident)  3445-H  N. 
Druid  Hills  Rd.,  Decatur  30033 
Maar,  Rosina  H.,  Internal  Med.  — 
MAA  — (Resident)  3439-P  N. 
Druid  Hills  Rds.,  Decatur  30033 
Martin,  Laura  J.,  Internal  Med.  — 
MAA  — (Resident)  408  Oakland 
St.,  Decatur  30030 
Martin,  Paul  D.,  Infectious  Disease 
— MAA  — (Resident)  244 
Winnona  Dr.,  Decatur  30030 
McAnulty,  Melinde  J.,  Internal 
Med.  — MAA  — (Resident) 
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3237  Valley  Brook  PI.,  Decatur 
30033 

McCoy,  John  F.,  Pediatrics  — Tift 
— (Active  ) 1610  John  Orr  Dr., 
Tifton  31794 
McKenzie,  Anne  M., 
Anesthesiology  — MAA  — 
(Resident)  1114  McClelen  Way, 
Decatur  30033 

Meekins,  Janice  L.,  Pediatrics  — 
MAA  — (Resident)  3109-H 
Flowers  Rd.,  S.,  Atlanta  30341 
Meichner,  Robert  H., 
Gastroenterology  — MAA  — 
(Resident)  62  Hampshire  Ct. , 
Avondale  Estates  30002 
Mercado,  Flavia  E.,  Pediatrics/ 
Internal  Med,  — MAA  — 
(Resident)  510  Coventry  Rd., 
#5-C,  Decatur  30030 
Mills,  Johnathan  S.,  General 
Surgery  — MAA  — (Resident) 
1369  N.  Crossing  Dr.,  Atlanta 
30329 

Mitchell,  Cordell,  Obstetrics/ 
Gynecology  — Bibb  — 
(Resident)  725  Summerwind 
Dr.,  Macon  31210 
Mohammazadeh,  Gholam  R., 
General  Surgery  — MAA  — 
(Resident)  3425-K  N.  Druid 
Hills  Rd.,  Decatur  30033 
Mobley,  Robert  E.,  Internal  Med. 
— MAA  — (Resident)  1807 
Cobb  Crossing,  Smyrna  30080 
Morehead,  Richard  S.,  Internal 
Med.  — MAA  — (Resident)  918 
Clubhouse  Cir. , Decatur  30032 
Mulligan,  Timothy  R.,  Internal 
Med.  — DeKalb  — (Resident) 
1129  Clairmont  Ave.,  Apt.  E, 
Decatur  30030 
Nadjari,  Howard  I.,  General 
Surgery  — Bibb  — (Resident) 
1550  College  St.,  Macon  31207 
Nash,  Marshall  L.,  Psychiatry/ 
Neurology  — MAA  — 

(Resident)  328  Druid  Oaks, 
Atlanta  30327 

New  Cochran,  Marc  D.,  Internal 
Med.  — MAA  — (Resident) 

1434  Lively  Ridge  Rd.,  Atlanta 
30329 


Norris,  Jeannette  E.,  Pediatrics  — 
MAA  — (Resident)  1103  The 
Oakes,  Clarkston  30021 
Ogden,  Patrick  O.,  Pathology  — 
MAA  — (Resident)  1208 
Hampton  Ridge  Rd.,  Norcross 
30093 

Olson,  Terrence  J.,  Internal  Med. 
— MAA  — (Resident)  764 
Charles  Allen  Dr.,  Apt.  4, 

Atlanta  30308 

Orr,  Margaret  A.,  Internal  Med.  — 
DeKalb  — (Resident)  1452 
Winston  PL,  Decatur  30033 
Ostrow,  Judith  L.,  Internal  Med. 

— MAA  — (Resident)  1499 
Druid  Valley  Dr.,  Atlanta  30329 
Owen,  James  E.  — MAA  — 
(Resident)  1634  Ponce  de  Leon 
Ave.,  Apt.  208,  Atlanta  30307 
Pare,  Lorraine  E.,  Pathology  — 
DeKalb  — (Resident)  306  N. 
Crossing  Way,  Decatur  30033 
Parham,  Bernard  L.,  Internal  Med. 
— MAA  — (Resident)  6375 
Phillips  PL,  Lithonia  30058 
Patton,  Wanda  E.,  Obstetrics/ 
Gynecology  — MAA  — 
(Resident)  1615  Ashley  Run  Ct., 
Norcross  30092 
Prati,  Ronald  C.  — MAA  — 
(Resident)  2870  Pharr  Ct.,  S., 
#1803,  Atlanta  30305 
Randleman,  Carlton  D.,  Jr., 
Cardiothoracic  Surgery  — MAA 
— (Resident)  3433-P  N.  Druid 
Hills  Rd.,  Decatur  30033 
Redd,  Douglas  C.  B.  — MAA  — 
(Resident)  421  Oakland  St., 
Decatur  30030 
Rheudasil,  J.  Mark,  General 
Surgery  — DeKalb  — 

(Resident)  704  Tuxworth  Cir., 
Decatur  30033 

Rhodes,  Michael  E.,  Internal  Med. 
— MAA  — (Resident)  2338 
Bolton  Rd.,  #7,  Atlanta  30318 
Richards,  John  C.,  General 
Surgery  — Muscogee  — 

(Active)  The  Medical  Center, 

710  Center  St.,  Columbus  31907 
Risinger,  Robert  C.,  Psychiatry  — 
MAA  — (Resident)  3825  LaVista 


Rd.,  #L-2,  Tucker  30084 
Roberts,  Cheryl  H.,  Pediatrics  — 
MAA — (Resident)  3160  Buford 
Hwy.,  Atlanta  30329 
Robertson,  David  G., 

Endocrinology  — MAA  — 
(Resident)  1745  Homestead 
Ave.,  Atlanta  30306 
Rothwell,  Joseph  M.,  General 
Surgery  — MAA  — (Resident) 
777  Hemlock  St.,  Macon  31208 
Sanders,  William  H.,  General 
Surgery  — MAA  — (Resident) 
1390-C  Southland  Vista  Ct., 
Atlanta  30329 

Shapiro,  Evan  R.,  Internal  Med.  — 
DeKalb  — (Resident)  902 
Smoketree  Dr.,  Tucker  30084 
Siddall,  Donley  D.,  Internal  Med. 
— MAA  — (Resident)  Emory 
Clinic,  Rheumatology  Division, 
Atlanta  30322 

Smith,  Edwin  A.,  General  Surgery 
— MAA  — (Resident)  1866 
Walthall  Dr.,  Atlanta  30318 
Srivastava,  Nalin  K.,  Internal  Med. 
— MAA  — (Resident)  344 1-Q 
N.  Druid  Hills  Rds.,  Decatur 
30033 

Stahl,  William  G.,  Internal  Med.  — 
MAA  — (Resident)  3441-0  N. 
Druid  Hills  Rds.,  Decatur  30033 
Steele,  Barbara  J.,  Pediatrics  — 
MAA — (Resident)  1421  Wood 
Terrace  Cir.,  Doraville  30340 
Stegelman,  Mark  F.,  Pediatrics  — 
MAA  — (Resident)  4610  Tree 
Hills  Pkwy.,  Stone  Mountain 
30088 

Stuart,  Douglas  S.,  Internal  Med. 

— MAA  — (Resident)  1 135 
Villa  Dr.,  #6,  Atlanta  30306 
Stuart,  Lloyd  S.  Internal  Med.  — 
MAA  — (Resident)  4170 
Duesenberg  Dr.,  Tucker  30084 
Sultan,  Mark  R.,  Plastic  Surgery  — 
MAA — (Resident)  1699  N. 
Springs  Dr.,  Dunwoody  30338 
Swami,  V.  Rajendra, 
Anesthesiology  — Cobb  — 
(Active)  902  Mill  Pond  Dr., 
Smyrna  30080 

Taubin,  Rhonda  G.,  Rehabilitation 
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Med.  — MAA  — (Resident) 
3449-J  N.  Druid  Hills  Rds., 
Decatur  30033 
Taylor,  William  M.,  Jr., 
Anesthesiology  — DeKalb  — 
(Resident)  1743  Montcliff  Ct., 
Decatur  30033 

Thomson,  Roy  V.,  Pediatrics  — 
MAA  — (Resident)  982  Pine 
Rock  Dr.,  Stone  Mountain  30083 
Tippetts,  Charles  S.,  Jr.,  General 
Med.  — Camden-Charlton  — 
(Active)  63  N.  Cross  Rd., 
Kingsland  31558 

Trexler,  Duke  C.,  Family  Med.  — 
Meriwether-Harris-Tolbot  — 
(Active)  123  Millarden  Rd., 
Woodbury  30293 
Tyrrel,  Robert  T.,  Radiology  — 
MAA  — (Resident)  2870  Pharr 
Ct.  S„  #2110,  Atlanta  30305 
Tuyl,  Ronald  A.,  Otolaryngology 
— MAA  — (Resident)  652  Park 
Ln.,  Decatur  30033 
Walton,  Kenneth  G.,  General 
Surgery  — MAA  — (Resident) 
1111  Clairmont,  Apt.  A-6, 
Decatur  30030 

Wang,  Michael  M.,  Internal  Med. 
— MAA  — (Resident)  2105 
Brixworth  PI.,  Atlanta  30319 
Warner,  Janice  M.,  Dermatology 
— MAA  — (Resident)  4323 
Orchard  Valley  Dr.,  Atlanta 
30339 

Webb,  Randall  M.,  Obstetrics/ 
Gynecology  — Cobb  — (Active) 
165  Vann  St.,  Marietta  30064 
Wethers,  Darren  E.,  Internal  Med. 
— MAA  — (Resident)  4371 
Winters  Chapel  Rd.,  Atlanta 
30360 

Wills,  S.  Angier,  Jr.,  General 
Surgery  — MAA  — (Resident) 
Emory  Univ.  Affiliated 
Hospitals,  Atlanta  30322 
Wiskind,  Robert  H.,  Pediatrics  — 
MAA  — (Resident)  1111 
Clairmont  #P-5,  Decatur  30030 
Wolford,  Thomas  L.,  Cardiology 
— MAA  — (Resident)  1814 
Brook  View,  Doraville  30340 


PERSONALS 

Georgia  Medical  Society 
Fremont  P.  Wirth,  M.D.,  a 

Savannah  neurosurgeon,  was 
elected  President  of  the  Southern 
Neurosurgical  Society,  a 40-year- 
old  organization  with  some  400 
members  from  16  southeastern 
states.  It  is  the  third  largest, 
neurosurgical  organization  in  the 
country.  Its  members  are 
concerned  with  maintaining 
quality  neurologic  surgery  through 
education  and  research. 

Gwinnett-Forsyth  County  Medical 
Society 

David  A.  Bray,  M.D.,  an 

internist,  recently  opened  his 
practice  in  Cornelia.  He 
previously  practiced  in 
Lawrenceville  for  2 years.  Dr.  Bray 
will  be  working  in  the  cardiac 
rehabilitation  program  at 
Habersham  County  Medical 
Center.  He  also  became  president 
of  the  American  Heart  Association 
in  July. 

Clayton-Fayette  County  Medical 
Society 

Frank  E.  Raster,  M.D.,  has 

joined  the  staff  at  HCA  Parkway 
Medical  Center.  He  specializes  in 
emergency  medicine. 

Cobb  County  Medical  Society 
Austell  physician  Richard 
Hammonds,  M.D.,  was  awarded 
the  third  annual  South  Cobb 
Citizen  of  the  Year  Award  last 
June.  The  award  is  co-sponsored 
by  the  Austell/South  Cobb 
Division  of  the  Cobb  Chamber  of 
Commerce. 

Dr.  Hammonds  has  practiced 
medicine  in  Austell  for  26  years. 
He  was  the  first  chief  of  staff  at 
Cobb  General  Hospital,  president 
of  the  Medical-Dental  staff  at  the 
hospital,  and  chairman  of  the 
Cobb  County  Board  of  Health. 

He  also  was  a member  of  the 
Georgia  state  Democratic 
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Executive  Committee  for  many 
years  and  served  on  the  state 
Prison  Parole  Board  during 
Carter’s  term  as  governor.  He  was 
a close  friend  and  advisor  to 
Carter  when  he  reached  the  White 
House. 

Rolf  Walter  Meinhold,  M.D.,  a 

family  practitioner,  recently  joined 
Dr.  John  Holcombe’s  medical 
practice  in  the  Hiram  Professional 
Building.  Dr.  Meinhold  had 
previously  served  at  KENMED  in 
Kennesaw. 

Imani  VanNoy,  M.D.,  has 

opened  her  office  for  the  practice 
of  internal  medicine  at  Post  Oak 
Professional  Center  in  Marietta. 
Originally  from  Albany,  Dr. 
VanNoy  attended  Harvard  Medical 
School  and  has  been  practicing  in 
Cobb  County  since  1984. 

Medical  Association  of  Atlanta 

Rebecca  S.  Tarlton,  M.D.,  a 
radiologist,  has  recently  joined 
HCA  Parkway  Medical  Center’s 
Radiation  Therapy  Department. 

A native  of  Ontario,  Canada,  Dr. 
Tarlton  graduated  with  honors 
from  the  University  of  Western 
Ontario  in  London,  Ontario, 
where  she  completed  her 
internship  and  residency  at 
University  Hospital.  She 
completed  a second  residency  in 
Internal  Medicine  at  the  University 
of  Toronto,  as  well  as  a 
fellowship  in  Radiation  Oncology 
at  Princess  Margaret  Hospital  in 
Toronto.  Dr.  Tarlton  also 
completed  Radiation  Oncology 
fellowship  at  Duke  University 
Medical  Center  in  Durham,  North 
Carolina.  She  is  also  associated 
with  the  Emory  Clinic,  Emory 
University. 

Saleh  A.  Zaki,  M.D.,  has  been 
appointed  chief  medical  examiner 
by  the  Fulton  County  Board  of 
Commissioners.  He  joined  the 
medical  examiner’s  staff  as  a 
deputy  director  in  1974. 
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Michael  Haberman,  M.D. 


Medical  Association  of  Atlanta 
Michael  A.  Haberman,  M.D.,  has 

been  certified  by  the  American 
Psychiatric  Association  in 
Administrative  Psychiatry.  Dr. 
Haberman  is  Medical  Director  of 
the  Department  of  Psychiatry  at 
West  Paces  Ferry  Hospital  in 
Atlanta.  He  was  previously 
certified  in  Clinical  Psychiatry  and 
Addictive  Disorders. 

Hall  County  Medical  Society 

Martin  H.  Smith,  M.D.,  aged 
67,  retired  last  May  after  37  years 
of  practice  as  a pediatrician  in 
Gainesville.  Smith,  a Gainesville 
native  and  a graduate  of  the 
Emory  University  School  of 
Medicine,  served  as  president  of 
the  American  Academy  of 
Pediatrics  in  1985-86.  He  will 
receive  the  Grulee  Award  from  the 
Academy  in  October  for  service  to 
pediatrics. 

David  Harvey,  M.D.,  has  been 
elected  vice  president  of  the 
Georgia  Association  of  County 
Boards  of  Health  at  the  annual 
Georgia  Public  Health  Convention 
at  Jekyll  Island. 

Dr.  Harvey  has  been  a member 
of  the  medical  staff  of  Houston 
County’s  Medical  Center  since 
1969  and  Chairman  of  Houston 
County’s  Board  of  Health  for  12 
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years.  He  is  also  Director  of 
Neonatal  Services  and  Neonatal 
Intensive  Care  Unit  and  medical 
advisor  of  the  Houston  Drug 
Action  Council  at  the  Community 
Crisis  Center. 

Peachbelt  County  Medical  Society 
Three  surgeons  have  recently 
joined  the  staff  of  Taylor  Regional 
Hospital.  They  are  Virgle 
McEver,  Jr.,  M.D.,  Virgle 
McEver,  III,  M.D.,  and  George 
R.  Brahn,  M.D. 

Tift  County  Medical  Society 
Sammie  Dixon,  M.D.,  48, 
chairman  of  the  Tift  General 
Hospital  Foundation,  was 
awarded  the  Governor’s  Volunteer 
of  the  Year  Award  in  Atlanta  last 
April  during  the  Governor’s 
Annual  Community  Awards 
Banquet.  He  is  a former  chief  of 
staff  of  Tift  General  Hospital  and 
a past  president  of  the  Tift  County 
Medical  Society.  He  served  on  the 
board  of  directors  of  the  Medical 
Association  of  Georgia, 
representing  the  Second  Medical 
Society  District. 

Troup  County  Medical  Society 
Richard  Simmons,  M.D.,  was 
recently  certified  by  the  American 
Board  of  Internal  Medicine  as  a 
specialist  in  critical  care 
medicine.  Dr.  Simmons  practices 
with  Southern  Cardiovascular 
Associates  in  LaGrange’s  Medical 
Park. 

Ware  County  Medical  Society 
S.  William  Clark,  III,  M.D.,  a 

board-certified  neologist  from 
Waycross,  was  elected  to  a 
national  office  in  the  American 
Medical  Association’s  young 
physician  section  (AMA-YPS)  in 
Chicago  last  June. 


DEATHS 

Former  Medical  Director  of  The 
Georgia  Clinic,  Vemelle  Fox, 
M.D.,  died  in  Claremont, 
California  last  May.  She  had  been 
a resident  of  California  since 
1970. 

Dr.  Fox  received  her  B.S. 
degree  from  the  University  of 
Tennessee  in  1943  and  graduated 
from  Tulane  School  of  Medicine 
in  1947.  From  1953-1956,  she  was 
in  private  practice  in  Atlanta  and 
specialized  in  psychosomatic 
illnesses. 

She  served  as  Medical  Director 
at  the  Georgia  Clinic  from  1956- 
1969  where  her  outstanding 
reputation  in  the  field  of  alcohol 
rehabilitation  earned  her  an 
international  reputation.  She 
coordinated  a multi-discipline 
team  approach  in  a therapeutic 
community  setting  which  was 
extremely  effective  in  treating 
alcoholism. 

Dr.  Fox  was  a member  of  the 
Academy  of  General  Practice  and 
the  Fulton  County  Medical  Society 
where  she  served  on  the 
Committee  on  Alcoholism.  She 
was  on  the  Board  of  Directors  of 
the  Metro  Atlanta  commission  on 
Alcoholism  and  a co-founder  and 
instructor  at  the  Southeast  School 
of  Alcohol  Studies  in  Athens,  GA. 
She  was  a lecturer  at  Columbia 
School  of  Theology  and  the 
Candler  School  of  Theology.  She 
wrote  a number  of  publications 
on  alcoholism. 

In  1970,  Dr.  Fox  moved  to  Long 
Beach,  California,  where  she 
started  an  alcohol  rehabilitation 
program  at  the  Long  Beach 
General  Hospital.  She  was 
medical  director  of  the  program. 
Her  last  employment  was  as 
medical  director  of  an  alcohol 
rehabilitation  at  Pomona  General 
Hospital  in  Pomona,  California. 
She  had  also  started  this 
rehabilitation  program. 

Dr.  Fox  is  survived  by  two  sons. 
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ERRATUM 

In  the  June,  1988,  Proceedings 
issue  of  the  Journal,  the  original 
report  of  the  Ad  Hoc  Committee 
on  Diversion  of  Legitimate 
Prescription  Drugs  on  page  458 
was  printed  in  error.  The 
Substitute  Report  should  have 
been  printed,  along  with  the 
following  corrected  House  Action: 


Substitute  Committee 
Report 
AD  HOC 
COMMITTEE  ON 
DIVERSION  OF 
LEGITIMATE 
PRESCRIPTION 
DRUGS 

Milton  I.  Johnson,  Jr., 
M.D.,  Chairman 

This  Ad  Hoc  Committee  was 
charged  to  work  with  the  State 
Board  of  Pharmacy,  the  Georgia 
Pharmaceutical  Association,  the 
Composite  State  Board  of  Medical 
Examiners,  and  representatives  of 
the  Georgia  Bureau  of 
Investigation  (GBI)  to  draft  model 
legislation  acceptable  to  all 
involved  groups,  to  consider 
solutions  to  the  problem  of 
diversion  of  legitimate 
prescription  drugs  and  to  insure 
protection  of  both  the  rights  of 
physicians  and  patients.  Our 
Committee  has  now  completed  its 
charge. 

The  Committee  was  reactivated 
by  President  Jack  F.  Menendez 
during  the  autumn  of  1987  after  a 
request  was  made  by  Mr.  Michael 
J.  Bowers,  Attorney  General  of 
Georgia,  for  MAG’s  help  in  what 
he  found  to  be  a continuing 
severe  problem. 

The  Committee  met  on  October 
8,  1987  at  which  time  Attorney 


General  Bowers,  Mr.  J.  Robert 
Hamrick,  GBI  Director,  and  Mr. 
James  L.  Baker,  Squad 
Commander  from  the  Georgia 
Bureau  of  Investigation,  and  Ms. 
Cheri  Baglin,  investigator  for  the 
Drug  Enforcement  Administration 
made  presentations  concerning 
the  scope  of  the  drug  diversion 
problem. 

The  Committee  considered 
many  facets  of  the  problem  and 
decided  to  hold  an  additional 
meeting  for  the  purpose  of 
hearing  from  representatives  of 
pharmaceutical  manufacturers 
concerning  alternate  solutions  to 
the  problem  other  than  the 
“Triplicate  Prescription  Blank 
Program.”  It  was  also  decided  to 
try  to  rewrite  the  previously  drawn 
bill,  addressing  the  previously 
expressed  concerns  of  the 
Committee,  the  MAG  Board  of 
Directors,  prior  reference 
committee  and  the  House  of 
Delegates. 

The  Committee  met  again  in  a 
lengthy  session  on  December  20, 
1987  hearing  several  presentations 
in  opposition  to  the  Triplicate 
Prescription  Blank  Program,  and 
the  outlining  of  possible  alternate 
solutions  from  three 
pharmaceutical  company 
representatives  led  by  Mr.  Guy 
Mosier  of  the  E.I.  DuPont 
DeNemours  & Company. 

The  Committee  proceeded  to 
rewrite  the  previously  proposed 
Triplicate  Prescription  Blank 
Program  bill  with  advice  from 
MAG  General  Council,  Richard 
Greene.  The  provision  of  the 
original  bill  requiring  physicians 
to  keep  a copy  of  the 
prescriptions  on  file  for  two  (2) 
years  has  been  replaced  with 
language  allowing  the  physician 
to  merely  make  a notation  of  the 
prescription  in  the  patient’s 
medial  record. 

The  Committee  reported  to  the 


February  meeting  of  the  Board  of 
Directors  at  which  time  Attorney 
General  Bowers  discussed  the 
magnitude  of  the  problem  of 
diversion  of  legitimate 
prescription  drugs  in  Georgia  at 
considerable  length.  He  asked 
that  MAG  sponsor  a bill  to  set  up 
a Triplicate  Prescription  Blank 
Program  for  Class  II  drugs  in 
Georgia.  A lengthy  question  and 
answer  period  followed  and, 
subsequently,  the  Board  voted  to 
refer  this  proposal  to  the  MAG 
House  of  Delegates  for  further 
consideration  and  action. 

The  Committee  feels  that  it  has 
met  its  mandate  to  re-draft  the 
formerly  proposed  legislation  and 
has  attempted  to  eliminate  the 
major  objections  expressed  by 
MAG  members.  The  Committee 
recommends  that  the  House 
consider  a multi-prescription 
blank  program  as  an  appropriate 
method  of  addressing  the 
diversion  of  prescription  drugs. 

I wish  to  thank  all  the  members 
(John  A.  Manfredi,  M.D.,  Stephen 
C.  May,  M.D.,  Stanley  Sherman, 
M.D.,  William  H.  Whaley,  M.D.)  of 
the  Ad  Hoc  Committee  on 
Diversion  of  Legitimate 
Prescription  Drugs  for  their  time 
and  effort  to  this  Committee.  Our 
Committee  submits  the  following 
recommendations  for 
consideration  by  the  House  of 
Delegates. 

Recommendations 

1 . That  the  MAG  House  of 
Delegates  consider  supporting 
a prescription  blank  program 
as  an  appropriate  method  of 
dealing  with  the  diversion  of 
legitimate  prescription  drugs. 

2.  That  MAG  consider  endorsing 
the  rewritten  version  of  this  bill 
for  legislative  action  in  the 
1989  Georgia  General 
Assembly. 
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House  Action 

Adopted  the  following 
substitute  motion  from  the  floor: 
That  the  Recommendations  of  the 
Report  of  the  Ad  Hoc  Committee 
on  Diversion  of  Legitimate 
Prescription  Drugs  (Substitute 
Report)  be  referred  to  the 
Legislative  Committee  for  study 
concerning  impact  on  current 
practice  after  obtaining  more 
accurate  data  and  testimony  from 
states  that  currently  have  the  laws 
relating  to  the  subject  in  effect. 

* * * 

In  addition,  the  House  Action 
on  Resolution  5 — Diversion  of 
Legitimate  Schedule  II  Narcotic 
Drugs/Multi-copy  Prescription 
Bill  on  p.  465  was  printed 
incorrectly.  The  correct  version  is 
as  follows: 

Adopted  the  House  Action  of  the 
Ad  Hoc  Committee  on  Diversion 
of  Legitimate  Prescription  Drugs 
( Substitute  Report)  as  follows: 
That  the  Recommendations  of  the 
Ad  Hoc  Committee  on  Diversion 
of  Legitimate  Prescription  Drugs 
(Substitute  Report)  be  referred  to 
the  Legislative  Committee  for 
study  concerning  impact  on 
current  practice  after  obtaining 
more  accurate  data  and  testimony 
from  states  that  currently  have  the 
laws  relating  to  this  subject  in 
effect. 
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Listed  below  are  those 
physicians  in  Georgia  who  have 
earned  the  AMA 's  Physician 's 
Recognition  Award  ( PRA ) from 
January  through  June,  1988. 

The  Award  was  established  by 
the  AMA  House  of  Delegates  in 
1968  “to  recognize,  encourage, 
and  support  physicians  who 
participate  regularly  in  continuing 
medical  education  and  to 
emphasize  the  importance  of 
developing  more  meaningful 
continuing  medical  education 
opportunities  for  physicians.  ” A 
minimum  of  150  credit  hour  of 
CME  must  be  earned  over  a 3- 
year  period  to  qualify  for  the 
Award.  The  hours  may  include 
such  activities  as  conferences, 
residencies,  teaching,  writing, 
private  reading,  listening  to 
cassettes,  home  study  courses, 
consultation,  and  peer  review;  at 
least  60  of  the  hours,  however, 
must  be  from  formal  CME 
programs  sponsored  or 
cosponsored  for  Category  1 credit 
by  organizations  accredited  for 
these  activities. 

We  congratulate  the  following 
physicians  who  have 
distinguished  themselves  and 
their  profession  by  their 
commitment  to  continuing 
education: 

Gabriel  Miguel  Alfonso, 

Milledgeville 

Earnest  C.  Atkins,  Atlanta 
Ramon  Pineda  Azahar, 

Milledgeville 

Dwight  Lee  Bearden,  Macon 
Daniel  Sender  Blumenthal,  Atlanta 
Joel  Gordon  Breman,  Atlanta 
Barbara  S.  Bruner,  Atlanta 
Paul  Victor  Conescu,  Decatur 


William  H.  Conner,  Rome 
Robert  William  Crow,  Atlanta 
Dave  McAlister  Davis,  Atlanta 
T.  Albert  Davis,  Valdosta 
Ervin  Danl.  De  Loach,  Savannah 
Ajita  Degala,  Macon 
Abelardo  R.  Delgado, 

Milledgeville 
Lester  F.  Elliott,  Atlanta 
Richard  Laurence  Elliott,  Martinez 
Jos  Jacob  Ernst,  Columbus 
Hossam  E.  Fadel,  Augusta 
Thomas  V.  Foster,  Fortson 
John  Askew  Fountain,  Conyers 
John  Edward  Fowler,  Clayton 
Ronald  Allen  Freeman,  Macon 
Robert  Louis  Garnett,  Columbus 
Kenna  Sidney  Given,  Augusta 
Mark  Allen  Gould,  Smyrna 
William  A.  Guest,  Tifton 
Jefferson  D.  Hanks,  Rome 
Carl  Roerig  Hartrampf,  Atlanta 
Davis  Larry  Hatmaker,  Athens 
James  Robert  Hattaway,  Albany 
Michael  Lawrence  Hawkins, 
Augusta 

Stephen  Michael  Herman, 
Savannah 

Raymond  Chita  Ho,  Americus 
Lovic  Worth  Hobby,  Atlanta 
Scott  Dewey  Holmberg,  Atlanta 
Robert  Walton  Horseman,  Evans 
Bruce  Wheeler  Johnson,  Calhoun 
Clarence  M.  Johnson,  St.  Simons 
Island 

Julius  T.  Johnson,  Augusta 
Otto  Bernice  Johnson,  Dublin 
Ronald  Ivan  Kaplan,  Marietta 
Kate  Killebrew,  Atlanta 
Gilbert  John  Kloster,  Atlanta 
Gundy  Bellatrix  Knos,  Chamblee 
Michael  Nevins  Laslie,  Albany 
Dianne  Cheryl  Leeb,  Tucker 
John  Grant  Lewis,  Rome 
Wm.  C.  Lloyd,  Columbus 
Malcom  N.  Luxenberg,  Augusta 
Ahmad  Shafik  Mahayni,  Fitzgerald 


Padmanabha  Maramreddy, 
Waycross 

Jerome  Michael  Marchuk, 
Riverdale 

Richard  C.  Mattison,  Atlanta 
Gilbert  Orson  Maulsby,  Columbus 
W.  Theron  McLarty,  Smyrna 
Sylvester  McRae,  Columbus 
Byron  Donald  Minor,  Decatur 
Chas.  Wesley  Morgan,  Statesboro 
John  Charles  Munna,  Atlanta 
Thomas  R.  Nolan,  East  Point 
AlanJ.  Olansky,  Atlanta 
John  Theodore  Perry,  Cartersville 
Sanjeeva  Rao,  Jackson 
Kothapalli  N.  Reddy,  Americus 
David  Paul  Rouben,  Atlanta 
Lawrence  Edward  Ruf,  Savannah 
Philip  Richard  Saleeby,  Brunswick 
William  E.  Schatten,  Atlanta 
Ronald  Oliver  Schwartz,  Atlanta 
Robt.  Sami.  Shacklett,  Thomaston 
Kamla  Jivan  Shah,  Augusta 
Eloise  Bairn  Sherman,  Savannah 
Morton  Slutsky,  Atlanta 
David  Helmar  Smith,  Savannah 
Larry  Ray  Smith,  Albany 
Dixie  E.  Snider,  Tucker 
Shulin  Spektor,  Stone  Mountain 
Joel  David  Talley,  Stone  Mountain 
James  Westley  Tanner,  Lilburn 
Melanie  Ann  Thompson,  Atlanta 
Joel  Dennis  Todino,  Rome 
Richard  Andrew  Ulrich,  Bonaire 
Nirmala  Jayarama  Upadhya, 

Dublin 

Mark  Lamont  Walker,  Atlanta 
Robert  Michael  Warren,  Porterdale 
Bruce  Stuart  Webster,  Macon 
Harvey  Alan  Weiss,  Atlanta 
Donald  Anderson  White,  East 
Point 

Lee  Talmadge  Woodall, 

Barnesville 

Letha  Yurko-Griffin,  Atlanta 
Vincent  N.  Zubowicz,  Atlanta 
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On  Cybernetics 


• . . . hold  hands  with 
the  keyboard,  the  CRT, 
the  main  frame  as  we 
might,  there  lurks 
menacingly  around  the 
corner  the  threat  that 
we  might  shun  the 
challenge  of 
confronting  the  patient, 
of  using  our  minds  to 
assimilate  and  collate 
and  critique  the 
data  . . . p 


Hospital  rounds  were  relaxing 
that  December  morning, 
now  so  far  in  the  past.  I had, 
through  years  of  unrelenting 
habit,  become  comfortable  with 
the  way  my  days  went.  With  the 
methodical  sameness  with  which 
orders  were  written,  reports 
returned,  and  in  general  with  the 
order  and  predictability  that  1 had 
achieved  with  my  way  of 
practicing  medicine.  I was 
comfortable  until  that  Sunday 
morning  when  I walked  to  the 
patient  floor  to  find  that  our 
hospital’s  new  computer  system 
had  been  “brought  on  line.” 

They  were  gathered  about  the 
strangely  unfamiliar  piece  of 
machinery  much  as  one  might 
have  envisioned  a group  of 
children  catching  their  first 
glimpse  of  a television  picture. 

The  ability  to  simply  push  a series 
of  keys  and  have  a laboratory  test 
as  if  by  magic  spring  upon  the 
screen  seemed,  and  was,  beyond 
comprehension.  The  project  of 
the  moment  lay  not,  however,  in 
the  realm  of  scientific  inquiry  but 
rather  positioned  itself  among  the 
culinary  arts.  They  were  placing 
the  suffering  patient’s 
gastronomical  requests  into  the 
magical  maw  of  the  computer 
terminal.  From  that  huddled  mass 
burst  forth  the  anguish  of  the  one 
assigned  to  operate  the  devilish 
device.  “But  she  don’t  want  grits 
t.i.d.!” 

Now,  the  complexities  of 
arranging  for  the  availability  at 


breakfast  time  of  that  regionally 
honored  preparation  of  boiled, 
coarsely  ground  corn  meal  pales 
beside  that  of  methodically 
administering  an  aminoglycocide 
every  8 hours.  And  yet,  there 
dawned  upon  me  that  Sunday 
morning  the  suggestion  that  my 
life,  surely  my  manner  of 
practicing  medicine,  had  been 
forever  changed.  Little  did  I 
envision  the  magnitude  of  that 
change,  for  though  should  I have 
been  able  to  do  so  it  would  have 
seemed  as  fanciful  and  unrealistic 
as  the  Lilliputians  binding  down 
the  Giant  Gulliver.  But,  1 would  be 
bound  to  this  technologic  giant, 
for  so  it  was  that  day,  for  the 
remainder  of  my  personal  and 
professional  life. 

It  has  been  said  that  man’s 
progress  the  past  few  years 
has  surpassed  that  made  by  the 
human  race  over  the  previous 
many  centuries.  That  may  be  true 
of  the  “hardware.”  What,  though, 
of  the  “software”  and  particularly 
of  the  “software”  involved  in  the 
interaction  of  the  inquiring 
physician  with  the  physically 
impaired  patient?  Have  we  indeed 
come  to  the  place  in  time,  or  are 
we  relentlessly  racing  toward  it, 
where  the  inquiring  mind  need 
only  to  position  itself  before  the 
“keyboard”  — activate  in  proper 
sequence  the  correct  keys  — and 
so  extract  from  the  impersonal 
depths  of  the  machine  that 
information  so  arranged  and 
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interpreted  that  little  be  left  to 
accomplish  but  its  transferal  to 
the  patient?  Can  the  EKG,  the 
radiographic  examination,  and  the 
laboratory  data  be  so  assimilated 
that  the  inquiring  mind  becomes 
an  outdated  piece  of  “software”? 
And  if  so,  have  we  not  come 
precariously  close  to  that  point 
where  the  physician  could  be 
more  efficiently  — more  cost 
effectively  — replaced  not  by  the 
“nurse  practitioner”  practicing  by 
protocol  but  by,  let  us  call  him  or 
her,  the  “interpretative  and 
transmittal  practitioner”? 

Oh,  1 think  not,  but  I shudder  at 
the  conversation  between  me  and 
my  peers  over  the  past  few  years. 
“We  can  rule  out  pancreatic 
cancer.  It  would  have  shown  up 
on  the  CT  scan.”  “We  could 
explore  the  left  side  of  the  neck 
looking  for  the  parathyroid 
adenoma,  but  that  will  not  be 
necessary.  The  sonogram  on  that 
side  is  normal.”  “We  had  best  not 
operate  on  her  today.  The  P02  is 
too  low  (it  had  found  its  way  to 
us  on  the  computer  screen).”  It 
seems  that  we  are  presented  each 
day  with  a greater  challenge  to 
not  let  become  dull  that  side  of 
our  professional  lives  that  asks  of 
us  that  we  maintain  the  capability 
of  correlating  the  “hard  data”  of 
the  IBM  with  the  interpretative 
ability  of  the  original  master 
computer  else  we  as  physicians 
become  as  dispensable  as  though 
we  were  last  year’s  Cathode  Ray 
Tube. 


I still  recall  with  crystal  clarity 
making  medical  rounds  that 
Saturday  morning  so  many  years 
ago  with  a group  of  students, 
interns,  and  residents.  Paul 
Beeson,  M.D.,  the  quiet  and 
reflective  Chairman  of  the 
Department  of  Medicine  at  Emory, 
was  conducting  Grand  Rounds. 
We  were  talking  about  a patient 
in  the  “colored  hospital”  at  Grady 
afflicted  with  some  strange 
malady  not  lending  itself  to 
precise  definition.  We  were  in  a 
conference  room,  the  patient  still 
in  his  bed  on  the  ward.  All  of  the 
laboratory  data  were  before  us. 
The  x-rays  were  there  to  correlate 
with  it.  We  were  coming  close  to 
putting  a name  upon  the  malady 
from  which  that  patient  suffered. 
And  then  Paul  Beeson  suggested 
that  before  pronouncing  such  an 
obvious  conclusion,  perhaps  we 
should  confront  the  patient.  He 
said  something  I have  tried 
assiduously  not  to  forget.  He  said, 
“Medicine  would  be  so  much 
easier  if  one  did  not  have  to 
confront  the  patient.”  He  was 
saying  to  us,  at  least  so  it  seemed 
to  me,  that  one  must  cautiously 
avoid  the  seductive  tendency  to 
deal  only  with  hard  data  and  ever 
relentlessly  insist  upon  bringing 
that  data  into  a correlative 
relationship,  into  conflict  with,  if 
you  will,  the  fascinating  and  ever 
elusive  arena  of  physical 
diagnosis.  Perhaps  more  than 
this,  he  was  saying  that  “the 
human  body  has  information  to 


give  us  that  is  technologically 
inaccessible”  (George  Sheehan, 
M.D.). 

Paul  Beeson  drifted  on  out  of 
my  life  a few  months  after  that 
remark.  Drifted  on  to  positions  of 
prestige  at  Yale  and  then  at 
Oxford.  The  observation  hung 
around  me,  however,  and 
continues  to  remind  that  hold 
hands  with  the  keyboard,  the 
CRT,  the  main  frame  as  we  might, 
there  lurks  menacingly  around  the 
corner  — in  the  shadows  — the 
threat.  That  should  we  shun  the 
challenge  of  confronting  the 
patient,  of  using  our  minds  to 
assimilate  and  collate  and 
critique  the  data,  then  surely  we 
shall  not  only  have  dehumanized 
medicine  but  also  shall  have 
ushered  in  the  1984  which  George 
Orwell  warned  us  of  and  before 
the  prospects  of  which  we  can 
only  shudder. 

CRU 
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The  Impaired  Physicians  Program:  Comments  on  the 
Minority  Report 

Marvyrt  D.  Cohen,  M.D. 

I n A recent  issue  of  JAMA,  there 
A was  an  article  on  the  “Piece  of 
My  Mind”  page  about  a doctor 
who  did  not  know  how  to  get 
help  for  a fellow  physician  who 
was  becoming  incapacitated  due 
to  an  alcohol  dependence.  The 
well  meaning  doctor  thought  he 
was  doing  something  constructive 
by  telling  his  hospital 
administrator  to  intervene  with 
this  sick  doctor.  The  unfortunate 
doctor  described  in  the  article 
subsequently  committed  suicide. 

This  article  was  timely  for  us 
because  at  our  last  annual 
meeting  in  Savannah,  the  Medical 
Association  of  Georgia  decided  to 
continue  the  Impaired  Physicians 
Program  not  only  with  money  but 
also  with  participation  in  the 
administrative  affairs  of  the 
program!  In  the  very  near  future 
there  should  not  be  a doctor  in 
the  state  of  Georgia  unaware  of 
the  help  available  for  impaired 
colleagues.  Doctors  in  the  larger 
cities  of  Georgia  have  members  in 
their  county  society  who  are 
members  of  the  State  Impaired 
Physicians  Committee.  Dr.  Ed 
Waits,  of  Atlanta,  is  the  State 
Chairman,  and  there  are  sub- 
groups of  that  committee  in 
Columbus,  Macon,  Augusta,  and 
Savannah.  Each  of  these  medical 
communities  have  experienced 
members  to  help  the  impaired 

physician  and  his  or  her  family. 
This  type  of  support  is  invaluable 
to  these  affected  families.  There 
may  be  some  physicians  who  will 
seek  help  outside  our  state  and/or 
outside  the  program.  This  is  o.k., 
as  long  as  some  help  is  provided. 

But  what  about  the  rural 
physician  who  becomes  impaired: 

1.  Will  there  be  a program  for 
that  doctor?  Who  will  be  the 
interventionist? 

2.  Can  we  be  assured  of 
confidentiality  if  records  are  kept 
in  an  open  office  in  Atlanta? 

3.  Will  the  new  program 
director  set  safeguards  to  keep 
our  Program  strong,  self 
sustaining? 

4.  Will  the  oversight  committee, 
currently  under  the  chairmanship 
of  Dr.  William  Hardcastle 
(Decatur),  maintain  a strong 
presence  and  give  advice  and 
leadership  to  the  ongoing  project? 

I have  written  this  editorial 
because,  as  a delegate  from 
Muscogee  County  and  a member 
of  the  Committee  F (the  House  of 
Delegates)  financial  oversight 
Committee,  I co-authored  a 
minority  report  that  sponsored 
this  program.  Dr.  Hardscastle  and 
I personally  felt  there  was  a need 
for  this  service  to  our 
membership.  I feel  it  is  as  all 
important  to  the  MAG  and  Georgia 
doctors  as  tort  reform,  public 
relations,  MAG  Mutual  Insurance, 
etc. 

Dr.  Cohen  practices  pediatrics;  he  served  on 
Reference  Committee  F at  the  1988  MAG  House 
of  Delegates.  His  address  is  500  Eighteenth  St., 
Suite  B-20,  Columbus,  GA  31901. 
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Leaving  the  Landing  Lights  on  for  Amelia  Earhart 


WHEN  THE  OWNER  of  the 

Washington  Redskins  was 
asked  why  he  fired  Coach  George 
Allen,  he  reportedly  said,  “I  gave 
him  an  unlimited  budget,  and  he 
exceeded  it.” 

It  is  not  hard  to  make  such  a 
case  for  the  health  care  system  in 
this  country.  It  seems  to  be  on  a 
collision  course  with  the 
American  economy.  According  to 
figures  given  in  a recent  article  by 
Paul  A.  Bluestein,  M.D.,1  1 1 V2C  of 
every  dollar  is  spent  on  health 
care,  more  than  one  billion 
dollars  per  day,  increasing  2% 
times  the  rate  of  inflation.  In  the 
U.S.  we  spend  $2000  a month  per 
capita  on  health  care,  but  we 
have  the  same  morbidity  and 
mortality  rate  as  the  United 
Kingdom,  which  spends  $500  per 
month,  and  Singapore,  which 
spends  only  $200  a month  per 
capita.  Approximately  50%  of 
corporate  pretax  profits  in  this 
country  went  for  health  care  costs 
last  year. 

This  is  by  no  means  a plea  for 
some  other  country’s  system  of 
health  care.  But  some  system  of 
rationing,  probably  not  decided 
by  physicians,  is  a reality  that 
looms  dead  ahead.  Daniel 
Callahan,  member  of  a prestigious 
think  tank,  has  a current  book  on 


Louick  Dickey,  M.D. 


the  subject,  Setting  Limits.  There 
can  be  no  painless  solution.  To 
think  otherwise  or  to  bury  our 
heads  in  the  sand  is,  as  Bluestein 
says,  “like  leaving  the  landing 
lights  on  for  Amelia  Earhart.” 
Cutting  out  the  fat  of  inefficient 
tests,  unnecessary  admissions, 
services  with  low  returns,  etc.  are 
going  to  be  musts.  The  financial 
burden  of  providing  all  possible 
care  to  everyone  all  the  time  is 
meeting  increasing  resistance. 
Physicians,  nurses,  and  all  health 
professionals  need  to  realize  the 
problem,  and  patients  need 
education  in  taking  responsibility 
for  their  own  health.  Technical 
and  professional  progress  has 
made  past  solutions  inappropriate 
for  the  present  and  future.  The 
“damn-the-torpedos  — full  speed 
ahead”  philosophy  is  running  us 
into  the  rocky  shore. 

Reference 

1.  Bluestein  PA.  The  nuts  and  bolts  of 
Utilization  Review.  Qual  Assurance  Review 
1988;3:11-13. 


Dr.  Dickey  is  a retired  orthopedic  surgeon.  His 
address  is  145  Covington  Place,  Macon,  GA 
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CALENDAR 


SEPTEMBER 

2-4  — Callaway  Gardens:  Geor- 
gia Society  of  Internal  Medi- 
cine/Georgia Chapter  Ameri- 
can College  of  Physicians 
Meeting.  Category  1 credit.  Con- 
tact James  Moffett,  938  Peach- 
tree St.,  Atlanta  30309.  PH:  404/ 
876-7535  or  800/282-0224. 

9 — Atlanta:  Hepatic  Surgery. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

15-17  — Sea  Island:  Georgia 
Surgical  Society.  Category  1 
credit.  Contact  William  C.  Mc- 
Garity,  M.D.,  1365  Clifton  Rd., 
Atlanta  30322.  PH:  404/321- 
0111. 

1 9-20  — Atlanta:  Second  An- 
nual Menopause  Conference. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

14-16  — Atlanta:  Advances  in 
the  Diagnosis  and  Treatment 
of  Cardiovascular  Diseases. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

14-16  — Savannah:  Neonatol- 
ogy — The  Sick  Newborn.  Cat- 
egory 1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967.  ' 

22- 24  — Hilton  Head  Island,  SC: 
Frontiers  in  Nutrition.  Category 
1 credit.  Contact  Div.  of  Cont. 

Ed.  MCG,  Augusta  30912.  PH: 
404/721-3967. 

23- 24  — Atlanta:  The  Clinical 
Management  of  Sickle  Cell 

Disease.  Category  1 credit.  Con- 
tact Office  of  CME,  Emory  Univ. 
Sch.  of  Med.,  1440  Clifton  Rd., 
Atlanta  30322.  PH:  404/727- 
5695. 


23-24  — Atlanta:  Introduction 
Into  Percutaneous  Translu- 
minal Angioplasty  VII.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

23-24  — Atlanta:  Pediatric  Car- 
diology for  the  Primary  Care 
Physician.  Category  1 credit  and 
AAFP  prescribed  credits.  Con- 
tact: Davis  Howell,  PhD,  Out- 
reach Services,  Georgia  Baptist 
Medical  Center,  300  Boulevard, 
Box  200,  Atlanta  30312.  PH: 
404/653-4741 . 

26-29  — Atlanta:  Advanced 
Demonstrations  in  Percuta- 
neous Transluminal  Angio- 
plasty XX.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

26- 30  — Atlanta:  Modern 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

27- 28  — Atlanta:  Public  Health 
Service  Policy  on  Humane 
Care  and  Use  of  Laboratory 
Animals.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

28- 29  — Atlanta:  Georgia 
Chapter  of  the  American 
Academy  of  Pediatrics  Fall 
Meeting.  Contact  Executive 
Secretary  William  C.  Mankin, 
4059  Land  O’Lakes  Dr.,  Atlanta 
30342. 


28- 30  — Unicoi  State  Park: 

Looking  Ahead:  Caring  for 
Georgia’s  Aging  Population, 
Seventh  Annual  Conference  of 
the  Georgia  Rural  Health 
Association.  Category  1 credit. 
Contact  Pauletta  Graves,  Office 
of  CME,  Morehouse  School  of 
Medicine,  720  Westview  Dr., 
Atlanta  30310.  PH:  404/752- 
1629. 

29- 30  — Atlanta:  Stress  and  the 
Heart  — Risks  and  Recovery. 

Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton, 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

30  — Atlanta:  Recent  Advances 
in  Clinical  Oncology.  Category 
1 credit.  Contact  David  Gordon, 
M.D.,  1365  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-6761. 

30- Oct  1 — Augusta:  Current 
Concepts  in  Organ  and  Tissue 
Donation  and  Transplantation. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967.  ' 

OCTOBER 

5 — Atlanta:  Joseph  S.  Skobba 
Symposium  (Psychiatry). 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

6- 9  — Sea  Island:  Georgia 
Orthopaedic  Society.  Category 
1 credit.  Contact  David  F.  Apple, 
Jr.,  M.D.,  1938  Peachtree  Rd., 
Ste.  710,  Atlanta  30309.  PH: 
404/352-2234. 

7- 9  — Atlanta:  Annual  Meeting 
of  the  Georgia 
Gastroenterologic  Society. 

Category  1 credit.  Contact 
Steven  J.  Morris,  M.D.,  20 
Linden  Ave.,  Ste.  500,  Box  27, 
Atlanta  30365.  PH:  404/881- 
1094. 
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ROSALYN  R STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  U.S.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 

cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— T he  U.S.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


MM  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USArARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  insert  for  prescribing  information. 
Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks. 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s after  healing  of  an  active  duodenal  ulcer. 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known. 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists. 

Precautions:  General—  1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix®  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions  — No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam.  lidocaine,  phenytoin,  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine,  150  mg  bid.  was  administered  concurrently 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility— A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day. 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used.  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day.  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy-Teratogenic  Eftects-Pregnancy  Category  C— Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect:  but.  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights.  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are.  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women.  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers— Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats.  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  Use— Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients— Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1,900  patients  given  nizatidine  and  over  1.300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0.2%).  urticaria  (0  5%  vs  <0  01%),  and  somnolence 
(2  4%  vs  13%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported:  it  was  not  possible  to 
Axid®  (nizatidine.  Lilly) 


determine  whether  these  were  caused  by  nizatidine 

Hepatic— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SGOT  (AST).  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine.  In  some  cases,  there  was  marked 
elevation  of  SGOT.  SGPT  enzymes  (greater  than  500  IU/L),  and  in  a single 
instance.  SGPT  was  greater  than  2.000  IU/L.  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardiovascular—  In  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects. 

Endocrine— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 

Hematologic— Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H2-receptor  antagonist.  On  previous  occasions, 
this  patient  had  expenenced  thrombocytopenia  while  taking  other  drugs. 

Integumental— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Other— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84% 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation.  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LDS0  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 


mg/kg  respectively 
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Tax  Exemption  Depends 
on  Hospital  Mission 

The  question  of  whether  not- 
for-profit  hospitals  tax-exempt 
status  can  stand  up  may  well 
depend  on  their  individual 
missions. 

At  a recent  American  Hospital 
Association  teleconference, 
Douglas  M.  Mancino,  a tax 
planner  with  the  Los  Angeles  law 
firm  of  McDermott,  Will,  and 
Emery,  said  that  the  tax-exempt 
survivors  will  be  the  hospitals 
whose  purpose  is  to  meet  their 
communities’  needs  and  whose 
services  relate  to  that  purpose. 

Hospitals  who  are  viewed  more 
as  business  enterprises  than 
charitable  institutions  may  fail  to 
retain  a tax-exempt  status, 
conference  panelists  said,  and 
they  agreed  that  the  key  is 
whether  the  hospital  is  viewed  as 
a charitable  institution  or  a 
business  enterprise.  For  those 
perceived  as  business  enterprises, 
a tax-exempt  status  may  soon 
become  a relic  of  the  good  old 
days. 

No  Smoking  or 
No  Medicare 

The  Health  Care  Financing 
Administration  is  seriously 
considering  making  hospital 
smoking  restrictions  a condition 
for  Medicare  participation.  In  fact, 
HCFA’s  administrator  William  L. 
Roper  has  said  hospitals  should 
“take  steps  now  that  would  pre- 
empt HCFA”  from  using 
’’regulatory  clout”  to  create  a 
smoke  free  health  care 
environment. 


HOSPITAL 


In  addition,  Surgeon  General  C. 
Everett  Koop,  M.D.,  has  sent 
letters  to  hospital  administrators 
encouraging  them  to  ban  sfnoking 
in  the  hospital  “as  quickly  as 
possible.” 

Currently  90%  of  the  nation’s 
hospitals  have  smoking 
restrictions,  but  only  8%  have 
banned  it  entirely. 

Small  Hospitals  Still 
Facing  Problems 

Nearly  600  of  the  nation’s  2,700 
rural  hospitals  are  at  risk  of 
closing,  according  to  recent 
testimony  before  the  Senate 
Special  Committee  on  Aging. 

Since  1980,  approximately  161 
rural  communities  have  closed. 

The  primary  cause,  said 
speakers  to  the  committee,  is 
inequitable  Medicare  payments  to 
rural  hospitals,  which  receive  up 
to  40%  less  than  urban 
institutions  for  performing  the 
same  procedures. 

Other  factors  contributing  to 
rural  hospitals’  plight  are  a 
general  recession  in  agricultural 
regions  of  the  country,  declining 
rural  populations,  and  the  large 
number  of  persons  from  rural 
areas  who  eschew  local  hospital 
care  for  treatment  at  larger  urban 
institutions. 

Government  Plans 
Medicare  Education 
Program 

Recognizing  that  the  over-65 
population  generally  does  not 
understand  Medicare’s  benefits, 
the  Health  Care  Financing 
Administration  is  planning  a 
public  education  program  on  all 
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aspects  of  Medicare,  including 
new  catastrophic  care  legislation. 

HCFA’s  program  will  include 
public  service  announcements  by 
HHS  Secretary  Otis  R.  Bowen, 
M.D.,  and  a brochure  that  will  be 
mailed  to  the  more  than  32 
million  Medicare  beneficiaries.  In 
addition,  HCFA  will  set  up  a toll- 
free  information  hotline  for  the 
elderly  and  their  families. 

Medicaid  Digs  Deeper  Into 
Hospitals’  Pockets 

Georgia’s  Medicaid  payments  last 
year  fell  short  of  costs  by  about  14%, 
a percentage  the  state  hospital  as- 
sociation translates  into  a $30  mil- 
lion loss  to  Georgia’s  hospitals.  Yet 
the  state  has  proposed  a 2.8%  cut 
in  the  Medicaid  budget,  which,  at 
press  time,  was  scheduled  to  go  into 
effect  in  early  July. 

The  proposed  cut  would  mean  a 
$45  million  loss  for  hospitals  dur- 
ing the  first  year,  and  broken  down, 
the  Medicaid  budget  would  look  like 
this: 

State  pays  $79  million 

Federal  govern- 
ment pays  $154  million 

Hospitals  pay  $45  million 

“Few  people  realize  that  hospi- 
tals pay  almost  half  what  the  state 
pays  for  Medicare,”  says  Cal  Cal- 
houn, director  of  financial  services 
for  Georgia  Hospital  Association.  In 
a hearing  before  the  Department  of 
Medical  Assistance,  Calhoun  testi- 
fied that  expansions  of  the  Medic- 
aid program  have  caused  the  state 
to  exceed  its  budget  projections  for 
certain  providers,  thereby  leading 
the  state  to  propose  the  cuts  “under 
the  guise  of  efficiency.” 


AUGUST  1988,  Vol.  77 


621 


Doctor,  Before  \bu  Buy 
That  Computer . . . 

Robert  R.  Moore,  Jr. 


Putting  A computer  in  your  prac- 
tice can  pay  big  dividends.  It 
allows  you  to  cost-effectively  store 
and  quickly  retrieve  vast  amounts 
of  patient  information  — both  clin- 
ical and  financial.  It  can  automate 
your  billing  and  accounting  pro- 
cedures, simplify  record  keeping 
and  correspondence.  A computer 
can  boost  staff  productivity  and 
make  your  practice  more  profita- 
ble. No  wonder  so  many  physicians 
are  talking  about  computers  today. 

The  only  downside  lies  in  se- 
lecting which  system  is  right  for  you. 
There  are  literally  hundreds  of  hard- 
ware and  software  products  out 
there  — as  you  probably  know  from 
the  legion  of  salesmen  and  com- 
puter vendors  trying  to  contact  you. 
To  make  the  best  decision,  you  need 
the  best  available  information.  Se- 
lection and  buying  a computer  for 
your  office  can  be  risky  business. 
Mistakes  can  be  costly,  and  they 
can  devastate  your  practice.  When 
the  Medical  Association  of  Geor- 
gia’s Computers  in  Medicine  Com- 
mittee asked  me  for  advice  on  how 
a physician  should  go  about  se- 


An  expert  on 
medical  office  systems 
shares  tips  — and 
warnings  — on  how  to 
select  a computer  for 
your  practice. 


lecting  a medical  office  system,  I 
offered  two  practical  suggestions: 

Know  What  You  Need 

The  first  step  in  selecting  a sys- 
tem is  to  take  a long,  hard  realistic 
look  at  what  is  going  on  in  your 
practice.  The  object  here  is  to  gather 
as  much  information  as  possible 
about  the  business  of  your  office 
operations.  It  will  be  impossible  to 
select  among  many  different  sys- 
tems if  you  are  not  clear  about  what 
is  being  done  in  your  office,  and 
why. 


Mr.  Moore  is  co-founder  of  Gates,  Moore  & Com- 
pany, a prominent  medical  practice  management 
consulting  firm  in  Atlanta.  He  prepared  this  article 
at  the  request  of  MAG’s  Computers  in  Medicine 
Committee.  Send  reprint  requests  to  him  at  3399 
Peachtree  Rd.,  N.E.,  Suite  320,  Atlanta,  GA  30326. 


For  starters,  look  at  the  big  pic- 
ture. First,  why  do  you  need  a com- 
puter? Develop  a list  of  reasons  and 
justifications.  Determine  if  the  man- 
ual methods  and  systems  em- 
ployed in  your  office  can  accom- 
modate your  current  and  projected 
needs.  Compare  the  cost  of  manual 
methods  with  the  realistic  cost  of 
an  electronic  data  processing  sys- 
tem. 

Next,  categorize  your  needs  and 
evaluate  them  in  three  areas:  (a) 
financial;  (b)  clinical;  and  (c)  mar- 
keting. Your  specialty  and  the  size 
of  your  practice  will  markedly  affect 
these,  but  in  all  cases  you  should 
document  some  important  practice 
statistics: 

(a)  Patient  volume  — average 
number  of  patients  processed 
in  the  office  per  half-day  ses- 
sion. Use  a 2-week  period  to 
establish  your  data  base.  Keep 
in  mind  the  total  number  of  ac- 
tive patient  medical  records  in 
your  filing  system.  (We  define 
“active”  as  a patient  who  has 
received  treatment  within  the 
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last  36  months.)  Do  you  antic- 
ipate any  changes  in  patient 
volume  over  the  next  three 
years? 

(b)  Number  of  statements  proc- 
essed and  mailed  for  services 
rendered  in  your  office,  and  in 
the  hospital.  You  should  be 
able  to  detail  your  billing  cycle 
from  date  of  service.  Be  sure  to 
consider  your  procedures  for 
handling  Medicare  and  private 
insurance.  And  what  if  the  pa- 
tient is  covered  by  more  than 
one  plan?  How  long  do  you 
continue  to  send  statements  on 
delinquent  accounts. 

(c)  Number  of  insurance  claims 
processed  and  mailed  — again, 
look  at  a two-week  period.  How 
many  claims  were  processed? 


How  many  were  Medicare? 
Medicaid?  Blue  Shield?  Work- 
ers’ Comp?  Other  private  car- 
riers? Do  you  process  claims 
on  any  form  other  than  the 
HCFA  1500? 

(d)  Number  of  practice-related  fi- 
nancial transactions  that  oc- 
cur during  an  average  work 
week.  Here,  a variety  of  factors 
are  involved,  such  as  the  av- 
erage number  of  mail-in  pay- 
ments received  and  number  of 
statements  mailed.  It  would  be 
helpful  to  analyze  a sample  of 
75  charge  tickets  for  office 
services  and  learn  the  number 
of  patient  visits  with  three  or 
less  services  rendered;  number 
of  “no  charge”  visits;  number 
of  patient  visits  requiring  in- 


surance filing;  number  of  visits 
paid  at  the  time  of  service. 

The  complete  evaluation  of  your 
office  financial  procedure  includes 
also  such  questions  as,  is  your  es- 
tablished fee  schedule  consistently 
applied?  Do  you  participate  in  an 
HMO  or  PPO  program? 

Financial  needs  are  not  the  only 
variables  to  consider.  You  should 
also  determine  whether  you  have  a 
need  for  specific  clinical  data  to  be 
maintained  in  a computer  system. 
Do  you  currently  maintain  a status 
report  on  hospitalized  patients? 
What  other  clinical  applications 
would  you  require  in  a computer 
system?  Do  you  have  a recall  sys- 
tem in  effect?  Think  of  the  types  of 
patients  you  would  include  in  your 
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recall  system  — diabetics,  hyper- 
tensives, cancer  patients,  etc. 

In  analyzing  your  practice,  be  sure 
to  keep  this  rule  in  mind:  a com- 
puter by  itself  will  not  solve  prob- 
lems in  your  office,  nor  can  it  or- 
ganize and  manage  a chaotic 
medical  office.  Before  setting  out  to 
buy  a system,  you  need  to  be  sure 
of  your  practice’s  management  pro- 
cedures. Without  proper  office  pro- 
cedures, the  best  computer  system 
in  the  world  won’t  help  you. 

Know  What  You  Are  Looking  At 

No  two  medical  practices  are  ex- 
actly alike.  And  no  one  computer 
system  will  work  for  all  medical 
practices. 

There  are  dozens  of  companies 
involved  in  the  data  processing 
business  with  a bewildering  variety 
of  systems  installed  in  an  equally 
bewildering  variety  of  medical 


The  complete 
evaluation  of  your 
office  financial 
procedures  includes 
such  questions  as,  is 
your  established  fee 
schedule  consistently 
applied?  Do  you 
participate  in  an  HMO 
or  PPO  program? 


practices,  both  general  and  sub- 
specialty. It  is  safe  to  say  there  is  a 
system  available  today  for  almost 
every  size  and  kind  of  a practice. 
You  should  select  what  you  need 
and  want,  not  merely  whatever  a 
salesman  is  selling.  Armed  with  the 
right  information,  you  can  make  a 
prudent  decision  that  satisfies  your 
objective,  not  the  salesman’s. 

After  assessing  your  needs,  you 
will  be  in  a position  to  start  select- 
ing a computer  company.  Chances 
are  that  you  have  already  been  con- 
tacted by  several  salesmen.  Other 


physicians,  maybe  the  hospital  ad- 
ministrator, or  even  the  telephone 
book  will  provide  the  names  of 
hardware  and  software  firms. 

The  challenge  comes  after  you 
have  prepared  a list  of  possible  pro- 
viders. For  each,  you  should  gather 
reliable  information  on  the  follow- 
ing points: 

About  the  Company 

1 . Has  the  company  been  in  busi- 
ness more  than  three  years? 

2.  Does  the  company  have  ten  or 
more  computer  installations  it  is 
supporting? 

3.  Has  a credit  check  been  con- 
ducted on  the  computer  com- 
pany? 

4.  Have  references  been  checked? 

5.  Has  an  on-site  evaluation  of  the 
system  in  another  practice  of 
your  specialty  been  conducted? 

Hardware 

1 . Is  the  computer  hardware  a na- 
tionally recognized  brand? 

2.  Is  the  hardware  a true  multi-user, 
multi-tasking  system? 

3.  Is  the  computer  vendor  propos- 
ing a network  of  personal  com- 
puters? Why? 

Software 

1.  Is  the  computer  company  sup- 
plying a generic  medical  soft- 
ware package  that  will  be  tai- 
lored to  your  specific  needs? 

2.  Will  the  software  accommodate 
your  specific  needs  as  defined 
and  documented? 

3.  If  specific  programming  require- 
ments are  necessary,  is  there  a 
charge? 

4.  Has  the  specific  system  backup 
media  and  method  been  defined 
to  include  estimated  time  fac- 
tors? 

Based  on  your  findings  you 
should  then  limit  your  options  to 
two  or  three  vendors,  submit  a de- 
tailed explanation  of  your  com- 
puter needs,  and  ask  for  a bid  on 
the  proposed  hardware/software 
system.  Always  get  competitive  bids 
from  at  least  two  vendors. 

When  you  receive  your  bids,  ask 
yourself  five  key  questions: 


1 .  Has  the  vendor  representing  the 
computer  company  docu- 
mented the  commitments  made 
regarding  the  system? 


Much  of  the 
difficulty  in  choosing  a 
system  that  is  right  for 
your  practice  can  be 
eliminated. 


2.  Have  the  exact  terms  of  the  hard- 
ware and  software  support 
agreement  been  defined  with 
annual  cost? 

3.  Has  the  amount  of  training  that 
will  be  provided  been  defined 
and  documented? 

4.  Has  a specific  timetable  for 
computer  conversion  been  de- 
fined and  documented? 

5.  Have  specific  requirements  for 
power  and  telephone  been  de- 
tailed? 

If  all  these  points  are  covered  to 
your  satisfaction,  and  the  proposed 
system  meets  your  practice’s  needs, 
you’re  in  a position  to  sign  a sales 
agreement.  Before  doing  so,  how- 
ever, you  should  implement  these 
safeguards: 

a)  ensure  that  all  commitments 
have  been  documented  and  be- 
come a part  of  the  sales  agree- 
ment 

b)  have  your  practice  attorney  re- 
view the  sales  agreement 

Buying  a computer  for  your 
practice  is  not  a simple  task. 
But  much  of  the  difficulty  in  choos- 
ing a system  that  is  right  for  your 
practice  can  be  eliminated.  By  as- 
sessing your  needs,  confirming  the 
capabilities  of  vendors  and  their 
products,  analyzing  their  capacity 
to  meet  your  needs,  and  finally  by 
double-checking  the  proposed  sales 
agreement,  you  can  help  yourself 
make  an  enlightened  decision  that 
will  benefit  you,  your  staff,  and  your 
practice.  ■ 
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Purchasing  an  Office  Management 
Computer  System  — 

The  Questions  to  Ask 

Larry  Miller 


A MANAGEMENT  COMPUTER  SYSTEM 
streamlines  a physician’s  of- 
fice. 

Doctors  are  often  confused  by 
computers  and  the  services  office 
management  systems  can  provide. 
These  systems  are  designed  to  make 
physician  practices  time  and  money 
efficient.  An  office  management 
computer  system  is  vital  to  a suc- 
cessful physician  practice.  But  it  is 
important  to  check  into  computer 
vendors  and  ask  the  right  questions 
before  purchasing  a system. 

Is  the  vendor  a stable  company? 

Does  the  vendor  have  staying 
power?  Is  the  company  financially 
strong?  Can  it  withstand  significant 
market  changes  such  as  a recession 
or  slow-marketing  cycle?  What  is 
the  vendor’s  current  market  posi- 
tion and  strength?  Is  the  vendor 
strong  enough  to  maintain  or  step- 
up  the  pace  on  software  develop- 
ment? How  long  has  the  company 
been  in  business  in  your  market? 

Any  vendor  can  survive  in  the 
market  for  a year  or  two.  You  should 
check  with  other  customers  and  find 


An  office 

management  computer 
system  is  vital  to  a 
successful  physician 
practice.  But  it  is 
important  to  check  into 
computer  vendors  and 
ask  the  right  questions 
before  purchasing  a 
system.  Those 
questions  are  specified 
in  this  article. 
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tree Rd.,  P.O.  Box  4445,  Atlanta,  GA  30302. 


out  if  the  vendor  has  been  time- 
tested  for  stability.  The  true  stability 
test  comes  in  the  third  or  fourth  year. 

Is  the  vendor  willing  to  give  you 
a service  commitment? 

Is  the  vendor  selling  you  a system 
without  any  service  after  the  sale? 
When  things  go  wrong,  is  the  ven- 
dor going  to  be  around  to  resolve 
the  problem?  Are  old  customers  left 
out  on  a limb  with  no  assurance  of 
ever  getting  their  problem  solved? 
Is  the  vendor  committed  to  superior 
service  and  improved  perform- 
ance? 

The  only  way  to  check  on  a ven- 
dor’s commitment  is  to  talk  to  the 
people  that  deal  with  them  every 
day.  It  is  your  right  to  ask  for  a long 
list  of  system  users. 

Does  the  vendor  have  good 
references? 

When  you  ask  for  references,  are 
you  getting  excuses  instead  of  a list? 
Is  the  vendor  “just  expanding  into 
this  area”?  Is  the  vendor  giving  you 
reference  for  a different  product 
than  the  one  you  are  buying? 
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The  best  way  to  exclude  ques- 
tionable or  weak  companies  from 
your  choices  is  to  ask  for  a list  of 
references.  A reference  list  should 
contain  at  least  four  users.  With  a 
more  extensive  list  you  can  ran- 
domly select  users  and  obtain  a 
truer  picture  of  a vendor’s  perform- 
ance and  a flavoring  of  how  they 
do  business. 

Watch  out  for  the  following  com- 
ments and  look  closely  at  the  ven- 
dor when  you  hear  them.  A repre- 
sentative of  a weak  or  questionable 
company  usually  makes  statements 
like  these. 


If  a vendor  offers  a 
price  that  is  too  good 
to  be  true,  it  probably 
is.  You  can  often 
identify  the  first  signs 
of  internal  problems 
from  vendors  when  you 
notice  them  offering 
special  prices  on  their 
systems. 


We  are  just  expanding  into  this 
area. 

The  reason  our  price  is  so  low  is 
that  we  are  offering  a holiday  spe- 
cial. 

We  have  just  expanded  into  a new 
vertical  market. 

Yes,  I have  a reference  for  you 
and  here  it  is. 

We  don’t  have  that  many  sites  in- 
stalled yet,  but  sales  are  tremen- 
dous. 

Let  me  give  you  the  references 
that  have  our  new  software. 

Yes,  we  do  everything  now. 

We  will  give  you  a 24-hour  re- 
sponse on  everything. 

It’s  in  development,  but  it  will  be 
ready  by  the  time  you  are  installed. 

With  our  software  you  will  never 
have  a problem. 

We  will  give  you  any  enhance- 
ments you  want. 


What  are  the  system 
capabilities? 

In  order  to  determine  the  system 
you  want  to  purchase,  you  need  to 
create  a checklist  based  on  office 
procedures  you  want  to  automate. 
Then  list  the  procedures  in  priority 
order.  Normally,  the  high  volume 
repetitious  activities  will  generate 
the  most  efficiencies  in  your  office. 
The  aging  and  collection  reports  on 
your  accounts  receivable  and  elec- 
tronic claims  will  generate  the 
greatest  improvements  in  your  cash 
flow  and  the  greatest  reduction  in 
bad  debts.  The  “bells  and  whistles” 
in  a system  can  make  a difference 
in  your  selection,  but  the  key  to  an 
efficient  computer  system  is 
whether  or  not  it  is  functional  for 
your  immediate  office  needs. 

Is  the  system  easy  to  use? 

Your  new  computer  will  cause 
problems  if  your  office  staff  does 
not  understand  or  accept  the  sys- 
tem. You  should  include  your  office 
manager  and  representatives  from 
your  clerical  staff  in  the  selection 
of  your  system.  Involving  your  of- 
fice employees  in  the  decision- 
making process  could  insure  that 
your  new  system  is  acceptable  and 
appropriate.  These  employees  are 
best  qualified  to  determine  whether 
the  software  is  user  friendly.  It  is 
vital  that  your  employees  under- 
stand the  system  if  the  computer  is 
to  improve  the  management  of  your 
office.  The  system’s  training  pro- 
gram is  significant  in  your  employ- 
ee’s smooth  transition  to  a new  of- 
fice management  computer  system. 

What  kinds  of  system  training 
does  the  vendor  offer? 

Does  the  vendor  offer  flexible 
training  sessions?  Are  they  willing 
to  do  either  on-site  or  off-site  train- 
ing? Does  the  vendor  have  service 
centers  located  within  a reasonable 
driving  distance  of  your  location? 
Do  their  support  staff  work  in  your 
region?  If  you  experience  staff  turn- 
over, will  the  vendor  retrain  new 
staff  on  the  system?  Does  the  ven- 
dor have  a toll-free  WATS  line  for 


user  questions?  What  sort  of  follow- 
up mechanism  does  the  vendor 
provide  to  insure  that  all  calls  and 
problems  are  resolved? 

Your  new  system’s  training  pro- 
gram is  significant  in  the  smooth 
transition  to  a new  computer.  You 
can’t  effectively  train  staff  on  a new 
system  by  phone  or  through  a users’ 
manual.  It  is  important  that  anyone 
who  uses  the  system  learn  about  it 
through  a vendor’s  professional 
hands-on  training  program. 

Does  the  vendor  offer  system 

hardware  and  maintenance? 

It  is  best  to  purchase  your  hard- 
ware and  software  from  the  same 
vendor  to  eliminate  capability  and 
maintenance  problems.  By  working 
with  one  vendor,  you  can  solve 
problems  faster  and  more  effi- 
ciently. It  also  helps  to  have  one 
vendor  to  hold  accountable  if  there 
are  problems.  You  should  also  have 
a on-site  hardware  maintenance 
contract  to  insure  that  your  down 
time  is  held  to  a minimum. 

Will  your  vendor  help  you 
finance  your  system? 

Does  the  vendor  offer  flexible  fi- 
nancial alternatives  to  help  you  ob- 
tain a system?  Can  you  lease  or  pur- 
chase your  system?  What  level  of 
flexibility  is  available  under  each 
method? 

It  is  important  that  your  vendor 
offers  you  a choice  of  financing 
methods  for  your  new  office  man- 
agement system.  A lease  is  most 
advantageous  when  you  do  not  want 
to  worry  about  a large  payout  or  if 
you  are  hesitant  about  owning  ob- 
solete hardware.  However,  a lease 
can  be  more  costly  over  time,  es- 
pecially if  your  vendor’s  hardware 
maintains  its  value.  Owning  your 
system  may  have  investment  ad- 
vantages over  a longer  period  of 
time.  Your  individual  needs  should 
determine  your  financing  option. 

How  will  the  vendor  charge  you 
for  software  enhancement? 

Does  your  vendor  automatically 
include  mandated  changes  as  part 
of  your  software  support  agreement 
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or  does  new  software  have  to  be 
purchased  separately?  Will  you  have 
to  purchase  other  system  enhance- 
ments or  are  they  automatically  in- 
corporated as  part  of  the  software- 
support  fee?  Are  electronic  claims 
part  of  a separate  module  or  is  the 
package  purchased  as  part  of  the 
original  system?  Does  the  vendor 
ask  for  enhancement  recommen- 
dations in  person,  by  phone  or  in 
writing?  Does  the  vendor  request 
assistance  in  evaluating  the  poten- 
tial of  these  suggestions?  Are  the 
enhancements  adequately  tested 
prior  to  release  to  other  users?  Are 
the  vendors  up-to-date  on  new  serv- 
ices and  industry  movements? 

Check  your  reference  list  and  ask 
the  vendor’s  current  users  how  the 
vendor  handles  enhancements  and 
changes. 

How  does  the  vendor  handle 
hardware  expansion  and 
upgrades? 

Does  the  vendor  competitively 
price  hardware  additions  or  do  they 
charge  high  prices  to  existing  cus- 
tomers who  are  locked  into  the  ven- 
dor’s hardware?  Does  the  vendor 
look  for  faster  and  more  versatile 
hardware?  Does  the  vendor  insure 
that  their  users  are  aware  of  new 
capabilities  and  market  changes? 

How  much  does  the 
system  cost? 

You  usually  get  what  you  pay  for 
with  physician  office  management 
computer  systems.  The  long-term 
poor  performance  of  a low-cost 
hardware/software  solution  or  on- 
going support  services  can  easily 
eliminate  any  value  of  that  initial 
low-cost  decision.  Keep  costs  in 
mind,  but  let  cost  be  secondary  to 
selecting  a vendor  with  good  serv- 
ice, system  capabilities  and  a long- 
term business  relationship. 

Be  sure  to  verify  what  constitutes 
the  true  cost  of  your  system.  Many 
vendors  segment  their  system  prices 
into  modules  instead  of  a complete 
system.  Vendors  can  also  charge 
for  separate  modules  for  electronic 
claims.  When  you  are  comparing 


system  prices,  make  sure  you  are 
looking  at  equivalent  systems.  Make 
sure  you  have  identified  all  addi- 
tional cost  such  as  software  and 
hardware  support  fees.  And  make 
sure  you  understand  the  definitions 
of  these  additional  costs.  Some 
software  support  fees  are  designed 
to  maintain  current  software  and 
some  are  designed  to  enhance  your 
system.  Check  into  the  conditions 
where  separate  charges  apply.  Your 
system  cost  will  significantly  in- 
crease over  time  if  the  enhance- 
ments aren’t  automatically  part  of 
the  software  support. 

If  a vendor  offers  a price  that  is 
too  good  to  be  true,  it  probably  is. 
You  can  often  identify  the  first  signs 
of  internal  problems  from  vendors 
when  you  notice  them  offering  spe- 
cial prices  on  their  systems.  Ven- 
dors often  ask  lower  prices  to  solve 
a cash-flow  problem  for  their  com- 
pany. The  cash-flow  problem  gen- 
erates a special  sales  offer,  which 
generates  a lower  margin  for  op- 
erations. A lower  operations  mar- 
gin may  lead  to  service  and  support 
cuts  which  might  create  ill  will 
among  system  users.  If  users  are 
not  happy  with  a vendor,  they  will 
not  recommend  the  company  and 
the  company  may  have  to  lower 
prices  again  to  survive.  If  you  check 
with  other  physicians,  you  will  find 
a number  of  horror  stories  that  fit 
this  pattern.  So  check  out  low  prices 
and  make  sure  your  vendor  is  not 
in  the  middle  of  a cash  flow  prob- 
lem. 

What  about  the  system’s 
electronic  claims? 

What  types  of  claims  does  the 
vendor  currently  transmit? 

When  checking  electronic  claims 
capabilities,  only  count  lines  of 
business  that  are  currently  being 
transmitted  at  user  sites.  It  takes  a 
long  time  to  implement  new  elec- 
tronic claims  capabilities.  It  is  dif- 
ficult to  enhance  a system  for 
additional  electronic  claims.  Re- 
member that  the  system  that  sub- 
mits the  greatest  variety  of  claims 
is  most  valuable  to  your  office. 


In  summary,  some  questions  and 

answers  to  check  on  are  listed  be- 
low. 

stability  — Will  the  vendor  be  here 
next  year? 

commitment  — Will  the  vendor’s 
staff  be  there  when  you  need 
them? 

references  — Will  the  vendor’s  sys- 
tem users  recommend  the  com- 
pany? 

system  capabilities  — Which  sys- 
tem gives  your  practice  the  great- 
est efficiencies? 

easy  to  use  — Is  the  software  user 
friendly? 

training  — Will  you  receive  indi- 
vidualized training? 

hardware  purchase  and  mainte- 
nance — Can  you  buy  both  from 
the  vendor? 


To  eliminate  the 
necessity  of  multiple 
hardware  or  software 
packages  for  electronic 
claims,  physicians 
should  have  a 
“clearinghouse 
connection’ ’ for  their 
system. 


financing  — Do  they  have  flexible 
financing  alternatives? 
software  enhancements  — What 
does  the  software  support  fee 
cover? 

hardware  expansion  and  upgrades 
— Will  additional  hardware  be 
offered  at  a reasonable  price  and 
will  it  be  up-to-date? 
electronic  claims  — What  types  of 
claims  are  transmitted  electron- 
ically? 

cost  — What  is  the  purchase  value, 
not  the  cheapest  solution? 

Claims  Clearinghouse 

Once  you  make  your  choice  for 
a physician  office  management 
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THE  NETWORK  GROUP 


ELECTRONIC  CLAIMS 


computer  system,  or  if  you’ve  al- 
ready made  your  decision,  you 
should  make  sure  that  your  system 
is  adaptable  to  electronic  claims 
capabilities. 

To  eliminate  the  necessity  of 
multiple  hardware  or  software 
packages  for  electronic  claims, 
physicians  should  have  a “clear- 
inghouse connection”  for  their  sys- 
tem. At  a minimum,  a clearing- 
house should  provide  services  for 
Medicare  Part  B Blue  Shield,  Med- 
icaid and  commercial  carriers. 
Once  these  four  capabilities  are 
present,  any  office  will  improve  cash 
flow  and  reduce  rejected  claims 
with  their  new  systems. 

The  Network  Group,  a division  of 
Blue  Cross  and  Blue  Shield  of  Geor- 
gia, offers  a clearinghouse  to  phy- 
sicians with  any  computer  manage- 
ment system.  The  Clearinghouse 
Connection  allows  any  vendor  to 
connect  with  The  Network  Group’s 


system  for  electronic  transmission 
and  appropriate  claims  distribution 
to  other  insurance  companies  and 
programs.  Vendors  also  have  ac- 
cess to  any  additional  clearing- 
house activities  that  The  Network 
Group  develops  in  the  future. 

The  physician  and  vendor  will 
have  the  option  to  pick  and  choose 
the  types  of  claims  that  they  would 
like  to  transmit.  There  is  a minimal 
monthly  connection  fee  to  the  net- 
work, but  if  four  lines  of  business 
or  more  are  selected,  no  access  fee 
will  be  charged.  There  are  nominal 
transaction  charges  per  claim  sub- 
mitted so  you  only  pay  for  the  claims 
you  transmit. 

With  The  Network  Group’s  Clear- 
inghouse Connection,  you  will  not 
be  charged  for  Blue  Cross  and  Blue 
Shield  of  Georgia  physician  claims. 
The  Network  Group  is  working  to- 
wards creating  new  connections  to 
other  carriers  and  states. 


Office  Management  Computer 

Systems  — Move  Towards  the 
Future 

The  Network  Group  alone  col- 
lected over  2,650,000  claims 
through  its  clearinghouse  during 
1987.  The  Network  Group  estimates 
that  the  number  of  claims  for  their 
system  will  grow  to  over  three  mil- 
lion next  year. 

The  physician  computer  market 
is  growing  at  a staggering  pace.  It 
is  important  for  physicians  and 
other  health-care  suppliers  to  keep 
up  with  technology  if  they  expect 
to  remain  successful  in  today’s 
competitive  health-care  market.  As 
computer  technology  advances, 
physician  office  management  sys- 
tems will  have  to  change  and  grow. 
It  is  important  that  your  vendor  can 
guarantee  that  your  system  will  keep 
up  in  these  ever-changing  com- 
puter times.  ■ 
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Computer  Retardation 


W.  Charles  Pfister,  M.D.,  F.A.C.P. 


Introduction 

Having  used  computers  in  a va- 
riety of  ways  and  settings 
since  1967,  I have  long  been  per- 
plexed by  what  1 call  the  “physi- 
cian-computer paradox.”  Simply 
stated,  this  enigma  is  the  baffling 
reluctance  of  physicians  to  use 
computers  for  their  daily  medical 
practice  when  they  have  so  rapidly 
and  readily  adopted  them  for  bill- 
ing. (I  am  referring  here  to  the  use 
of  computers  by  individual  physi- 
cians for  clinical  and  other  chores, 
not  technical  computing  by  medi- 
cal investigators  or  hospital  de- 
partments.) Other  professions  long 
ago  realized  the  power  of  these 
instruments  to  enhance  and  ad- 
vance their  work,  yet  physicians 
seem  to  have  largely  ignored  this 
technology. 

Only  part  of  this  lag  can  be  at- 
tributed to  the  lack  of  suitable  soft- 
ware and  hardware.  Over  the  past 
several  years,  powerful  and  reason- 
ably-priced computers  and  soft- 
ware have  been  developed  but 


Dr.  Pfister  is  a pathologist  and  is  chairman  of  MAG’s 
Computers  in  Medicine  Committee.  Send  reprint 
requests  to  him  at  P.0.  Box  747,  Tifton,  GA  31793. 


Other  professions 
have  long  ago  realized 
the  power  of 
(computers)  to  enhance 
and  advance  their 
work,  yet  physicians 
seem  to  have  largely 
ignored  this 
technology. 


largely  not  appropriated  by  physi- 
cians. This  omission  appears  to  be 
pervasive.  1 think  that  we  have  been 
as  slow  to  adopt  computers  for  spe- 
cific medical  purposes,  such  as 
clinical  pharmacokinetics,  as  we 
have  been  for  the  more  mundane 
functions  of  word  processing,  mod- 
eling, general  computation,  and 
medical  record  keeping. 

I do  not  invoke  the  lack  of  “user- 

friendly  software”  or  the  expense  of 
computers  as  the  cause  of  our  re- 
tardation. Instead,  I attribute  the 

major  part  of  this  lag  or  “paradox” 
to  physician  ignorance  of  the  amaz- 

ing capabilities  of  these  instru- 


ments. Accordingly,  I think  a short 
narration  of  how  1 use  my  com- 
puters would  illustrate  why  I con- 
sider them  to  be  such  valuable  ad- 
juncts to  my  practice  as  a general 
hospital  pathologist.  My  story  might 
also  encourage  other  physicians  to 
avail  themselves  of  these  aids. 

My  first  chore  after  arriving  at  the 
hospital  is  to  flip  on  the  lights;  the 
second  is  to  “boot  up”  my  com- 
puter. I have  a small  “laptop”  com- 
puter with  a modem  (a  telephone 
wire  communications  device),  a 
disc  drive  (external  data  storage 
medium),  and  a printer.  I like  this 
machine  because  of  its  portability; 
its  small  size  and  battery  power  en- 
able me  to  use  it  anywhere.  I use  a 
wide  variety  of  programs  in  the  lab- 
oratory, some  of  which  I authored. 
But  the  most  powerful  and  useful 
programs  that  I utilize  are  the  ubiq- 
uitous “industry  standards”  of 
PPterm* 1  (a  simple  communications 
program  that  enables  two  com- 
puters to  converse),  dBase  II2  (a 
databased  manager),  Lotus  1233  (a 
spreadsheet  program),  and  Micro- 
soft Word4  (word  processing).  It  is 
these  programs  (and  why  they  are 
so  valuable  to  me)  that  I will  briefly 
describe. 
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PPterm  and  Colleague 

My  day  often  begins  with  a search 
of  the  medical  literature,  by  which 
I hope  to  obtain  the  necessary  data 
to  solve  some  current  problem.  Us- 
ing PPterm  and  the  computer’s  mo- 
dem, 1 can  access  by  telephone  the 
large  and  numerous  databases  of 
BRS/Saunders  Colleague.5  By  this 
method,  I can  search  the  complete 
MEDLINE  file  (the  National  Library 
of  Medicine’s  bibliographic  re- 
trieval service),  the  complete  text 
of  many  medical  books,  and  other 
types  of  databases  for  information 
pertinent  to  the  problem.  If  my 
search  is  fruitful,  I can  then  read 
the  abstracts  (and  often  the  com- 
plete text)  of  the  papers  I have 
unearthed  “online.”  Should  1 desire 
a copy  of  the  paper,  I can  order  it 
from  Colleague  or  from  the  Interli- 
brary Loan  Office  of  the  Medical  Li- 
brary of  Emory  University.  I usually 
receive  the  article  within  6 days. 

This  type  of  library  service  is  not 
inexpensive;  one  pays  for  Col- 
league, the  telephone  connect  time, 
and  the  copying  service.  But,  since 
I do  not  have  a large  medical  library 
at  hand,  the  service  has  been  in- 
valuable to  my  pathology  practice 
and  to  my  continuing  medical  ed- 
ucation. 

dBase  II 

When  I discover  a journal  article 
that  I believe  may  be  useful  in  the 
future,  I add  it  to  my  article  refer- 
ence file.  I created  this  computer 
file  of  abstracts  and  references  us- 
ing dBase  II.  My  file  is  very  similar 
in  format  to  MEDLINE  in  that  each 
article  record  includes  the  authors, 
title,  source,  abstract,  and  “key 
word”  descriptors  (index  words). 
The  record  also  holds  helpful  notes 
that  indicate  the  article  type  (re- 
view, letter,  editorial,  etc.),  whether 
or  not  the  pictures  and  tables  are 
useful,  and  if  I have  saved  a reprint 
in  my  archive. 

By  this  method,  I have  created  a 
very  powerful  system  that  super- 
annuates the  (now)  “neolithic”  in- 
dex card  file  1 formerly  used.  Using 
dBase,  I can  easily  cross  search  my 


article  reference  file  in  as  many  as 
seven  dimensions.  This  foraging 
strategy  rapidly  extracts  the  refer- 
ences and  data  on  any  topic  for 
which  I have  an  interest.  If  the  ar- 
ticle has  been  placed  in  my  file,  I 
can  find  it  fast;  I can  also  retrieve 
any  related  article.  Try  that  with  in- 
dex cards! 


I attribute  the  major 
part  of  this  lag  ...  to 
physician  ignorance  of 
the  amazing 
capabilities  of  these 
instruments. 


This  system  has  had  other  ser- 
endipitous benefits.  Because  I 
compose  my  own  abstract  for  every 
reference  I place  in  the  article  file, 

I find  that  the  data  in  the  article  are 
more  firmly  embedded  in  memory. 
My  recall  is  enhanced.  And,  I find 
that  the  computer  screen  is  far  more 
comprehensible  than  the  cryptic 
notes  and  shorthand  cypher  I used 
on  the  index  cards.  Errors  are  easily 
corrected,  updates  effortlessly 
added,  and  links  to  newer  relevant 
articles  readily  attached. 

dBase  is  an  exceptionally  power- 
ful program  for  compiling  and 
searching  any  type  of  related  items. 
For  example,  I have  used  it  to  con- 
struct a super  “ROLODEX®”  file  in 
which  I have  saved  any  name,  ad- 
dress, and  telephone  number  that 
I may  need  in  the  future.  Using 
dBase,  the  retrieval  of  the  number 
for  that  arcane  reference  lab  is  now 
a simple  matter. 

Lotus  123 

Lotus  123,  a spreadsheet  pro- 
gram, is  the  most  fantastic  com- 
puter program  I have  ever  seen.  It 
is  an  intelligent  electronic  ledger 
whose  “cells”  can  be  filled  with 
either  a label,  a number,  or  a math- 
ematical formula.  This  electronic 


tabular  array  readily  models  com- 
plex problems.  The  powerful  arith- 
metic, trigonometric,  logarithmic, 
statistical,  and  financial  functions 
of  Lotus  123  instantly  process  long 
columns  and  rows  of  data  to  cal- 
culate solutions. 

The  grandeur  of  Lotus  123  is  its 
ability  to  solve  equations.  And,  the 
program  will  quickly  recalculate  all 
formulas  for  any  change  in  a vari- 
able. This  is  the  source  of  Lotus 
1 23’s  power.  By  manipulating  the 
value  of  variables,  the  user  can  ask 
Lotus  123  to  answer  “what  if’  ques- 
tions. The  program’s  swift  recal- 
culation of  all  formulas  lucidly  dis- 
plays both  the  direct  and  indirect 
effects  of  any  change. 

For  example,  pharmacokinetic 
models  on  Lotus  123  clearly  illus- 
trate the  interdependence  of  dos- 
age, absorption,  distribution  vol- 
ume, catabolism,  half-life,  and 
excretion.  The  affect  of  any  change 
in  these  parameters  on  blood  drug 
concentrations  is  easily  appreci- 
ated. Or,  in  a different  model,  a phy- 
sician could  follow  the  dynamics  of 
his  tax  liability  as  his  income  de- 
clines because  of  Medicare  re- 
trenchment, malpractice  inflation, 
and  carrier  processing  delays. 

I have  used  this  potent  program 
for  hundreds  of  tasks:  modeling 
drug  kinetics,  calculating  antibiotic 
MICs,  documenting  the  monthly 
laboratory  workload,  determining 
the  productivity  of  each  lab  section 
and  shift,  forecasting  future  person- 
nel needs,  optimizing  my  charge 
structure  for  maximum  reimburse- 
ment, etc.  My  laboratory  has  used 
Lotus  123  in  many  studies  to  de- 
termine the  efficacy,  cost,  and  value 
of  one  test  method  versus  another. 
Lotus  123  has  aided  us  in  the  de- 
termination of  which  tests  to  do  “in 
house”  and  which  to  refer  to  ref- 
erence laboratories.  The  program 
has  been  a great  help;  several  proj- 
ects would  not  have  been  feasible 
without  it. 

Microsoft  Word 

Last,  but  definitely  not  least,  is 
Microsoft  Word.  This  versatile  word 
processing  program  is  suitable  for 
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any  writing  chore:  from  formatting 
a small  memo  to  writing  a large 
medical  textbook.  Its  power  is  com- 
position. The  program  creates  a 
plastic  document  in  which  text  is 
effortlessly  manipulated.  No  eras- 
ing or  overtyping!  The  many  func- 
tions of  this  program  allow  one  to 
move  or  copy  large  blocks  of  text 
to  any  position  in  the  electronic 
document.  Document-wide  search 
and  replace  operations  can  find  and 
correct  spelling  errors.  Insertions 
or  deletions  of  a single  word  or  a 
whole  chapter  are  assimilated  into 
the  document  instantly.  One  can  test 
the  utility  of  different  words  or 
phrases  and  try  various  type  fonts 
for  headings  and  emphasis.  Tables 
and  text  can  be  formatted  into  one 
or  more  columns,  each  left,  center, 
or  right  justified.  Footnotes  are  au- 
tomatically correlated,  numbered, 
and  formatted;  the  program  will 
place  them  at  the  end  of  the  doc- 


ument or  at  the  end  of  the  page. 
Your  choice.  Amazing!  Instead  of 
just  writing,  Microsoft  Word  ena- 
bles one  to  compose!  The  differ- 
ence is  important. 

I no  longer  dictate  my  corre- 
spondence because  it  read  just  like 
dictation  — poorly!  Certain  words 
were  overused,  others  abused.  The 
prose  was  convoluted  and  redun- 
dant, the  syntax  and  grammar  often 
erroneous.  Today,  because  changes 
are  so  easily  made  in  the  electronic 
document,  Microsoft  Word  permits 
the  consideration  of  alternatives  to 
every  word  and  sentence.  (It  will 
even  check  my  spelling!)  Conse- 
quently, I believe  my  prose  is  more 
polished  and  accurate.  Rather  than 
detract:  from  me,  the  documents  I 
compose  (instead  of  dictate)  sup- 
port my  assertation  that  I am  an  ed- 
ucated gentlemen  as  well  as  a phy- 
sician. 

The  computer  programs  I have 


described  are,  by  no  means,  the  only 
ones  available  for  these  types  of 
chores.  Many  other  powerful  pro- 
grams are  widely  marketed.  The 
availability  of  good  software  and 
cheap  computers  has  become 
global;  they  can  even  be  purchased 
through  the  mail.  The  diversity  of 
available  software  to  perform  all 
sorts  of  tasks  rapidly,  accurately, 
cheaply,  and  easily  is  stupefying. 
Shouldn’t  physicians  investigate  the 
future  to  determine  its  usefulness 
for  us? 

Notes 

1 . PPterm  is  public  domain  software  for  the  Hew- 
lett-Packard Portable  Plus  computer  written  by  Mark 
Horvatich. 

2.  dBase  II  is  a product  of  the  AshtonTate  Com- 
pany. 

3.  Lotus  123  is  a product  of  the  Lotus  Devel- 
opment Corporation. 

4.  Microsoft  Word  is  a product  of  the  Microsoft 
Corporation. 

5.  BRS/Saunders  Colleague  is  a service  of  CBS. 
It  has  many  data-bases  on  diverse  topics,  ranging 
from  chemical  abstracts  to  IRS  publications. 


Woodridge,  a free  standing  center  for  the  treatment  of  addic- 
tive diseases,  is  located  in  the  beautiful  Blue  Ridge  Mountains  of 
northeast  Georgia.  The  Woodridge  approach  to  treatment  is  unique, 
combining  a carefully  chosen  well  trained  staff  with  a modern  facility 
and  a total  care  program  that  offers  hope,  help,  and  the  tools  for  ad- 
diction free  living.  At  Woodridge  recovery  is  a way  of  life  that  is  prac- 
ticed as  well  as  taught  by  the  staff.  We  invite  you  to  call  our  toll  free 
number  for  more  information  regarding  our  inpatient  and  aftercare 
treatment  programs  for  alcoholism,  drug  addiction,  and  eating 
disorders. 


CALL  NOW 
TOLL  FREE 


IN  GEORGIA 

1-800-342-8863 


OTHER  STATES 

1-800-235-7759 
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GaIN:  A Network  of  Physicians  and 

Hospitals  in  Georgia 

Opal  Bartlett,  Jocelyn  A.  Rankin,  Susan  T.  Statom 


Case  1 

A patient  with  a family  history  of 
breast  cancer  which  includes  her 
mother,  a sister,  and  an  aunt,  asks 
Dr.  Worley  about  an  article  she  had 
just  read  in  a popular  magazine 
about  modifying  one 's  diet  to  help 
prevent  breast  cancer.  She  asks  Dr. 
Worley  if  there  is  any  scientific  evi- 
dence of  this.  Dr.  Worley  is  aware 
of  the  many  articles  indicating  that 
fatty  diets  and  particularly  the 
Western  diet  are  strongly  correlated 
to  the  development  of  breast  can- 
cer. She  has  heard  of  the  use  of  diet 
to  prevent  breast  cancer  but  is  not 
sure  of  the  scientific  evidence.  Dr. 
Worley  tells  the  patient  that  she  will 
try  to  collect  some  clinical  articles 
about  this  for  her  patient  to  read 
and  she  makes  an  appointment  for 
her  to  return  in  two  weeks.  After 
doing  a GaIN  Medline  search  on 
diet  and  breast  cancer,  Dr.  Worley 
requests  several  articles  from  her 
hospital  librarian.  She  has  read  the 
articles  and  is  ready  to  discuss  them 
with  her  patient  upon  her  return. 


GaIN  is  Georgia’s 
non-profit,  university- 
based  computer 
network  that  was 
designed  expressly  to 
meet  the  information 
needs  of  practitioners 
and  hospitals  within 
our  state. 


Ms.  Bartlett  is  Director,  Simon  Schwob  Medical 
Library,  The  Medical  Center,  Columbus,  Georgia; 
Ms.  Rankin  is  Director,  Medical  Library,  Mercer 
University  School  of  Medicine,  Macon,  Georgia; 
and  Ms.  Statom  is  Medical  Librarian,  Southwest 
Georgia  Health  Sciences  Library  Consortium  based 
at  Colquitt  Regional  Medical  Center,  Moultrie, 
Georgia. 

Send  reprint  requests  to  Ms.  Rankin,  Mercer  Uni- 
versity School  of  Medicine,  Medical  Library,  1400 
Coleman  Ave.,  Macon,  GA  31207. 


Case  2 

Dr.  Levine,  a hospital-based  pe- 
diatrician, has  been  asked  to  pres- 
ent a conference  on  current  issues 
related  to  learning  disabilities.  Us- 
ing Bookends  software  on  his  per- 
sonal computer,  Dr.  Levine  main- 
tains an  electronic  database  of 
3,000  articles.  He  locates  several 
good  review  articles  on  learning 
disabilities  in  this  database.  How- 
ever, he  feels  he  needs  some  more 
up-to-date  data.  Dr.  Levine  ac- 
cesses GaIN  from  the  same  com- 
puter on  which  he  stores  his  per- 
sonal reprint  file.  He  searches  GaIN 
Medline  and  finds  a very  recent  ci- 
tation which  should  provide  him 
with  pertinent  information.  Dr.  Lev- 
ine sends  a message  to  his  librar- 
ian who  is  also  on  GaIN  and  asks 
that  this  article  be  obtained  for  him 
by  his  deadline.  Four  hours  later, 
after  making  rounds  at  the  hospital, 
Dr.  Levine  picks  up  his  article  from 
the  hospital  librarian. 
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These  scenarios  are  not  just  vi- 
sions of  tomorrow;  they  are  the 
reality  of  today.  These  physicians 
are  but  two  of  the  more  than  400 
health  professionals  in  Georgia  who 
belong  to  the  Georgia  Interactive 
Network  for  Medical  Information 
(GaIN)  network.  A few  years  ago, 
they  would  have  had  to  stop  by  a 
medical  library  to  search  the  printed 
journal  indexes  and  the  card  cata- 
log for  information  on  each  case. 
Now  a computer  provides  them  with 
24-hour  access  to  GaIN  medical  li- 
brary information  services. 


Computers  are  an  integral  part  of 
many  medical  practices.  In  Geor- 
gia, microcomputers  are  used  in 
physicians’  offices  in  a variety  of 
ways.  Most  are  used  for  record- 
keeping; many  are  also  used  for  in- 
formation retrieval  and  connection 
to  remote  databases  such  as  GaIN, 
MEDLARS  at  the  National  Library  of 
Medicine,  BRS  and  AMA/Net. 

With  this  range  of  computer  ap- 
plications already  in  place,  com- 
puters may  well  serve  as  the  means 
to  integrate  the  practitioner’s  edu- 
cational activities  with  practice 


management.  Such  a linkage  will 
meet  a long-time  goal  of  medical 
educators.1' 2 Manning  and  De- 
Bakey  concluded  in  a recent  study 
of  continuing  medical  education  in 
the  United  States  that,  “We  are  op- 
timistic that  the  computer  will  help 
physicians  implement  concepts  of 
lifelong  learning.  Current  tech- 
nology makes  this  possible 
now.  . . . The  future  can  be  extraor- 
dinarily bright  for  practicing  phy- 
sicians if  they  use  computer  tech- 
nology creatively  to  link  education 
to  practice.”3 
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GaIN  is  Georgia’s  non-profit,  uni- 
versity-based computer  network  that 
was  designed  expressly  to  meet  the 
information  needs  of  practitioners 
and  hospitals  within  our  state. 
Membership  is  open  to  all  health 
care  professionals  in  Georgia  and 
adjoining  states. 

Background 

With  start-up  funds  from  the  Na- 
tional Library  of  Medicine  (NLM),* 
GaIN  was  established  in  1984  and 
began  providing  online  services  to 
the  network  in  January,  1985.  The 
network  functions  through  a multi- 
level system  that  connects  practice 
sites,  hospitals  and  clinics,  and  the 
GaIN  center  at  Mercer  University 
School  of  Medicine  (MUSM)  Library 
in  Macon,  Georgia.  The  first  GaIN 
hospital  members,  the  foundation 
upon  which  the  institutional  part  of 
the  network  was  built,  came  from 
among  the  membership  of  the  con- 
sortium of  Health  Science  Libraries 
of  Central  Georgia  (HSLCG).4  Now 
GaIN  serves  22  health  care  institu- 
tions located  throughout  the  state 
as  well  as  its  more  than  400  indi- 
vidual and  practitioner  members. 
(Figure  2) 


GaIN  members  do 
their  own  literature 
searches  on  a subset  of 
the  National  Library  of 
Medicine’s  Medline 
database. 


GaIN  was  developed  to  respond 
to  practitioners’  needs.  The  infor- 
mation overload  in  the  biomedical 
sciences  is  demanding  that  we  de- 
vise more  efficient  and  effective 
ways  to  locate  relevant  information. 
We  must  connect  this  information 


‘National  Library  of  Medicine  Grant  No.  G-08- 
LM04109  (1983-86).  Operating  costs  are  supported 
by  institutional  and  individual  fees. 


to  the  patient  care  site.  Finally,  we 
need  to  equalize  access  to  re- 
sources for  both  rural  and  metro- 
politan area  physicians. 

GaIN  was  funded  by  the  NLM  to 
design  an  efficient,  cost-effective 
functioning  model  for  a state  infor- 
mation system.  The  intent  was  not 
to  replicate  national  services,  but 
rather  to  create  a database  and  re- 
trieval system  to  meet  immediate 
local  needs.  When  access  to  na- 
tional systems  is  needed,  the  GaIN 
bridge,  or  gateway  software,  links 
GaIN  members  to  other  larger  com- 
puter databases.  The  GaIN  network 
has  been  so  successful  that  it  is 
serving  as  a model  for  a number  of 
other  states  which  are  now  plan- 
ning or  are  in  the  early  implemen- 
tation stages  of  their  own  health  in- 
formation networks. 

Online  Services 

What  does  GaIN  provide  for  the 
Georgia  physician?  The  following 
online  services  are  available  24 
hours  a day,  seven  days  a week: 

• Medical  Literature.  GaIN 
members  do  their  own  literature 
searches  on  a subset  of  the  Na- 
tional Library  of  Medicine’s  Med- 
line database.  The  GaIN  Medline 
subset  contains  up-to-date  refer- 
ences and  full  abstracts  for  more 
than  400  different  medical  journals, 
and  all  of  these  journals  are  avail- 
able within  the  GaIN  network.  The 
subset  consists  of  citations  from  the 
past  4 years.  The  database  is  up- 
dated monthly  with  computer  tapes 
obtained  from  the  NLM. 

The  GaIN  Medline  subset  is 
searched  through  a menu-driven 
user-friendly  software  package  that 
recognizes  keywords  and  subjects. 
Beginning  searchers  need  no  spe- 
cial training  to  obtain  one  or  two 
good  references  on  clinical  topics. 
More  sophisticated  researchers 
benefit  from  the  User  Manual  and 
the  “Maximizing  GaIN  Medline” 
course  offered  by  the  GaIN  staff. 
After  searching  GaIN  Medline,  GaIN 
members  can  send  an  automatic 
message  to  the  GaIN  center  or  the 
nearest  GaIN  hospital  library  re- 


questing a photocopy  of  one  or 
more  articles  of  interest. 

During  the  last  calendar  year,  the 
GaIN  Medline  database  was 
searched  4,053  times.  While  many 
GaIN  Medline  .searches  are  per- 
formed within  the  Mercer  School  of 
Medicine  by  students  and  faculty, 
more  than  half  of  these  searches 
were  run  by  remotely  located  health 
professionals  using  telephone  ac- 
cess to  the  GaIN  system. 

• Books  and  Audiovisuals.  Print 
and  non-print  materials  at  the  Mer- 
cer Medical  Library  and  in  the  GaIN 
hospital  libraries  are  available 
through  the  GaIN  system.  The  on- 
line catalog  function  provides  a 
computerized  “card  catalog”  which 
contains  records  for  books,  jour- 
nals, and  other  materials  housed  in 
the  GaIN  libraries.  The  online  cat- 
alog provides  the  entire  network 
with  the  opportunity  to  share  re- 
sources available  within  the  state 
and  to  borrow  and  lend  materials 
among  the  institutional  and  per- 
sonal members. 

To  maintain  the  GaIN  online  cat- 
alog, the  MUSM  Library  provides  a 
centralized  cataloging  service  for 
GaIN  libraries.  Participating  librar- 
ies receive  printed  catalog  cards  and 
labels  for  their  own  use  as  a by- 
product of  having  their  book  and 
audiovisual  holdings  entered  into 
the  GaIN  database. 

• Electronic  Mail.  Network 
members  can  “talk”  to  each  other 
and  to  other  member  institutions 
through  GaIN  electronic  mail  (E- 
mail).  Members  type  in  messages, 
which  can  be  of  any  length,  while 
online  or  upload  them  from  per- 
sonal computers.  When  the  recip- 
ient connects  into  GaIN,  there  is  an 
announcement  on  the  screen  that 
a new  message  is  waiting  for  him/ 
her  to  read.  Messages  may  be  sent 
to  one  person  or  to  many  simply  by 
typing  the  name  or  names  of  all  re- 
cipients or  mail  groups. 

GalN’s  electronic  mail  service, 
unlike  most  commercial  systems, 
allows  for  unlimited  read  and  send 
privileges  and  for  storage  of  mes- 
sages. Messages  can  be  retained  in 
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an  online  filing  system  set  up  by 
participants  and  may  be  stored  on 
the  GaIN  computer  as  long  as 
needed.  Messages  can  be  printed 
by  either  the  sender  or  recipient. 

One  of  the  goals  of  the  GaIN  grant 
project  was  to  offer  a mechanism 
for  communication  among  network 
members  and  colleagues  in  the 
health  care  field.  The  electronic 
mail  system  has  proved  convenient 
and  popular  among  network  mem- 
bers. The  E-mail  system  accounts 
for  about  75%  of  GaIN  connect  time. 

• Consultants  Registry.  This  da- 
tabase provides  GaIN  members  with 
names  and  information  about  health 
care  specialists  in  Georgia  who  are 
willing  and  qualified  to  consult  on 
medical  problems.  A GaIN  Consul- 
tants Registry  Committee  reviews 
the  credentials  of  applicants  for  in- 
clusion in  the  registry.  GaIN  mem- 
bers can  search  the  registry  by  key- 
word including  name,  specialty, 
location,  and  so  forth. 

• Continuing  Education  Infor- 
mation. GaIN  users  can  check  this 
bulletin  board  for  listings  of  contin- 
uing education  opportunities  in 
their  field  or  areas  of  interest.  The 
emphasis  here  is  on  programs 
available  within  Georgia  and  the 
Southeast.  This  file  is  also  searched 
by  keyword  so  that  announcements 
are  retrieved  by  topic,  location,  pre- 
senter, sponsoring  organization  and 
so  forth. 

• GaIN  Gateway.  The  gateway 
has  a dual  purpose.  It  is  used  by 
GaIN  members  who  are  familiar  with 
one  or  more  national  databases  and 
who  want  to  do  their  own  searches. 
The  gateway  connects  these  mem- 
bers into  Tymnet  or  Telenet  and 
from  there  they  utilize  their  own 
passwords  to  enter  other  systems 
such  as  the  NLM’s  Medline,  BRS 
Colleague,  etc. 

Second,  the  gateway  provides  the 
means  to  obtain  and  immediately 
deliver  national  database  searches 
to  the  GaIN  membership.  All  gate- 
way transactions  may  be  stored  on 
the  GaIN  computer,  edited  as 
needed,  and  retrieved  at  a later  date. 
GaIN  librarians  use  the  gateway  to 
perform  and  store  full  database 


searches  for  GaIN  members.  The  re- 
questors need  only  dial  in  to  GaIN 
to  obtain  completed  searches.  This 
feature  thus  provides  for  rapid  de- 
livery of  searches  to  those  physi- 
cians not  wanting  to  perform  their 
own  literature  searches. 

• Document  Delivery.  The  GaIN 
center  at  the  Mercer  School  of  Med- 
icine Library  as  well  as  participat- 
ing GaIN  institutions  will  provide 
photocopies  of  articles  needed  by 
physicians.  Requests  for  photo- 
copies can  be  sent  at  the  point  of 
the  search  on  GaIN  Medline  or 
through  the  electronic  mail  to  the 
local  GaIN  librarian.  Some  GaIN  li- 
braries charge  a small  fee  for  these 
photocopies. 


A GaIN  newsletter  is 
published  quarterly  and 
includes  information  on 
new  services,  members, 
and  tips  for  computer 
network  users. 


Hardware  and  Software 

Members  dial  into  the  GaIN  da- 
tabase from  microcomputers  or  ter- 
minals in  their  homes  or  offices. 
(Figure  3)  These  microcomputers 
must  have  modems  to  establish  the 
connection  between  the  computer 
and  the  telephone  lines.  GaIN  is  ca- 
pable of  communicating  with  a very 
broad  range  of  computers  that  op- 
erate in  an  asynchronous  environ- 
ment. The  most  common  GaIN  mi- 
crocomputers are  those  with  DOS 
or  CP/M  operating  systems.  The 
GaIN  staff  can  provide  new  users 
with  information  about  microcom- 
puters, modems,  and  communica- 
tions software.  Communications 
software  is  available  commercially 
and  also  from  public  domain  soft- 
ware (shareware). 

The  GaIN  host  computer  is  a Dig- 
ital Equipment  Company  PDP  1 1/44 
minicomputer  housed  at  the  Mer- 
cer University  School  of  Medicine 


Library.  The  software  packages 
supporting  the  network  functions 
include  Washington  University 
School  of  Medicine’s  Bibliographic 
Access  and  Control  System  (BACS) 
and  the  Veterans’  Administration 
Kernel,  FileManager  and  Mailman. 

Members  Services 

GaIN  staff  is  available  by  phone 
during  workday  and  some  weekend 
hours  to  help  members  with  hard- 
ware and  software  problems.  In  ad- 
dition, GaIN  staff  visits  most  areas 
of  the  state  at  least  once  annually. 
“House  calls”  are  also  made  to 
members  to  help  with  system  con- 
figurations when  GaIN  staff  is  in  the 
area.  This  readily  available  support 
differentiates  the  GaIN  network  from 
national  systems. 

Each  new  member  receives  a 
Users  Manual  which  provides  in- 
structions in  use  of  the  system. 
Members  who  have  had  some  com- 
puter experience  generally  find  the 
manual  sufficient.  Additionally, 
classes  are  offered  on  a monthly 
basis  at  the  MUSM  Library  on  GaIN 
electronic  mail,  GaIN  Medline,  and 
Maximizing  GaIN  Medline.  Each  of 
these  classes  may  also  be  taught  as 
part  of  the  annual  site  visit  to  GaIN 
member  institutions.  CME  credit  is 
provided  to  participants. 

A GaIN  newsletter  is  published 
quarterly  and  includes  information 
on  new  services,  members,  and  tips 
for  computer  network  users.  An  Ad- 
visory Board  composed  of  repre- 
sentatives of  the  membership  helps 
with  network  planning.  The  librar- 
ians in  the  GaIN  institutions  also 
meet  regularly. 

Conclusion 

GaIN  is  providing  a viable  net- 
working and  information  service  for 
health  professionals  in  Georgia.  The 
network  membership  is  growing 
daily  and  services  are  also  expand- 
ing. Future  plans  call  for  the  imple- 
mentation of  teleconferencing  and 
computer-based  accredited  contin- 
uing medial  education  programs. 

Before  the  network  fully  realizes 
its  potential,  however,  at  least  two 
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barriers  must  be  overcome.  One 
barrier  is  computer  illiteracy  among 
health  care  professionals.  While 
great  strides  have  been  made  re- 
cently in  the  proliferation  of  com- 
puters in  physicians’  practices, 
much  needs  to  be  done  to  maxi- 
mize these  investments  in  hard- 
ware. Training  responsibilities 
might  be  assumed  by  local  and  state 
associations  as  well  as  by  the  med- 
ical schools. 

We  must  also  improve  the  quality 
of  data  transmission  via  telephone 
lines.  Telephone  equipment  in 


Georgia  varies  in  quality.  Line  noise 
is  often  apparent  to  computer  net- 
work members.  The  future  does 
promise  improved  modems  and  di- 
rect computer  connects  to  be  of- 
fered by  the  telephone  companies. 

GaIN  is  a first  step  for  computer 
networking  among  health  care 
professionals  in  Georgia.  It  is  a be- 
ginning from  which  we  can  move 
forward  to  develop  system  inter- 
faces and  multi-level  networking 
within  the  state.  GaIN  is  the  product 
of  physicians  and  librarians  from  a 
number  of  different  institutions 


working  together.  It  now  provides  a 
valuable  support  system  for  health 
care  professionals.  The  ultimate 
beneficiary  is  the  Georgia  patient. 

■ 

For  information  about  joining 
GaIN,  call  Ms.  Bobbie  Dever, 
Mercer  University  School  of  Med- 
icine, at  912-744-4059.  Annual 
membership  for  individuals  is  $300 
and  includes  a WATS  number  and 
unlimited  access  to  the  database. 
Membership  fees  for  institutions 
are  set  according  to  size. 
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The  National  Library  of  Medicine, 
Computers,  and  the  Garbage  Can 
Method  of  Problem  Solving 

Nicholas  E.  Davies,  M.D.,  F.A.C.P. 


“There's  nothing  really  difficult  if 
you  only  begin  — some  people 
contemplate  a task  until  it  looms 
so  big,  it  seems  impossible,  but  I 
just  begin  and  it  gets  done  some- 
how. There  would  be  no  coral  is- 
lands if  the  first  bug  sat  down  and 
began  to  wonder  how  the  job  was 
to  be  done.  ” 

John  Shaw  Billings,  1913 

April  12,  1988,  marked  the  150th 
anniversary  of  the  birth  of 
John  Shaw  Billings,  the  great  nine- 
teenth century  polymath  who  cre- 
ated Index  Medicus  and  Index  Cat- 
alogue, two  of  the  most  useful  tools 
ever  devised  for  medical  bibliog- 
raphy. Billings  was  the  Director  of 
the  Army  Medical  Library,  later  to 
become  the  National  Library  of 
Medicine  (NLM) , from  1 865  to  1 895. 
Besides  being  a Union  Army  sur- 
geon, Billings  designed  the  Johns 
Hopkins  Hospital,  hired  William 
Osier  from  the  University  of  Penn- 
sylvania to  become  Chief  of  Medi- 
cine at  Johns  Hopkins,  and  di- 


From  the  MEDLARS 
system  has  evolved 
MEDLINE,  the  world’s 
largest  medical 
literature  database, 
now  containing  over  11 
million  references 
dating  back  to  1966. 


rected  the  construction  of  the  New 
York  Public  Library,  which  still  stands 
on  42nd  Street.  Billings’  meticulous 
indexes  served  the  medical  re- 
search, education,  and  practice 
communities  well  until  the  end  of 
World  War  II.  As  William  Welch 
wrote  in  1914,  “ . . . building  up  and 
developing  the  surgeon  general’s  li- 
brary and  in  the  publication  of  the 
Index  Catalogue  and  the  Index 


Dr.  Davies  practices  internal  medicine  and  is 
Chairman  of  the  Department  of  Medicine,  Pied- 
mont Hospital,  Atlanta.  Send  reprint  requests  to 
him  at  35  Collier  Rd.,  Atlanta,  GA  30309. 


Medicus ” were  the  greatest  contri- 
butions that  America  had  made  to 
medicine  up  to  that  time.1 

“When  Billings  began  to  develop 
the  Index  Catalogue  in  the  1870s, 
he  unwittingly  converted  the  Li- 
brary into  a publishing  house,  half 
or  more  of  whose  employees  would 
spend  their  working  hours  year  after 
year  preparing  annual  bibliogra- 
phies.”2 The  repetitive  nature  of  the 
work  suggested  that  much  of  it 
could  be  done  by  machine.  In  the 
1950s,  considerable  time  was  spent 
by  the  NLM’s  director,  Dr.  F.  B.  Rog- 
ers, who  sought  ways  to  mechanize 
these  chores.  After  several  years  of 
study  and  months  of  negotiations, 
using  monies  from  the  National 
Heart  Institute,  Rogers  contracted 
with  General  Electric  to  develop  the 
Medical  Literature  Analysis  and  Re- 
trieval System  (MEDLARS).  It  be- 
came operational  in  August,  1964. 
MEDLARS  was  to  do  more  than  just 
prepare  the  Index  Medicus  for  print- 
ing. The  systems  designers  built  it 
hoping  to  have  in  it  a searching  ca- 
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The  low  building  in  the  foreground  is  the  main  library  of  the  National  Library  of  Medicine  in  Bethesda,  Maryland.  The  Lister 
Hill  Center  is  on  the  left. 


pability.  And  indeed  it  did.  It  was 
slow  but  it  worked. 

From  the  MEDLARS  system  has 
evolved  MEDLINE,  the  world’s  larg- 
est medical  literature  database,  now 
containing  over  1 1 million  refer- 
ences dating  back  to  1966.3  The 
MEDLARS  system  now  has  17,000 
user  access  codes  in  all  the  major 
countries  of  the  world.  At  one  time 
in  the  1970s,  over  half  of  all  the 
world’s  entire  literature  searches 
were  done  on  MEDLINE. 

To  help  meet  the  needs  of  the 
computer  illiterates  of  the 
health  care  world,  the  Library  de- 
veloped a user-friendly  microcom- 
puter-based software  package  to  get 


into  the  MEDLARS  databases.  It  is 
called  Grateful  Med,  a name  similar 
to  that  of  a well  known  rock  music 
group.  Its  advantages  are  that  the 
user  does  not  need  to  know  the  spe- 
cial language  of  the  NLM  system,  it 
is  relatively  cheap,  and  the  casual 
user  gets  full  instructions  on  how 
to  proceed  with  the  search. 

While  some  17,000  users  have 
joined  Grateful  Med  and  unknown 
numbers  have  subscribed  to  BRS 
Colleague  and  other  medical  liter- 
ature databases,  the  vast  majority 
of  physicians  have  never  done  a 
computerized  literature  search  and 
never  plan  to  do  one.  Indeed,  it  is 
stated  in  a gloomy  summary  of  the 


information-seeking  capabilities  of 
physicians,  done  for  the  New  York 
Academy  of  Medicine  by  Louis  Har- 
ris Inc.,  that  “over  one  quarter  (26%) 
of  office-based  physicians  do  not 
have  access  to  databases;  37%  of 
those  with  access  haven’t  used  one 
in  the  past  year.”4  The  Harris  study 
also  observes  that  “office-based 
physicians  are  sorely  out  of  touch 
with  the  advantages  of  online  da- 
tabase technology  . . . [the]  use  of 
this  technology  is  glaringly  limited. 
It  would  almost  appear  that  this 
segment  of  the  medical  community 
is  still  in  the  horse  and  buggy  days, 
so  far  as  their  information  require- 
ments are  concerned.” 
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One  of  the  problems,  of  course, 
is  that  busy  physicians  need  infor- 
mation quicky  and  cheaply,  not 
characteristic  of  literature  searches 
with  a desk-top  computer.  So  phy- 
sicians use  the  information,  knowl- 
edge, and  wisdom  that  they  have 
stored  in  that  most  marvelous  of  all 
computers,  the  human  brain,  dur- 
ing their  years  of  training  and  prac- 
tice, or  they  consult  a textbook  in 
their  office,  or  they  ask  a colleague. 
Fortunately,  many  of  the  patients’ 
problems  seen  in  the  average  office 
practice  are  self-limiting.  And  those 
patients  who  have  chronic  diseases 
will  be  seen  repeatedly,  so  that  there 
is  usually  ample  time  to  alter  med- 
ications, change  dosage  schedules, 
or  do  new  diagnostic  studies. 


To  help  meet  the 
needs  of  the  computer 
illiterates  of  the  health 
care  world,  the  Library 
developed  a user- 
friendly 

microcomputer-based 
software  package  to 
get  into  the  MEDLARS 
databases  . . . called 
Grateful  Med. 


The  traditional  method  by  which 
physicians  are  taught  to  solve 
problems  has  been  called  the  “gar- 
bage can  method.”  Perhaps  “junk 
room  method”  would  be  a better 
term.  Sadly,  it  still  seems  to  be  the 
method  taught  in  most  medical 
schools.  It  is  done  this  way:  Each 
discipline  tries  to  cram  into  the 
heads  of  each  pupil  the  essentials 
of  that  discipline,  so  that  students 
end  up  with  an  enormous  garbage 
can  brain  filled  with  loosely  related 
or  unrelated  facts  from  which  he  or 
she  may  draw  in  the  future.  Rational 


decision-making,  using  the  latest 
information  from  the  literature,  is 
often  not  stressed  in  medical 
school.  The  garbage  can  method  is 
then  carried  over  into  most  resi- 
dency programs.  An  internist,  for 
example,  is  taught  to  do  lumbar 
punctures,  bone  marrow  aspira- 
tions, arterial  line  insertions,  and 
other  procedures  that,  unless  he  is 
practicing  in  a very  small  commu- 
nity, he  will  rarely  do  during  the 
remainder  of  his  career.  The  intern- 
ist’s avowed  function  is  to  do  in- 
depth  diagnostic  workups  of  com- 
plex problems  using  the  most  mod- 
ern techniques  available,  then  for- 
mulate treatment  plans  using  the 
best  treatment  modalities  available 
and  follow  up  these  treatment  plans 
carefully.  Yet  most  internists  are  not 
taught  modern  methods  for  finding 
information,  something  they  should 
use  the  rest  of  their  lives  if  they  re- 
main in  internal  medicine.  Old  ways 
die  hard.  Even  the  American  Board 
of  Internal  Medicine  does  not  re- 
quire that  its  candidates  know 
modern  methods  for  locating  infor- 
mation; no  questions  about  infor- 
mation gathering  techniques  are 
asked  on  their  otherwise  excellent 
examination. 

Because  medical  schools  and 
residency  training  programs  have 
been  slow  to  teach  modern  infor- 
mation gathering,  there  is  not  yet  a 
critical  mass  of  physicians  who  de- 
mand better  databases  than  those 
currently  available.  And  until  better 
databases  are  available,  many  in 
academe  will  not  want  to  use  the 
student’s  valuable  time  teaching 
modern  database  searching  tech- 
niques with  inadequate  databases. 
It  is  a “Catch  22”  situation. 

The  problem  may  be  changing, 
albeit  slowly.  The  Association  of 
American  Medical  College’s  GPEP 
report  emphasized  the  need  for  life 
long  learning.5  It  said,  “Patient  care, 
particularly  clinical  decision  mak- 
ing, frequently  requires  the  use  of 
knowledge  beyond  the  physician’s 
background  or  memory.  Skills  in  in- 
dependent learning  are  indispen- 
sable components  of  the  decision- 
making process.  The  biomedical 


knowledge  base  can  no  longer  be 
taught  in  its  entirety;  therefore,  stu- 
dents or  physicians  must  depend 
on  their  learning  skills  to  identify 
and  locate  required  information  for 
their  professional  activities.” 


Old  ways  die  hard. 
Even  the  American 
Board  of  Internal 
Medicine  does  not 
require  that  its 
candidates  know 
modem  methods  for 
locating  information. 


A few  medical  schools  are 
known  to  be  moving  into  the 
Information  Age.  This  is  being  stim- 
ulated by  the  NLM’s  Integrated  Ac- 
ademic Information  Management 
Systems  (IAIMS)  program  which  en- 
courages academic  health  sciences 
centers  to  develop  first-class  health 
care  information  systems.  IAIMS 
grants  have  been  promoting  health 
center  information  systems  that 
make  patient  information,  research 
information,  administrative  infor- 
mation, and  health  care  databases 
all  available  at  the  same  terminal. 

Carol  A.  Burns,  Director,  Health 
Sciences  Center  Library  of  the  Emory 
University  School  of  Medicine,  re- 
cently discussed  the  problems  of 
information  transfer,  in  its  broadest 
sense,  before  the  Advisory  Com- 
mittee to  the  Director,  National  In- 
stitutes of  Health.  She  said,  “There 
is  one  weak  link  in  this  (the  na- 
tional health  information)  system. 
We  have  not  yet  devised  an  effective 
system  for  disseminating  this  infor- 
mation to  practitioners  throughout 
the  country,  particularly  those  with- 
out direct  access  to  an  academic 
health  sciences  center.  While  fund- 
ing for  biomedical  research  is  of 
vital  importance,  so  too  is  funding 
for  the  development  of  successful 
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information  delivery  systems.”  She 
noted  that  the  good  start  made  by 
the  National  Library  of  Medicine 
needs  further  development, 
“ . . . specifically  in  terms  of  pro- 
viding practitioners  with  the  skills 
required  for  accessing  this  wealth 
of  new  knowledge  in  all  areas  of 
the  biosciences.”6 
Ms.  Burns  further  noted  that  a 
successful  information  delivery 
system  depended  in  large  part  on 
the  eagerness  of  the  practitioner  to 
seek  and  accept  new  knowledge.  At 
present,  most  practitioners  lack 
training  in  those  lifelong  learning 
skills  that  would  prepare  them  to 
keep  up  with  new  biomedical 
knowledge  or  to  retrieve  informa- 
tion that  once  was  learned  but  is 
now  forgotten.  She  stated  that 
“medical  students  continue  to  be 
taught  using  the  traditional  infor- 
mation-intensive methods  as  fac- 
ulty attempt  to  have  the  content  of 
their  courses  keep  pace  with  the 
rapid  advances  in  biomedical 
knowledge  and  technology.  It’s  time 
for  a change!” 

It  is  time,  indeed.  The  change 
must  come,  first,  from  our  med- 
ical schools  and  residency  training 
programs.  Our  medical  societies 
and  library  and  information  asso- 
ciations must  also  assume  some  of 
the  responsibility.  Medical  schools 
must  see  that  each  graduate  is  at 
least  computer  literate,  knowing 
where  and  how  to  find  information 
needed  for  good  patient  manage- 
ment. Residency  training  programs, 
especially  those  stressing  cognitive 
skills  — internal  medicine,  pedi- 
atrics and  family  practice  — must 
see  that  their  residents  are  as  adept 
at  literature  and  database  searching 
as  they  are  at  the  now-required  pro- 
cedural skills  of  lumbar  puncture, 
arterial  line  insertion,  and  thora- 
centesis. The  examining  boards  of 
the  cognitive  specialties  should  test 
the  skills  involved  in  literature  (and 
in  the  future,  knowledge-base) 
searches.  The  learned  societies 
serving  these  specialties,  the  Amer- 
ican College  of  Physicians,  the 


American  Academy  of  Pediatrics, 
and  the  American  Academy  of  Fam- 
ily Practice,  should  develop  pro- 
grams to  help  their  members  keep 
their  information-gathering  skills 
current.  Additionally,  they  should 
help  develop  knowledge-bases  and 
artificial  intelligence  systems  that 
would  be  instantly  available  day  or 
night  at  any  computer  terminal  for 
the  use  of  physicians  and  others 
concerned  with  patient  care. 

Finally,  our  present  national  sys- 
tem, perhaps  more  aptly  called  our 


Our  present  national 
system,  perhaps  more 
aptly  called  our 
national  non-system, 
for  medical  information 
dissemination  needs 
careful  attention. 


John  Shaw  Billings,  born  in  1838,  created  Index  Medicus  and  Index  Catalogue. 
Besides  being  a Union  Army  surgeon,  Billings  designed  the  Johns  Hopkins  Hos- 
pital, hired  William  Osier  from  the  Univ.  of  Pa.  to  become  Chief  of  Medicine  at 
Johns  Hopkins,  and  directed  the  construction  of  the  New  York  Public  Library  that 
still  stands  on  42nd  Street. 
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ical  knowledge  base  would  go  a 
long  way  toward  pointing  out  to 
practicing  physicians  the  diagnos- 
tic and  therapeutic  modalities 


A national  medical 
knowledge  base  would 
go  a long  way  toward 
pointing  out  to 
practicing  physicians 
the  diagnostic  and 
therapeutic  modalities 
available  for  the  best 
patient  care. 


John  Shaw  Billings  in  academic  robes.  This  portrait  hangs  in  the  Reading  Room 
of  the  National  Library  of  Medicine. 


national  non-system,  for  medical 
information  dissemination  needs 
careful  attention.  No  longer  is  it 


enough  simply  to  publish  an  article 
in  a scholarly  journal  and  wait  for 
the  world  to  find  it.  A national  med- 


available for  the  best  patient  care. 
The  National  Library  of  Medicine, 
always  a leader  in  information  re- 
search, must  give  increasing  sup- 
port for  this  vital  function.  There  is 
an  urgent  need  for  the  development 
of  a better  method  for  disseminat- 
ing information  to  the  people  who 
have  the  responsibility  of  caring  for 
patients,  the  true  end-users  of  our 
research  efforts  in  medicine. 

Perhaps  by  the  year  2000  Amer- 
ican medicine  will  have  taken  its 
proper  place  in  the  Information  Age, 
an  age  that  began  in  the  United 
States,  ironically,  with  the  seminal 
work  of  John  Shaw  Billings. 
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How  I Use  a Computer  in 
My  Surgical  Practice 


For  the  last  several  years,  the 
members  of  the  Computers  in 
Medicine  Committee  of  the  Medical 
Association  of  Georgia  have  been 
gathering  information  on  computer 
hardware  and  software  so  that  we 
could  make  recommendations  to 
the  medical  community  in  Georgia 
that  would  simplify  introducing  a 
computer  into  a medical  practice. 
At  first,  this  seemed  like  a relatively 
straightforward  task.  It  has  been 
anything  but  that. 

For  one  thing,  just  in  the  last  few 
years,  the  microcomputer  field  has 
undergone  rapid  change  and  sub- 
stantial progress.  We  could  rec- 
ommend a computer  that  currently 
provides  the  most  computing 
power,  or  that  is  the  best  bargain 
in  terms  of  computing  power  per 
dollar,  or  a machine  that  has  the 
most  medical  software  available  for 
it.  But  by  the  time  our  recommen- 
dation was  published,  it  might  well 
be  out  of  date. 

In  addition,  the  variety  of  hard- 
ware and  software  is  astounding. 
This  is  a boon  to  the  user,  but  makes 
it  difficult  to  recommend  any  one 
particular  computer  or  software 
package  for  general  use  in  all  of- 


William  M.  Headley,  M.D. 


A physician  just 
starting  practice  can 
build  into  a 
computerized  billing 
system  codes  for  ability 
to  pay,  and  methods 
can  be  devised  to 
handle  the  problem  of 
high  patient  turnover 
intrinsic  to  a general 
surgical  practice. 


fices.  Needs  vary  among  physi- 
cians, specialties,  and  practices. 

As  an  example,  consider  com- 
puterized billing,  one  of  the 
first  applications  of  the  computer 
to  be  installed  in  many  medical 
practices.  If  I were  just  starting  a 
private  surgical  practice,  without  a 
doubt  I would  completely  automate 
my  financial  record-keeping  and 
billing.  As  it  is,  our  office  functions 


Dr.  Headley  practices  surgery  and  has  been  Chair- 
man of  MAG’s  Computers  in  Medicine  Committee. 
Send  reprint  requests  to  him  at  Medical  Arts  Build- 
ing, P.O.  Box  656,  Milledgeville,  GA  31601. 


quite  well  with  a manual  paper  sys- 
tem. My  head  nurse/office  manager 
and  I opened  the  practice  together 
23  years  ago.  The  office  staff  is  ex- 
perienced, with  a minimum  of  turn- 
over. We  give  considerable  per- 
sonal attention  to  our  accounts:  The 
practice  sends  about  150  bills  each 
month,  and  a member  of  the  staff 
looks  at  each  bill  to  identify  pa- 
tients who  are  poor  or  temporarily 
unemployed  or  otherwise  unable  to 
pay  the  complete  amount  imme- 
diately. Even  so,  we  have  about  a 
93%  collections  ratio. 

A physician  just  starting  practice 
can  build  into  a computerized  bill- 
ing system  codes  for  ability  to  pay, 
and  methods  can  be  devised  to 
handle  the  problem  of  high  patient 
turnover  intrinsic  to  a general  sur- 
gical practice.  But  1 was  afraid  that 
computerizing  billing  at  this  stage 
of  my  practice  would  only  create 
trouble  for  the  office  staff  and  un- 
necessary hardship  for  the  patients. 
In  my  case,  a recommendation  to 
computerize  billing  would  be  in- 
appropriate. 

For  these  and  other  reasons,  we 
of  the  Computers  in  Medicine  Com- 
mittee found  it  difficult  to  make 
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specific  recommendations.  In- 
stead, several  of  us  will  from  time 
to  time  write  short  articles  explain- 
ing how  we  have  found  the  com- 
puter useful  in  our  own  practices. 


I wanted  to  be  able 
to  compare  the 
medium-  and  long-term 
efficacy  and 
complications  of 
different  surgical 
procedures  that  1 had 
used. 


An  important  and  growing  com- 
ponent of  my  surgical  prac- 
tice is  surgery  for  morbidly  obese 
patients.  I keep  extensive  records 
on  the  clinical  course  of  these  pa- 
tients. But  it  has  only  been  in  the 
last  few  years,  since  I computerized 
the  voluminous  bits  of  data  about 
these  patients,  that  I feel  I have  been 
able  to  use  the  information  to  op- 
timize my  surgery  for  morbid  obes- 
ity. The  data  allow  me  to  compare 
the  efficacy  of  various  surgical  pro- 
cedures, as  well  as  their  relative 
complication  rates.  In  addition,  I 
can  determine  the  natural  history  of 
weight  loss,  how  many  patients 
need  intraoperative  or  subsequent 
cholecystectomy,  and  whether  and 
when  weight  is  regained.  It  took 
several  years  and  a number  of  false 
starts  to  reach  this  stage. 

More  than  20  years  ago,  I grad- 
ually became  interested  in  the  plight 
of  the  morbidly  obese  patient  and 
began  doing  surgical  procedures 
intended  to  aid  them  in  permanent 
weight  reduction.  With  the  passage 
of  time  and  continuing  follow-up 
visits,  large  amounts  of  information 
accumulated  on  these  patients.  The 
number  of  these  patients  whom  I 
had  treated  also  increased  greatly. 
And  several  new  surgial  options  for 
treating  morbid  obesity  became 


available.  It  became  increasingly  dif- 
ficult to  organize  all  this  information. 
Some  was  in  the  charts  at  the  hospi- 
tal, some  was  in  my  office  records, 
and  other  data  were  in  patient  ques- 
tionnaires that  I had  sent  out. 

More  important,  the  information 
was  not  recorded  in  a way  that  al- 
lowed me  to  retrieve  it  and  manip- 
ulate it  to  draw  clinically  useful 
conclusions.  I wanted  to  be  able  to 
compare  the  medium-  and  long- 
term efficacy  and  complications  of 
different  surgical  procedures  that  I 
had  used.  Did  my  experience  sup- 
port conclusions  from  other  sur- 
geons’ series  about  which  proce- 
dure was  preferable?  I had  also 
modified  the  details  of  one  proce- 
dure. Did  the  hard  numbers  support 
my  impression  that  this  modifica- 
tion was  beneficial  for  weight  loss? 

I had  more  than  enough  data  to 
be  able  to  answer  these  and  related 
questions.  By  1983,  I had  done 
about  900  procedures  for  morbid 
obesity.  Up  to  50  items  of  infor- 
mation might  be  recorded  for  each 
patient.  Yet  I could  not  access  this 
potentially  valuable  information  in 
such  a way  that  1 could  use  it  to 
improve  patient  treatment.  Here  was 
a database  problem  that  was  be- 
coming increasingly  complex. 

The  only  logical  approach  was 
to  computerize  the  data.  I pur- 
chased an  IBM  PC  computer 
equipped  with  the  DOS  operating 
system,  a printer,  a modem,  and  the 
word-processing  program,  Word- 
Star. After  struggling  with  this  sys- 
tem for  several  months,  it  seemed 
to  me  that  I was  getting  no  closer 
to  arranging  my  data  in  a useful 
form. 

So  I approached  a computer  pro- 
grammer. He  asked  what  exactly  I 
wanted  in  my  data  collection  pro- 
gram. I didn’t  know  exactly.  It  be- 
came obvious  from  conversations 
with  him  that  programming  can  be 
very  expensive  and  that  there  would 
be  increasing  expense  with  each 
change  in  the  program. 

At  this  point  I found  what  has 
been  for  me  the  solution.  It  is  a 
software  program  called  Sym- 


phony, from  the  Lotus  Develop- 
ment Company.  Symphony  is 
unique  in  that  it  allows  the  user  to 
write  his  own  software  program.  You 
can  record  your  data  in  any  fashion 
you  desire.  You  can  then  set  your 
own  criteria  for  retrieving  the  infor- 
mation, display  it  in  tables  or  graphs 
and  perform  statistical  analysis  on 
it. 

It  is  the  flexibility  of  Symphony 
that  makes  it  so  useful  for  my  pur- 
poses. Information  only  needs  to  be 
entered  one  time,  and  it  is  available 
for  use  in  hundreds  of  ways.  For 
instance,  once  a patient’s  weight 
loss  history  is  entered,  it  can  be 
retrieved  and  categorized  by  age, 
gender,  initial  weight,  type  of  sur- 
gical procedure,  or  any  other  pa- 
rameter that  is  also  entered  in  the 
patient’s  computer  file.  Any  out- 
come variable  can  be  used  to  as- 
sess the  efficacy  of  a number  of 
treatment  variables. 

This  capability  is  very  useful  for 
a physician  who  does  surgery  for 


It  is  the  flexibility  of 
Symphony  that  makes 
it  so  useful  for  my 
purposes.  Information 
only  needs  to  be 
entered  one  time,  and 
it  is  available  for  use  in 
hundreds  of  ways. 


morbid  obesity.  It  is  important  to 
be  able  to  generate  updates  to  the 
data  that  include  results  from  all 
patients.  Surgery  for  morbid  obesity 
is  frequently  refined,  and  periodi- 
cally it  is  altered  radically.  Detailed, 
statistically  valid  comparisons  are 
crucial  for  identifying  as  rapidly  as 
possible  proposed  innovations  that 
are  truly  beneficial  to  the  patient 
and  eliminating  those  that  may  be 
theoretically  sound  but  that  don’t 
work  out  in  practice. 
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Symphony  makes  this  constant 
updating  and  evaluating  possible. 
In  our  practice,  more  than  20  years 
of  data  on  over  1300  morbidly  obese 
patients  have  so  far  been  entered 
and  frequently  evaluated.  Does  a 
change  in  the  size  of  the  surgically 
created  stomach  pouch  or  in  the 
size  of  the  opening  into  the  pouch 
or  in  the  size  of  the  gastrojejunos- 
tomy affect  the  rate  or  duration  of 
weight  loss?  What  are  typical  post- 
surgical  changes  in  patients’  weight, 
blood  pressure,  cholesterol,  triglyc- 
erides, or  uric  acid  level? 

All  these  data  can  be  extracted, 
graphed,  and  compared.  The  data 
can  be  displayed  as  line,  bar,  or  pie 
graphs.  Graphs  can  be  exported  into 
another  program  called  Lotus  Free 
Lance  for  more  sophisticated  edit- 
ing. Print  can  be  changed  or  text 
added.  Free-hand  drawings  in  color 
can  be  used  to  clarify  the  graphs. 
And  finished  graphs  can  be  mated 
with  text  to  provide  a complete 
manuscript. 

I have  given  frequent  presenta- 
tions at  medical  meetings  on  the 
results  of  these  operations.  Having 
a computerized  database  in  the 
Symphony  program  makes  it  pos- 
sible to  generate  the  most  recent 
results  in  a minimum  of  time  with 
a minimum  of  effort. 

Having  the  data  stored  in  the 
computer  has  also  made  it 
possible  to  generate  professional- 
looking slides  for  use  in  these  pres- 
entations. There  are  two  options  for 
making  these  slides.  Graphs  can  be 
produced  by  the  computer  and  sent 
to  a commercial  laboratory.  Using 
this  procedure  slides  cost  between 
$25  and  $75  each.  However,  for  a 
person  who  makes  frequent  pres- 
entations and  needs  new,  updated 
slides  each  time,  there  is  a simpler, 
cheaper  way  to  generate  high-qual- 


ity slides  using  your  own  computer. 
What  is  necessary  is  an  enhanced 
graphics  card  in  the  computer  and 
an  enhanced  graphic  adapter  mon- 
itor. Then  high-quality  slides  can  be 


Should  you  decide  to 
computerize  your  offie 
completely,  a number 
of  very  good 
companies  offer 
packages  that  probably 
are  cheaper  in  the  long 
run  than  setting  up 
your  own  system  from 
components. 


made  by  photographing  the  screen 
using  the  appropriate  shutter  speed 
and  film. 

Even  for  physicians  who  do  not 
work  in  fields  that  undergo  frequent 
innovations  or  who  do  not  give  reg- 
ular meeting  presentations,  Sym- 
phony can  be  advantageous.  A fam- 
ily physician,  for  example,  might 
find  it  useful  to  have  extensive  clin- 
ical patient  data  recorded  in  a flex- 
ible computer  program.  A patient’s 
longitudinal  health  history  can  be 
stored  in  an  organized  way  that 
makes  it  clear  whether  a disease 
condition  is  progressing  or  a treat- 
ment is  working. 

Symphony  also  offers  the  capa- 
bility of  adding  new  information 
fields.  If  a physician  decides  to  in- 
tervene with  cigarette-smoking  pa- 
tients, information  on  patients’ 
smoking  history  can  be  retroac- 
tively entered  into  the  computer- 


ized medical  chart. 

Symphony  also  has  a communi- 
cations component  that  provides 
access  (via  a modem  and  tele- 
phone) to  various  databases,  such 
as  MEDLiNE  at  the  National  Library 
of  Medicine.  In  the  same  way,  I can 
connect  to  the  Georgia  Interactive 
Network  for  Medical  Information 
(GaIN),  located  at  the  Mercer  Uni- 
versity School  of  Medicine  in  Ma- 
con. Through  GaIN,  I can  perform 
a literature  search  or  use  the  phy- 
sician’s bulletin  board  (“electronic 
mail”)  to  communicate  with  other 
physicians. 

Uses  for  the  computer  in  the 
medical  practice  are  numer- 
ous. But  computers  are  really  not 
user  friendly  and  often  are  intimi- 
dating when  one  first  begins  to  use 
them.  Should  you  decide  to  com- 
puterize your  office  completely,  a 
number  of  very  good  companies  of- 
fer packages  that  probably  are 
cheaper  in  the  long  run  than  setting 
up  your  own  system  from  compo- 
nents. These  companies  provide 
computers,  software  (including 
medical  programs  that  will  meet 
your  specific  office  needs),  training 
for  you  and  your  office  staff,  and  — 
most  important  — support  when 
you  need  it.  Of  course,  such  a com- 
prehensive arrangement  is  expen- 
sive, costing  between  $20,000  and 
$50,000. 

On  the  other  hand,  should  you 
have  projects  that  you  would  like 
to  try  on  your  own,  a number  of  very 
good  computers,  plus  matching 
software,  are  available  for  between 
$2000  and  $3000.  These  machines 
will  get  you  started  and  give  you  a 
firm  base  to  grow  on  should  you 
decide  that  a computer  isn’t  so  in- 
timidating after  all  and  that  one  can 
help  solve  some  of  the  problems  in 
your  medical  practice.  ■ 
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♦♦♦the  Cornerstone 
of  Our  Professions 


.A.t  times  your  caring 
attitude  goes  further  in  healing 
a patient  than  all  the  pills  and 
bandages  ever  could.  Your 
patient  senses  that  genuine 
concern  you  have  for  him- 
concern  manifested  in  the 
often  herculean  efforts  you 
make  to  aid  him  in  recovery. 
After  all,  caring  is  the 
cornerstone  of  your  practice. 

Occasionally  a company 
appears  with  the  same  caring 
approach  whose  purpose  is  to 
serve  the  doctor.  In  the  field  of 
professional  liability  insurance, 
that  company  is  Insurance 
Corporation  of  America.  Like 
you,  we  make  caring  for  our 
insured  the  cornerstone  of  our 
stable  and  successful  business. 
And  our  ongoing  efforts  to 
cure  malpractice  ills  are 
unmatched  in  the  industry. 

If  you’re  tired  of  dealing 
with  an  insurance  company 
who’s  more  concerned  with 
your  premium  than  with  your 


practice  and  reputation,  call 
ICA.  You’ll  receive  the  kind  of 
care  you  deserve. 


People  Who  Care 

713  (871-8100) 
Houston,  Texas 


THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $644  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 

Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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SIDS  and  Autopsies:  Does  the 
Medico-Legal  System  in  Georgia 
Work  for  SIDS  Deaths? 

Barbara  N.  Samuels,  M.D.,  Susana  Rubio,  M.P.H. 


SUDDEN  INFANT 
DEATH  SYN- 
DROME (SIDS)  is  the 
leading  postneo- 
natal  cause  of 
death  in  Georgia. 
Between  1980  and 
1985,  the  state 
mortality  rate  for 
SIDS  ranged  from 
1.5  to  1.8  deaths 
per  1000  live 
births,  consistent 
with  the  national 
SIDS  rate  of  1.5-2. 0 
deaths  per  1000 
live  births.12  In 
1985,  there  were 
154  deaths  attrib- 
uted to  SIDS  in 
Georgia,  a rate  of 
1.6  deaths  per 
1000  live  births.3  4 

SIDS  is,  by  def- 
inition,* a diag- 
nosis of  exclu- 
sion, requiring  an 


Dr.  Samuels  is  a Perinatal 
Epidemiologist,  Office  of 
Epidemiology,  Room  210, 
Division  of  Public  Health, 
Georgia  Department  of 
Human  Resources,  878 
Peachtree  St.,  Atlanta,  GA 
30309;  Ms.  Rubio  is  with 
the  Master  of  Public  Health 
Program,  Emory  Univer- 
sity, Atlanta.  Send  reprint 
requests  to  Dr.  Samuels. 


Abstract 

Sudden  infant  death  syndrome  (SIDS)  is  the  leading 
postneonatal  cause  of  death  in  Georgia.  By  defi- 
nition, SIDS  is  a diagnosis  of  exclusion  requires  a post- 
mortem examination  to  rule  out  other  possible  causes 
of  death.  Nevertheless,  many  infant  deaths  are  labelled 
SIDS  without  an  autopsy.  State  autopsy  rates  improved 
from  almost  50%  in  1980  to  65%  in  1985,  but  most  of 
the  improvement  occurred  by  1982.  Autopsy  rates 
throughout  the  1980s  exceeded  90%  in  Cobb-Douglas, 
DeKalb,  and  Fulton  health  districts,  while  improving 
in  the  rest  of  the  state  from  35%  in  1980  to  almost 
60%  in  1985.  The  higher  autopsy  rates  in  the  three 
metropolitan  Atlanta  health  districts  may  be  the  result 
of  a different  death  investigation  system  in  those  dis- 
tricts versus  the  rest  of  the  state.  Better  facilities  and 
a greater  number  of  pathologists,  including  pediatric 
pathologists,  probably  contribute  to  the  higher  autopsy 
rate,  as  well.  SIDS  deaths  in  the  three  metropolitan 
health  districts  are  almost  always  certified  by  medical 
examiners,  while  those  in  the  rest  of  the  state  are  usu- 
ally certified  by  coroners  or  physicians  other  than  med- 
ical examiners.  More  unautopsied  SIDS  deaths  were 
certified  by  coroners  or  physicians  other  than  medical 
examiners.  All  SIDS  deaths  in  the  three  metropolitan 
Atlanta  health  districts  certified  by  medical  examiners 
were  autopsied,  but  20%  of  those  certified  by  medical 
examiners  in  the  rest  of  the  state  were  not  autopsied. 
The  death  investigation  system  as  currently  legislated 
in  Georgia  has  increased  the  autopsy  performance  for 
SIDS  deaths,  but  improvement  is  still  needed. 


autopsy  to  rule  out 
other  causes  of 
death.  Yet,  SIDS 
victims  are  not  al- 
ways autopsied. 
Autopsies  that  are 
done  are  not  al- 
ways complete 
or  adequate. 
Whether  or  not  a 
SIDS  autopsy  is 
performed  or  ad- 
equate is  subject 
to  a variety  of  con- 
ditions, including 
the  personal  phi- 
losophy, commit- 
ment, awareness, 
and  sophistica- 
tion of  the  med- 
ico-legal commu- 
nity and  the 
availability  of 
funds,  patholo- 
gists, and  ade- 
quate autopsy  fa- 
cilities.57 How 
these  factors  influ- 


* SIDS  is  the  unexpected 
sudden  death  of  an  ap- 
parently healthy  infant  that 
remains  unexplained  even 
after  an  adequate  autopsy. 
By  definition,  SIDS  is  a di- 
agnosis of  exclusion,  re- 
quiring a post-mortem  ex- 
amination to  rule  out  other 
plausible  causes  of  death.1 
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ence  the  performance  of  autopsies 
on  SIDS  deaths  in  Georgia  is  not 
known,  particularly  in  rural  areas  of 
the  state,  where  the  conditions 
noted  above  are  more  likely  to  deter 
the  performance  of  autopsies. 

A 1981  survey  of  medico-legal 
systems  in  nine  states  attributed 
high  autopsy  rates  for  SIDS  victims 
to  the  presence  of  infant  death  or 
specific  SIDS  legislation  and,  more 
importantly,  to  a death  investiga- 
tion system  that  emphasized  a cen- 
tral reporting  mechanism  with  a co- 
ordinator such  as  a chief  medical 
examiner.7  In  Georgia,  the  Post- 
Mortem  Act8-9  outlines  procedures 
to  be  followed  for  specific  types  of 
deaths,  but  there  are  essentially  two 
different  death  investigation  sys- 
tems in  the  state:  a medical  ex- 
aminer system  in  Cobb,  DeKalb,  and 
Fulton  counties,  and  a mixed  cor- 
oner/medical examiner  system  in 
the  other  156  counties.  The  coroner 
in  each  of  these  156  counties  is  an 
elected  official  not  required  to  have 
a medical  background.  The  coro- 
ner is  notified  when  persons  die  un- 
der conditions  specified  by  the  Post- 
Mortem  Act,  such  as  the  death  of 
an  apparently  healthy  person  or  a 
death  unattended  by  a physician, 
both  of  which  can  apply  to  SIDS 
victims.  If  death  has  occurred  un- 
der either  condition,  the  coroner 
must  contact  a state  approved  med- 
ical examiner  (ME),  who  is  li- 
censed to  practice  medicine  in 
Georgia,  but  need  not  be  a pathol- 
ogist. In  the  three  counties  with  only 
medical  examiners,  the  MEs  must 
be  pathologists.  These  MEs  are  also 
on  the  state  list  and  can  be  used  by 
any  county  coroner.  In  both  sys- 
tems, only  the  ME  has  the  authority 
to  decide  whether  an  autopsy  will 
be  performed.18  9 While  the  litera- 
ture suggests  that  the  medical  ex- 
aminer system  may  be  more  adept 
at  obtaining  autopsies  than  a cor- 
oner or  mixed  coroner/medical  ex- 
aminer system  in  at  least  one  state,7 


t Byron  Dawson,  Ph.D.,  Assistant  Director,  Divi- 
sion of  Forensic  Science,  the  Georgia  Bureau  of 
Investigation  contributed  his  knowledge  of  the  death 
investigation  system  to  both  this  and  the  following 
paragraph. 


this  has  never  been  investigated  in 
Georgia. 

The  Post-Mortem  Act  requires 
medical  examiners  to  send  all  au- 
topsy reports  to  the  Forensic  Sci- 
ence Laboratory  of  the  Georgia  Bu- 
reau of  Investigation  (GBI).  Autopsy 
reports  sent  to  the  GBI  are  reviewed 
by  a medical  examiner  or  a pa- 
thologist. It  is  not  known  how  many 
autopsy  reports  from  SIDS  deaths 
are  actually  sent  to  the  GBI  as  re- 
quired under  Georgia  law. 

Methods 

Aggregate  data  for  autopsies  and 
geographic  location  (health  district 
of  death)  were  provided  by  the  Vital 
Records  and  Health  Statistics  Unit 
of  the  Georgia  Department  of  Hu- 
man Resources  from  all  infant  death 
certificates  in  Georgia  between  1980 
and  1985  listing  SIDS  as  the  cause 
of  death.  Trends  for  SIDS  deaths  and 
autopsies  were  examined  for  the 
entire  state  and  for  Cobb-Douglas*, 
DeKalb,  and  Fulton  health  districts 
(metro)  versus  the  rest  of  the  state. 
Certifier,  autopsy,  geographic  lo- 
cation (health  district  of  death),  and 
death  certificate  numbers  were  ab- 
stracted directly  from  the  1983-1984 
death  certificates  by  one  author 
(SR),  and  the  relationships  of  cer- 
tifier to  autopsies  and  health  dis- 
trict were  investigated.  Death  cer- 
tificate numbers  were  used  to 
search  the  GBI  records  to  deter- 
mine the  percentages  of  autopsy  re- 
ports sent  to  the  GBI,  and  health 
district  information  was  used  to  de- 
termine if  there  were  any  relation- 
ship between  the  death  investiga- 
tion system  or  geographic  location 
and  reporting  to  the  GBI. 

Results 

Autopsy  rates  for  SIDS  victims  ap- 
pear to  have  stabilized  since  1982 
(Table  1).  Autopsy  rates  for  the 
metro  health  districts  have  been 


t Data  were  made  available  by  health  district. 
DeKalb  and  Fulton  counties  are  synonomous  with 
DeKalb  and  Fulton  health  districts.  Cobb  County 
is  one  of  two  counties  in  the  Cobb-Douglas  health 
district.  Douglas  County  uses  a coroner  system. 


consistently  at  or  above  90% 
throughout  the  1980s.  Improve- 
ments in  autopsy  rates  for  the  rest 
of  the  state  occurred  primarily  be- 
tween 1980  and  1982,  exceeding 
50%  since  1982. 

Coroners  certified  163  of  the  304 
(54%)  deaths  attributed  to  SIDS  that 
occurred  in  Georgia  to  state  resi- 
dents during  1983-1984;  medical 
examiners  certified  98  (32%);  phy- 
sicians other  than  medical  exam- 
iners, 43  (14%).  Medical  examiners 
certified  94%  of  the  85  SIDS  deaths 
that  occurred  in  the  metro  health 
districts  (Figure  1).  Coroners  cer- 
tified 73%  of  the  219  SIDS  deaths 
in  the  rest  of  the  state;  medical  ex- 
aminers, 8%;  and  other  physicians, 
19%  (Figure  1). 


SIDS  deaths  in  the 
three  metropolitan 
health  districts  are 
almost  always  certified 
by  medical  examiners, 
while  those  in  the  rest 
of  the  state  are  usually 
certified  by  coroners  or 
physicians  other  than 
medical  examiners. 


If  a medical  examiner  certified 
the  SIDS  death,  there  was  a 96% 
chance  that  an  autopsy  was  per- 
formed on  that  infant,  compared  to 
59%  if  certified  by  a coroner  and 
42%  for  certification  by  a physician 
other  than  a medical  examiner  (Ta- 
ble 2).  In  the  metro  area,  100%  of 
deaths  certified  by  a medical  ex- 
aminer or  another  physician  were 
autopsied,  but  only  33%  (one  of 
three),  of  coroner-certified  SIDS 
deaths  were  autopsied.  In  the  rest 
of  the  state,  there  was  a 59%  au- 
topsy rate  for  coroner  certified  SIDS 
deaths;  39%,  if  certified  by  a phy- 
sician other  than  a medical  exam- 
iner; and  78%,  if  certified  by  a med- 
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ical  examiner  (Figure  2).  Two  death 
certificates  were  missing  autopsy 
information.  Both  were  from  out- 
side the  metro  health  districts  and 
were  certified  by  coroners.  The  three 
SIDS  deaths  that  befell  Georgia  res- 
idents outside  of  the  state  were  all 
autopsied.  One  was  certified  by  a 
medical  examiner;  two,  by  other 
physicians. 

Of  the  305  death  certificates  for 
deaths  attributed  to  SIDS  that  oc- 
curred in  the  state  to  Georgia  resi- 
dents during  1983-1984,  a total  of 
208  (68%)  were  autopsied.  Reports 
for  166  (80%)  of  the  autopsies  were 
sent  to  the  GBI  headquarters  in  De- 
catur as  required  by  law.  One  death 
was  determined  not  to  be  SIDS.  Five 
reports  in  the  GBI  computer  listing 
were  not  found  in  the  GBI  files. 
Three  included  only  the  police  in- 
vestigation report,  and  seven,  only 
toxicology  reports.  At  least  40%  of 
the  autopsy  reports  from  four  health 
districts  located  in  different  sec- 
tions of  the  state  were  not  sent  to 
GBI.  All  used  mixed  coroner/med- 
ical examiner  death  investigation 
systems.  Three  are  predominantly 
rural  districts.  All  but  one  of  the  five 
autopsy  reports  not  found  in  the  file 
were  from  one  health  district  in 
south  Georgia.  Incomplete  reports 
(those  containing  only  the  police 
report  or  the  toxicology  report)  were 
all  from  Cobb-Douglas  and  Fulton 
health  districts.  None  of  the  three 
out-of-state  reports  was  sent  to  the 
GBI. 

Discussion 

Autopsy  rates  for  deaths  attrib- 
uted to  SIDS  in  Georgia  improved 
40%  from  1980  to  1982,  but  have 
shown  no  substantial  improvement 
since  that  time.  Most  of  the  im- 
provement occurred  outside  of  the 
metro  health  districts.  The  improve- 
ment probably  resulted  from  an  in- 
creased awareness  of  the  role  of 
autopsies  in  SIDS  diagnosis,  since 
no  major  change  in  the  law  or  in 
the  death  investigation  system  par- 
alleled the  improved  autopsy  rate. 

That  non-autopsied  SIDS  cases 
were  almost  exclusively  certified  by 
coroners  and  physicians  other  than 


Figure  1 . SIDS  deaths  by  certifier 
by  geographic  area. 
Georgia,  1983-1984. 


200  T 


180-- 


Rest  of  state 

Geographic 


Coroner 
Physician 
Medical  Examiner 


Metro 

area 


Figure  2.  Autopsy  status  by  certifier 
by  geographic  area. 

Georgia,  1983-1984. 


# SIDS  deaths 

(•C— ooroner;  MD— other  phyololon;  ME— medical  examiner) 


medical  examiners  appears  to  sup- 
port the  premise  that  it  is  the  death 
investigation  system  that  deter- 
mines autopsy  rates.  However,  cor- 
oner certification  of  a non-autop- 


sied SIDS  case  could  represent 
refusal  of  a medical  examiner  to 
order  an  autopsy  despite  a coro- 
ner’s request  for  one,  since  under 
Georgia  law,  only  the  medical  ex- 
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TABLE  1 — SIDS  Deaths  and  Autopsy  Percentages,  Georgia,  1980-1985 


Year 

#SIDS  Deaths 

% Autopsied 

Cobb-Douglas, 
DeKalb,  Fulton 

Rest  of 
State 

Total 

1980 

134 

91 

35 

49 

1981 

166 

97 

42 

53 

1982 

137 

90 

58 

65 

1983 

150 

100 

53 

67 

1984 

158 

97 

61 

70 

1985 

154 

95 

57 

67 

TABLE  2 — Autopsy  Status  By  Certifier,  Georgia,  1983-1984 


Certfier 

No.  of  SIDS  Deaths * 

Autopsied 

Not  Autopsied 

Coroner 

95 

66 

Physician 

18 

25 

Medical  Examiner 

94 

4 

* Autopsy  status  was  missing  on  two  death  certificates;  a third  had  its  diagnosis  changed  by  autopsy. 
This  table  does  not  include  three  Georgia  deaths  that  occurred  out  of  state  and  are  included  in  vital 
records  data  presented  in  Table  1. 


aminer  can  actually  order  an  au- 
topsy. In  addition,  rural  families  are 
known  to  turn  more  often  to  their 
family  doctor  upon  discovery  of  a 
dead  infant  than  urban  or  suburban 
families,  and  their  physician  may 
certify  the  death  without  activating 
the  death  investigation  process.7  In- 
deed, outside  of  the  metro  area,  al- 
most one-fifth  of  the  SIDS  deaths 
were  certified  by  other  physicians 
(versus  two  deaths  in  the  metro 
area),  and  over  half  of  these  deaths 
were  not  autopsied,  a much  higher 
percentage  than  either  coroner  or 
medical  examiner  certification.  A 
county-specific  analysis  might  bet- 
ter determine  whether  it  is  the  death 
investigation  system  per  se  or  the 
urban  or  rural  nature  of  an  area  that 
determines  autopsy  rates  for  SIDS 
victims  in  Georgia,  since  many  ru- 
ral health  districts  include  an  urban 
county. 

Autopsy  reporting  to  the  GBI  was 
generally  good,  although  a few 
health  districts  were  underreport- 
ing. Since  county  information  was 
not  collected,  it  is  not  clear  whether 
particular  counties  in  these  dis- 
tricts did  not  routinely  send  their 
reports  to  the  GBI  or  whether  these 


were  random  cases  from  different 
counties  in  an  entire  district.  Again, 
a county-specific  analysis  might 
clarify  the  issue.  There  is  no  partic- 
ular geographic  predilection  for 
good  or  bad  reporting  to  the  GBI. 
The  districts  with  the  poorest  com- 
pliance have  coroner/medical  ex- 
aminer systems,  but  a strict  medi- 
cal examiner  system  does  not 
guarantee  100%  reporting  of  com- 
plete autopsy  results  to  the  GBI. 

Conclusion 

Based  on  this  analysis,  it  appears 
that  the  medical  examiner  systems 
in  Cobb-Douglas,  DeKalb,  and  Ful- 
ton health  districts  are  better  at  pro- 
curing autopsies  for  deaths  attrib- 
uted to  SIDS  than  the  coroner/ 
medical  examiner  systems  in  the 
rest  of  the  state.  That  the  urban/ 
suburban  setting  of  those  three 
health  districts,  with  a greater  avail- 
ability of  personnel  and  facilities  to 
do  pediatric  autopsies,  might  be 
more  important  in  procuring  autop- 
sies on  presumed  SIDS  victims  than 
the  death  investigation  system  per 
se  cannot  be  ruled  out.  Moreover, 
a strict  medical  examiner  system  is 
probably  unworkable  in  many  areas 


of  the  state.  The  more  rural  areas 
could  not  attract  pathologists,  par- 
ticularly pediatric  specialists,  nor 
could  they  maintain  costly  forensic 
facilities  that  would  be  used  spar- 
ingly, at  best.  A more  practical  ap- 
proach would  be  to  utilize  the  cur- 
rent system  to  its  maximum 
potential.  This  would  include  on- 
going SIDS  education  to  update  cor- 
oners, medical  examiners,  and 
other  physicians  about  the  syn- 
drome and  the  central  role  autop- 
sies play  in  its  diagnosis.  Periodic 
updates  for  pathologists,  for  ex- 
ample, on  the  techniques  of  pedi- 
atric autopsies,  might  improve  both 
the  number  of  autopsies  performed 
on  these  infants  and  the  content  of 
the  autopsies.  Increased  funding  for 
autopsies  would  probably  improve 
autopsy  rates  in  many  rural  areas. 


In  Georgia,  the  Post- 
Mortem  Act  outlines 
procedures  to  be 
followed  for  specific 
types  of  deaths,  but 
there  are  essentially 
two  different  death 
investigation  systems  in 
the  state.  . . . 


One  short  term  solution  for  im- 
proving autopsy  rates  of  deaths  at- 
tributed to  SIDS  is  infant  death  leg- 
islation.57 While  such  legislation 
does  not  guarantee  much  higher 
autopsy  rates  than  Georgia’s,  two  of 
the  three  states  in  the  nine  state 
survey  with  either  SIDS  legislation 
or  infant  death  laws  had  autopsy 
rates  at  or  near  100%. 7 

Another  possibility  is  regionali- 
zation of  forensic  facilities  and/or 
identification  of  pediatric  pathol- 
ogy facilities  as  consultant  centers 
similar  to  the  tertiary  maternal  and 
infant  care  centers  in  the  state.  Re- 
gionalization of  services  has  been 
implemented  in  many  states  with 
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varying  degrees  of  success.7  How- 
ever, high  autopsy  rates  in  states 
such  as  North  Carolina  and  Okla- 
homa occur  in  regionalized  sys- 
tems functioning  under  a Chief 
Medical  Examiner.7  Georgia  has  a 
central  autopsy  reporting  mechan- 
ism already  in  place  at  the  GBI  Fo- 
rensic Science  Laboratory,  but  the 
Georgia  agency  reviews,  rather  than 
requests,  autopsies.  In  other  words, 
it  acts  at  the  end  of  the  death  in- 
vestigation process  rather  than  near 
the  beginning.  Regionalization  has 
resulted  in  improvements  in  mater- 
nal and  neonatal  health  in  Georgia. 
Could  a similar  system  improve  the 
death  investigation  system  for  SIDS 
in  the  state? 
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• Even  moderate  social  drinkers 
may  risk  liver  damage. 

• Women  are  more  likely  to  suffer 
liver  damage  from  alcohol 
than  men. 

• Most  victims  of  liver  disease  are 
not  alcoholics. 

All  three  statements  are  true. 

How  many  did  you  get  right? 


Many  people  are  confused  about 
the  effects  of  alcohol  on  the  liver— 

and  what  you  don’t  know  can  hurt 
you. 

A pamphlet  on  myths  and  facts 
tells  what  you  can  do  to  protect 
yourself  and  your  loved  ones.  For 
your  free  copy  send  a stamped 
self-addressed  business 
envelope  to: 


American  Liver 
Foundation 

Box  AL 

Cedar  Grove,  N.J.  07009 
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Incidence  of  Oral  Cancer  in  Atlanta 

Wong-Ho  Chow,  Ph.D.,  Jonathan  M.  Liff,  Ph.D.,  Raymond  S.  Greenberg,  M.D.,  Ph.D. 


Abstract 

ALL  RESIDENTS  of  metropolitan  Atlanta  with  a new 
diagnosis  of  histologically  confirmed  squamous 
cell  carcinoma  of  the  tongue  (n  = 320),  hard  or  soft 
palate  (n  = 68),  floor  of  mouth  (n  = 154),  or  buccal 
mucosa  (n  = 43)  between  1975  and  1985  were  iden- 
tified from  the  records  of  the  Georgia  Center  for  Can- 
cer Statistics.  Whites  accounted  for  71.5%  of  all  cases, 
and  63.2%  of  diagnoses  occurred  among  males.  The 
age-adjusted  incidence  rates  (per  100,000  persons) 
were  as  follows:  white  males,  4.9;  white  females,  2.4; 
black  males,  8.7;  black  females,  2.3.  The  age-specific 
incidence  rates  for  blacks  were  greatest  between  the 
ages  of  50  and  69  years,  whereas  the  rates  for  whites 
increased  progressively  with  age.  Over  the  time  period 
of  this  investigation,  the  age-adjusted  incidence  rose 
slightly  among  blacks,  but  a small  decline  was  found 
for  whites. 


Introduction 

During  1987, 
an  estimated 
29,500  malig- 
nancies of  the  oral 
cavity  and  pharynx 
were  diagnosed  in 
the  United  States, 
and  9,400  people 
died  from  this 
disease.1  Although 
oral  and 
pharyngeal 
neoplasia  accounts 
for  only  about  3% 
of  all  cancers,  it  is 
one  of  the  most 
rapidly  increasing 
neoplasms  among 
black  males,  with 
an  overall  increase 
in  incidence  of 
29%  between  1975 
and  1984.  In  contrast,  the 
incidence  of  oral  and  pharyngeal 
malignancies  among  black 
females  and  whites  remained 
relatively  stable  during  the  same 
time  period.2 

The  demographic  variation  in 
incidence  trends  may  reflect  a 
temporal  change  in  the 
prevalence  of  risk  factors  for  oral 
cancer  within  subgroups  of  the 
population.  Examination  of  the 
patterns  of  disease  occurrence 
also  may  help  to  identify 
populations  that  would  benefit 
from  more  intensified  prevention 
and  screening  programs.  The 
purpose  of  this  report  is  to 


provide  a detailed  evaluation  of 
the  patterns  of  oral  cancer 
occurrence  among  residents  of 
metropolitan  Atlanta. 

Materials  and  Methods 

The  present  data  were  collected 
by  the  Georgia  Center  for  Cancer 
Statistics  (GCCS),  a population- 
based  cancer  registry  affiliated 
with  the  Surveillance, 
Epidemiology,  and  End  Results 

Drs.  Chow  and  Liff  are  Assistant  Professors  of 
Epidemiology  and  Biostatistics,  Emory  University 
School  of  Medicine,  and  Dr.  Greenberg  is 
Associate  Professor  and  Chairman  of 
Epidemiology  and  Biostatistics.  Send  reprints 
requests  to  him  at  the  Georgia  Center  for  Cancer 
Statistics,  246  Sycamore  St.,  Ste.  100,  Decatur, 

GA  30030. 


(SEER)  Program  of 
the  National  Cancer 
Institute.  A detailed 
description  of  the 
operation  of  this 
registry  has  been 
provided  in  earlier 
reports.3  4 Since  1975, 
clinical  and 
demographic 
information  on  all 
new  cases  of  cancer 
diagnosed  in 
residents  of 
metropolitan  Atlanta 
(Clayton,  Cobb, 
DeKalb,  Fulton,  and 
Gwinnett  counties) 
has  been  collected  by 
the  registry.  Cases 
were  identified  from 
hospital  records,  free- 
standing pathology 
laboratories,  and  death 
certificates. 

For  the  purposes  of  this  study, 
eligibility  was  limited  to  residents 
of  metropolitan  Atlanta  with  a 
new  diagnosis  of  invasive 
squamous  cell  carcinoma  of  the 
tongue,  hard  or  soft  palate,  floor 
of  mouth,  or  cheek  mucosa 
between  January  1,  1975,  and 
December  31,  1985.  All  diagnoses 
were  histologically  confirmed.  In 
addition,  patients  with  any 
previous  malignancy  were 
excluded  from  the  analysis.  The 
number  of  patients  with  non- 
squamous  cell  carcinoma  was  too 
small  to  provide  meaningful 
analysis,  and  therefore  such 
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patients  were  excluded. 

The  study  period  was  centered 
around  the  1980  U.S.  Census,5  to 
allow  the  most  accurate  estimates 
of  the  size  of  the  source 
population.  Age-specific 
incidence  rates  were  computed 
for  each  of  the  race  and  gender 
subgroups.  In  addition,  race-  and 
gender-specific  incidence  rates 
were  summarized  by  direct  age 
adjustment6  for  each  of  three  time 
sub-intervals,  1975-78,  1979-82, 
and  1983-85,  using  Census  Bureau 
estimates  of  the  population  for 
these  years,  and  the  age 
distribution  of  the  1970  U.S. 
population  as  the  standard. 
Additional  descriptive  analyses 
were  performed  using 
contingency  tables  and 
corresponding  Pearson  chi-square 
statistics.7 

Results 

A total  of  585  patients  were 
registered  during  the  study  period. 
Cancer  of  the  tongue  was  by  far 
the  most  common  subsite 
involved  (54.7%),  followed  by 
neoplasia  of  the  floor  of  mouth 
(26.3%),  palate  (11.6%),  and 
buccal  mucosa  (7.4%).  The 
majority  (n  = 418;  71.5%)  of 
patients  were  white,  with  blacks 
accounting  for  the  remainder 
(n  = 167;  28.5%)  (Table  1). 
Almost  two-thirds  of  the  patients 
were  males.  Whites  tended  to  be 
older  than  blacks  at  diagnosis 
(median  age  63.5  years  versus 
56.0  years,  respectively).  The 


TABLE  1.  Distribution  of  patients  by  race,  sex  and  age  at  diagnosis 


Whites  Blacks 

Age  Group  Male  Female  Male  Female 


(years) 

n 

(%)* 

n 

(%) 

n 

(%) 

n 

(%) 

<39 

10 

( 4.0) 

9 

( 5.3) 

6 

( 5.0) 

4 

( 8.7) 

40  - 49 

27 

(10.8) 

7 

( 4.1) 

23 

(19.0) 

12 

(26.1) 

50  - 59 

66 

(26.5) 

41 

(24.3) 

46 

(38.0) 

15 

(32.6) 

60  - 69 

82 

(32.9) 

46 

(27.2) 

34 

(28.1) 

9 

(19.6) 

> 70 

64 

(25.7) 

66 

(39.1) 

12 

( 9.9) 

6 

(13.0) 

Total 

249 

169 

121 

46 

^Numbers  in  parentheses  are  percentages  of  column  totals. 


TABLE  2.  Distribution  of  patients  by  race,  sex  and  anatomic  subsite 


Whites  Blacks 


Male 

Female 

Male 

Female 

Site 

n 

(%)* 

n 

(%) 

n 

(%) 

n 

(%) 

Tongue 

139 

(55.8) 

80 

(47.3) 

74 

(61.2) 

27 

(58.7) 

Floor  of  mouth 

62 

(24.9) 

49 

(29.0) 

32 

(26.4) 

11 

(23.9) 

Palate 

31 

(12.4) 

16 

( 9.5) 

14 

(11.6) 

7 

(15.2) 

Buccal  mucosa 

17 

( 6.8) 

24 

04.2) 

1 

( 0.8) 

1 

( 2.2) 

Total 

249 

169 

121 

46 

*Numbers  in  parentheses  are  percentages  of  column  totals. 


TABLE  3.  Distribution  of  patients  by  anatomic  subsite  and  age  at  diagnosis 


Tongue 

Floor 
of  month 

Palate 

Buccal 

mucosa 

Age  Group 

n 

(%)* 

n 

(%) 

n 

(%) 

n 

(%) 

< 39 

23 

( 7.2) 

3 

( 1-9) 

3 

( 4.4) 

0 

( 0.0) 

40  - 49 

46 

(14.4) 

16 

(10.4) 

5 

( 7.4) 

2 

( 4.7) 

50  - 59 

87 

(27.2) 

52 

(33.8) 

24 

(35.3) 

5 

(11.6) 

60  - 69 

88 

(27.5) 

50 

(32.5) 

21 

(30.9) 

12 

(27.9) 

> 70 

76 

(23.8) 

33 

(21.4) 

15 

(22.1) 

24 

(55.8) 

Total 

320 

154 

68 

43 

^Numbers  in  parenthesis  are  percentages  of  column  totals. 
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proportion  of  patients  aged  70 
years  or  older  was  higher  for 
females  than  males  (33.5%  and 
20.5%,  respectively). 

The  age-specific  incidence  rates 
for  each  of  the  race  and  gender 
subgroups  are  presented  in  Figure 
1.  In  general,  the  incidence  rates 
tended  to  increase  with  age,  with 
a peak  between  50  and  69  years 
for  blacks,  and  a progressive 
increase  with  age  for  whites.  Of 
particular  concern  was  the  very 
high  incidence  of  oral  cancer 
(approximately  33  per  100,000 
persons)  among  black  males 
between  50  and  69  years  and 
among  older  white  males  (over  27 
per  100,000  persons).  The  age- 
adjusted  incidence  rates  per 
100,000  whites  were  4.9  and  2.4 
for  males  and  females, 
respectively.  Among  blacks,  the 
age-adjusted  incidence  rates  were 
8.7  and  2.3  for  males  and 
females,  respectively.  In  other 
words,  after  removing  the  effect  of 
differing  age  distributions,  black 
males  had  the  highest  overall 
incidence  of  oral  cancer,  followed 
by  white  males.  No  racial 
differential  in  incidence  was 
found  among  females. 

The  distribution  of  patients  by 
race,  gender,  and  anatomic 
subsite  of  involvement  is  depicted 
in  Table  2.  For  both  males  and 
females,  blacks  had  an  elevated 
proportion  of  tongue  neoplasms. 
Cancer  of  the  buccal  mucosa  was 
extremely  rare  among  blacks, 
although  its  occurrence  was  more 
frequent  among  whites.  Of  special 
interest  was  the  relatively  large 
proportion  of  cancers  of  the 
buccal  mucosa  (14.2%)  among 
white  females. 

The  distribution  of  subsites  of 
oral  malignancies  by  age  at 
diagnosis  is  presented  in  Table  3. 
Clearly,  cancer  of  the  buccal 
mucosa  tended  to  occur  among 
older  patients  (median  age  = 72 
years),  when  compared  with 
neoplasms  of  other  subsites 
(median  age  = 60  years).  Over 


half  of  all  cancers  of  the  buccal 
mucosa  occurred  in  persons  70 
years  and  older,  compared  with 
less  than  one-fourth  of  other  oral 
malignancies. 

In  order  to  examine  trends  in 
incidence  over  time,  the  total 
period  of  observation  was  divided 
into  three  subintervals:  1975 
through  1978,  1979  through  1982, 
and  1983  through  1985.  A 
comparison  of  age-adjusted 
incidence  rates  between  the  initial 
and  final  time  periods  revealed 
differences  by  racial  group: 
increases  of  7%  and  20%  for 
black  males  and  females, 
respectively,  and  decreases  of  4% 
and  26%  for  white  males  and 
females,  respectively. 

Discussion 

The  higher  age-adjusted 
incidence  of  oral  cancer  for  males 
compared  with  females,  and  for 
blacks  compared  with  whites  in 
metropolitan  Atlanta,  is  consistent 
with  the  national  experience.2  8 
Overall,  the  highest  age-adjusted 
incidence  was  observed  among 
black  males.  Also  supported  by 
the  national  data  was  the  general 


increase  in  the  age-specific 
incidence  rates  with  advancing 
age,  except  for  declining  rates  for 
blacks  above  age  70.2-8  This 
decreased  incidence  among  the 
current  cohort  of  older  blacks 
may  reflect  a lower  exposure  to 
risk  factors  for  oral  cancer,  such 
as  cigarette  smoking,  among 
blacks  born  in  earlier  years. 

Tobacco  smoking  and  alcohol 
consumption  have  been  shown  to 
play  important  etiologic  roles  in 
the  occurrence  of  oral  cancer.9- 10 
In  addition,  tobacco  and  alcohol 
act  synergistically,  so  that  persons 
exposed  to  both  agents  have  an 
especially  elevated  risk.1012  Use  of 
tobacco  and  alcohol  are  more 
prevalent  among  males  than 
females1316  and  are  more 
common  among  blacks  than 
whites. 13- 14- 17  These  patterns  of 
use  (i.e. , higher  prevalence  of  use 
among  groups  with  elevated  risk 
of  oral  cancer)  further  support  the 
potential  etiologic  roles  of  these 
products. 

Another  public  health  concern 
is  the  recent  resurgence  in 
the  use  of  smokeless  tobacco.18 
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With  increasing  restriction  of 
cigarette  smoking  in  public 
places,  more  people  may  resort  to 
the  use  of  smokeless  tobacco.18 
An  association  between  the  use  of 
smokeless  tobacco  and  cancer  of 
the  buccal  mucosa  has  been 
demonstrated  in  previous 
studies.19  20  The  present  finding  of 
an  elevated  percentage  of  buccal 
malignancies  among  elderly  white 
females  is  consistent  with  earlier 
work20  linking  snuff  dipping  to  the 
risk  of  oral  neoplasia  in  Southern 
women. 

Another  possible  risk  factor  for 
oral  cancer  is  poor  dentition,  i.e., 
ill-fitting  dentures  or  broken  teeth 
that  may  cause  chronic  irritation.9 
It  has  been  suggested  that  the 
decline  in  incidence  of  oral 
neoplasia  among  some 
demographic  subgroups  may  be 
related  to  improved  dental 
hygiene.21 

Contrary  to  the  national 
experience,  the  age-adjusted 
incidence  rates  among  black  male 
Atlantans  have  not  increased 
substantially  over  the  past 
decade.  Furthermore,  declining 
incidence  rates  over  time  have 
been  observed  among  whites. 
These  temporal  trends  essentially 
were  unchanged  when 
nonsquamous  oral  cancers  and 
malignancies  of  the  lip  and 
pharynx  were  included  in  the 
analysis.  In  the  United  States,  the 
proportion  of  smokers  has  been 
decreasing  consistently  since 
1965.22  The  consumption  of 
alcohol  in  this  country  also  has 
declined  since  1980-81. 23  The 
observed  temporal  trends  in  the 
incidence  of  oral  cancer  may  be 
attributed,  in  part,  to  the 
decreasing  use  of  these  products 
in  the  population. 

Although  cancer  of  the  oral 
cavity  is  relatively  uncommon,2  its 
propensity  toward  disfigurement 
and  poor  prognosis  make  this 
disease  appropriate  for  cancer 
control  interventions.  Effective 
programs  directed  toward  the 


prevention,  reduction,  or 
cessation  of  alcohol  and  tobacco 
use  also  should  serve  to  decrease 
the  incidence  of  oral  cancer.  The 
individual  physician  can  play  a 
key  role  in  primary  prevention 
through  patient  education  about 
the  harmful  effects  of  these 
products. 

Additional  gains  can  be  made 
in  reducing  the  impact  of  oral 
cancer  by  the  implementation  of 
early  detection  strategies.  The 
overall  5-year  relative  survival  rate 
for  oral  cancer  is  only  about  50%; 
however,  this  rate  increases  to 
75%  when  the  disease  is 
diagnosed  at  the  localized  stage.2 
It  is  disturbing,  therefore,  that 
overall,  only  40%  of  cases  are 
diagnosed  at  the  localized  stage; 
for  blacks,  the  proportion  with 
localized  oral  cancer  is  only 
26%. 2 Clearly,  there  is  a need  for 
public  education  about  the  signs 
and  symptoms  of  oral  cancer  and 
the  benefits  of  early  treatment. 
Physicians  and  dentists  should 
incorporate  visual  inspection  for 
suspicious  oral  lesions  as  a 
routine  part  of  patient  evaluation. 
In  addition,  screening  programs 
targeted  at  high  risk  populations 
(i.e.,  older  consumers  of  alcohol 
and  tobacco)  would  help  to 
identify  patients  at  early  stages.24 
Reductions  in  the  incidence  and 
mortality  from  oral  cancer  will  be 
sustained  only  through  concerted 
efforts  at  both  primary  and 
secondary  prevention. 
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Restrictive  Covenants  and  Georgia  Physicians 

Wendy  K.  Holland 


premium  should  be 
placed  on  drafting  a 
restrictive  covenant 
which  meets  the  needs 
of  the  employer  and 
does  not  impose 
unnecessary 
prohibitions  on  the 
employee . y 

The  use  of  restrictive 
covenants,  or,  as  they  are 
commonly  known,  “covenants  not 
to  compete,”  is  fairly  extensive, 
and  physicians  may  encounter 
such  restrictions  in  a number  of 
situations.  For  example,  an 
established  physician  needing  to 
employ  a second  physician  to 
meet  the  demands  of  his  or  her 
practice  may  be  concerned  that 
the  physician  employee  will  work 
long  enough  to  develop 
professional  relationships  with 
many  of  the  employing 
physician’s  patients  and  then 
leave  and  take  these  patients  with 
him  or  her. 

Alternatively,  a young  physician 
seeking  to  practice  with  an 
established  physician  in  order  to 
further  develop  his  or  her  skills 
may  be  required  to  sign  an 


This  article  was  prepared  at  the  request  of  the 
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the  law  firm  of  Vincent,  Chorey,  Taylor  & Feil, 
Suite  1700,  The  Lenox  Building,  3399  Peachtree 
Rd.,  Atlanta,  GA  30326.  Send  reprint  requests  to 
the  law  firm,  to  the  attention  of  Mr.  Berg. 


employment  agreement  which 
provides  that,  following 
termination  of  the  employment 
arrangement,  the  employee  will 
be  unable  to  practice  medicine  in 
the  same  community  for  some 
specified  period  of  time. 

Overview  of  Georgia  Law 

Over  the  years,  the  Georgia 
courts  have  developed  specific 
rules  which  they  use  to  analyze 
the  validity  of  restrictive 
covenants.  Although  it  is  well 
established  that  parties  are  free  to 
contract  on  any  terms  and  about 
any  subject  matter  in  which  they 
have  an  interest,  certain  contracts 
may  be  in  contravention  of  the 
public  policy  of  the  State  of 
Georgia  and  thus  unenforceable. 
Generally,  contracts  which  tend  to 
defeat  or  lessen  competition  are 
contrary  to  public  policy.1 
Restrictive  covenants  are  deemed 
by  the  courts  to  be  “partial 
restraints  of  trade,”  and  are  thus 
enforceable  only  under  certain 
conditions.2 

Georgia  courts  have 
distinguished  between  restrictive 
covenants  ancillary  to 
employment  contracts  and 
restrictive  covenants  ancillary  to 
agreements  for  the  sale  of  a 
business,  the  latter  being  more 
likely  to  be  upheld  by  the  courts. 
The  primary  reason  for  this  more 
lenient  judicial  analysis  of 
restrictive  covenants  with  respect 
to  the  sale  of  businesses  is  that  a 
contract  of  employment  inherently 
involves  parties  of  unequal 
bargaining  power;  on  the  other 
hand,  a contract  for  the  sale  of  a 


business  interest  is  far  more  likely 
to  be  entered  into  by  parties  on 
equal  footing.3  As  described 
below,  restrictive  covenants  in 
professional  partnership 
agreements  ordinarily  are  viewed 
as  involving  equal  bargaining 
power  between  the  parties,  and 
thus  are  more  likely  to  be 
upheld.4 

Noncompete  clauses  in 
connection  with  employment  are 
normally  enforceable  if  they 
restrict  post-employment  activities 
in  a manner  determined  to  be 
reasonable  under  the 
circumstances.  This  means  that 
the  covenant  be  in  writing,  be 
supported  by  consideration,  and 
be  reasonable  as  to  scope, 
territory  and  time.  In  the  past,  the 
courts  have  applied  this  test 
rather  mechanically,  although 
several  recent  cases  appear  to 
relax  this  mechanical  approach, 
in  certain  circumstances.5 

Enforceability  of  Restrictive 
Covenants  in  Employment  and 
Partnership  Agreements 
Involving  Medical  Practitioners 

As  indicated  above,  one 
condition  that  must  be 
established  in  order  successfully 
to  enforce  a restrictive  covenant 
involves  the  scope  of  the 
proscribed  activities;  this  must  be 
set  out  in  the  employment  or 
partnership  agreement  with 
specificity.  In  respect  to  medical 
practitioners,  it  is  well  settled  that 
this  may  be  accomplished  if  the 
restrictive  covenant  prohibits  an 
employee  from  “engaging  in  the 
practice  of  medicine  or  surgery” 
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after  termination  of  his  or  her 
employment.  The  primary 
justification  for  this  is  that  the 
term  “practice  of  medicine”  is 
defined  under  Georgia  law6  and 
therefore  serves  to  inform  the 
employee  of  the  specific  activities 
in  which  he  or  she  cannot  engage 
after  termination  of  employment. 

The  second  condition  which 
must  be  established  in  order  to 
enforce  a restrictive  covenant 
involves  the  territory  in  which  the 
employee  agrees  not  to  practice 
subsequent  to  the  termination  of 
employment.  The  reasonableness 
of  the  territory  will  obviously 
depend  on  the  facts  of  the 
particular  case.  For  instance,  the 
court  in  one  Georgia  case 
determined  that  a restrictive 
covenant  which  prohibited  the 
employee  from  practicing 
medicine  within  a 50  mile  radius 
of  Forest  Park,  Georgia,  was 
reasonable  and  enforceable.7 
Also,  a restrictive  covenant  was 
held  to  be  enforceable  where  the 
former  employee  agreed  that  he 
would  not  practice  ophthalmology 
within  a territory  composed  of 
Fulton,  Clayton,  Cobb,  DeKalb 
and  Gwinnett  counties,  despite 
the  fact  that  95%  of  his  patients 
came  from  this  five  county  area.8 

Finally,  a covenant  must  be 
reasonably  limited  in  duration, 
although  there  is  no  per  se 
reasonable  or  unreasonable  time 
limit.  This  condition  will  also 
depend  for  the  most  part  on  the 
particular  factual  situation 
involved.  For  example,  it  has 
been  held  that  restrictive 
covenants  which  impose  two-  and 
three-year  limitations, 


respectively,  on  the  establishment 
of  a competing  practice,  were 
reasonable.9  On  the  other  hand, 
restrictive  covenants  which 
prohibited  the  establishment  of  a 
competing  practice  for  the  life  of 
the  employed  physician  or  for  an 
indefinite  period  have  been  struck 
down  as  being  unreasonable  and 
therefore  in  contravention  of 
public  policy.10 

How  to  Properly  Contract 

The  most  important 
consideration  for  those  physicians 
who  will  be  employing  other 
physicians  is  not  to  be 
overreaching.  In  other  words, 
there  is  no  reason  to  impose  a 
restrictive  covenant  on  an 
employee  which  prohibits  the 
employee  from  acting  in  “any 
capacity”  when  a restrictive 
covenant  prohibiting  the  “practice 
of  medicine  or  surgery”  will  do. 
Similarly,  a restrictive  covenant 
seeking  to  prevent  the  employee 
from  practicing  within  a broad 
range  of  territory  over  a long 
period  of  time  is  not  necessary  if 
a lesser  territory  or  time  will 
suffice  in  order  to  protect  the 
employer  physician’s  legitimate 
interests. 

From  the  prospective 
employee’s  perspective,  some 
thought  should  be  given  to  the 
practical  ramifications  of  the 
restrictive  covenant,  in  terms  of 
the  territory  and  the  time 
limitations  of  such  prohibition. 
Indeed,  it  is  oftentimes  helpful  for 
a prospective  employee  to  draw 
on  a map  the  particular  area  in 
which  he  or  she  may  not  practice 


following  termination;  by  doing 
so,  the  employee  can  clearly  see 
the  particular  area  in  which  he  or 
she  will  be  unable  to  practice 
following  termination. 

In  sum,  restrictive  covenants  in 
employment  and  partnership 
agreements,  if  drafted  properly 
(i.  e.,  specifying  with  particularity 
the  prohibited  activity  and 
containing  reasonable  constraints 
in  terms  of  time  and  territory)  are 
likely  to  be  enforced  against 
employed  physicians.  On  the 
other  hand,  if  overly  broad  or 
vague,  a restrictive  covenant  is 
not  likely  to  be  enforced,  and  the 
employing  physician  will  thus 
lose  the  protection  which  may 
have  served  as  a primary 
inducement  to  enter  into  the 
employment  agreement. 
Consequently,  both  from  the 
employer’s  position  and  from  the 
employee’s  position,  a premium 
should  be  placed  on  drafting  a 
restrictive  covenant  which  meets 
the  needs  of  the  employer  and 
does  not  impose  unnecessary 
prohibitions  on  the  employee. 

Notes 
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Construction  of  Contractual  Restrictions  on  Right 
of  Medical  Practitioners  to  Practice,  Incident  to 
Partnership  Agreement.”  62  ALR  3d  970  (1975). 

3.  Watson  v.  Waffle  House,  Inc.,  253  Ga.  671, 
324  S.E.2d  175  (1985). 

4.  Rash  v.  Toccoa  Clinic  Medical  Associates, 
253  Ga.  322,  320  S.E.2d  170  (1984). 

5.  See,  eg.,  Watson  u.  Waffle,  Inc.,  supra. 

6.  O.C.G.A.  §43-34-20(3)  (1984). 

7.  McMurray  v.  Bateman,  221  Ga.  558,  144 
S.E.2d  345  (1965). 
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can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e  g , spironolactone,  triamterene)  (see  OVERDOSAGE) 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation.  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

Satients  with  esophageal  compression  due  lo  an  enlarged  left  atrium 
/ARNINGS 

Hyperkalemia  (See  OVERDOSAGE). 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic 
The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia. 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage. or  perforation.  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100.000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States  In  addition , perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years.  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate. 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium. 

Information  for  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following 
To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  take  this  medicine  only  as  directed  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
astromtestinal  bleeding  is  noticed. 

aboratory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram. and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity.  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed. 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE).  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing. ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS); other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  senous  hyperkalemia.  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  is  important  to  recognize  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6  5-8.0  mEq  L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval)  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq'L) 

Treatment  measures  for  hyperkalemia  include  the  following.  (1)  elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing  diuretics;  (2)  intravenous  administration  of  300-500  ml  hr  of  10°° 
dextrose  solution  containing  10-20  units  of  insulin  per  1.000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  pentoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATION 


The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of 
tablets  should  be  given  in  divided  doses 
Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked 
HOW  SUPPLIED 

Tablets— 600  mg  of  potassium  chlonde  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100  . NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack— One  Unit 

12  Bottles- 100  tablets  each  NDC  0083-0165-65 

Accu-Pak®  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10)  NDC  0083-0165-32  ; 

Do  not  store  above  86°F  (30°C)  Protect  from  moisture  Protect  from  light. 


Dispense  in  tight,  light-resistant  container  (USP). 


Dist.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit.  New  Jersey  07901 


CIBA 
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CNAs  group  medical  malpractice 
program... good  for  the  long  term. 


Is  your  group  medical  malpractice  insurer  finan- 
cially sound?  At  CNA  Insurance,  our  financial 
stability  ranks  among  the  highest  in  the  industry. 
Making  our  group  malpractice  protection  good 
now. . . and  for  the  long  term. 

Our  medical  malpractice  program  is  backed 
by  Continental  Casualty  Company-one  of  the 
CNA  Insurance  Companies  that  has  earned  an 
A+  rating  for  financial  strength  from  A.  M.  Best 
& Co.,  an  independent  rating  service.  We’re  also 
rated  AAA  by  Standard  & Poor’s  for  our  ability  to 
pay  claims.  With  our  financial  stability,  we  can 
support  our  commitment  to  one  of  the  leading 
medical  malpractice  programs. 


As  a leader,  we’ve  come  to  specialize  in  pro- 
tection for  multi-specialty  group  practices  of  five 
or  more  physicians.  This  protection  includes 
coverages  tailored  for  your  group  practice,  as  well 
as  for  individual  physicians  within  your  group. 

For  group  malpractice  protection  that’s 
financially  stable  and  good  for  the  long  term, 
contact  your  local  CNA  agent,  or 
CNA  Insurance  Companies 
Professional  Liability  Division 
CNA  Plaza 
Chicago,  IL  60685 
(312)822-4330 


CNA 

For  All  the  Commitments  You  Make' 


The  Medical  Group  Practice  Program  is  underwritten  by  Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


Elcomp.. .the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package 


TM 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients' 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
—to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.R  today— you’ll  never 
feel  better. 

^ r Data  General 

(MI  III  SI.SI37l5.h3 

(800)  441-8386  In  Georgia  (404)  565-3407 
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—MR  UPDATE— 

MRI  Advances  the  Detection  of  AVM’s 


BRAIN  EXAMINATION 

HISTORY:  A 52  year  old  man  had  two  small  right  occipital 
hemorrhages,  18  months  apart.  After  resolution,  negative  studies 
included  two  cerebral  arteriograms  and  contrast  CT  scans. 

SCAN:  Several  dark  curvilinear  structures,  evidence  of  the 
flow  void  phenomenon,  indicate  abnormal  vasculature  in  the  right 
occipital  lobe.  Associated  high  signal  intensity  of  adjacent  white 
matter  is  compatible  with  edema,  hemorrhage,  or  gliosis.  To- 
gether these  findings  are  consistent  with  occult  arteriovenous 
malformation  (AVM). 

MRI  HIGHLIGHTS:  MRI  is  highly  sensitive  for 

AVM’s  which  are  otherwise  occult  by  arteriography  or  CT  scanning. 
These  may  be  found  in  patients  with  spontaneous  hemorrhage, 
seizure  disorder,  or  other  clinical  presentations.  In  addition,  the 
sensitivity  of  MRI  for  intracranial  hemorrhage  is  being  increased 
through  the  use  of  new  partial  flip  imaging  techniques.  Refinements 
in  signal  processing,  surface  coils,  and  other  techniques  continue 
to  expand  the  clinical  indications  of  MRI.  Because  of  its  sensitivity, 
safety,  and  patient  comfort,  MRI  is  the  screening  technique  of 
choice  for  most  CNS  abnormalities. 


AMI,  AMIS,  and  ATMI  operate  their  MRI  systems  with  all  available 
upgrades  including  contiguous  slices  as  thin  as  1 mm,  high  resolu- 
tion head  and  body  coils,  state  of  the  art  surface  coils,  completely 
variable  field  of  view  in  data  collection,  cardiac  and  respiratory 
gating  with  real  time  monitoring,  and  multi-axis  oblique  imaging. 


ATLANTA 

MAGNETIC 

IMAGING 


800  Douglas  Road 
Atlanta,  Georgia  30342 

(404)  256-9296 


ATLANTA 

MAGNETIC 

IMAGING-SOUTH 

276  Medical  Way 
Riverdale,  Georgia  30274 

(404)  997-9313 


ATHENS 
MAGNETIC 
IMAGING,  LTD. 

2090-B  Prince  Avenue 
Athens,  Georgia  30606 

(404)  353-3873 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 


Snc. 
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AFFORDABLE  TERM  LIFE  INSURANCE 

FROM  JACOBS,  ACKERMAN  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non- 
decreasing graded  premium  life. 


“Liquidators  for  the  Medical  Professions  ” 

FOR  SALE 

Brand  Name  Medical  Products 
and  Equipment 

BELOW 
RETAIL 


4 


& 


\FV 


-Exam  Room  Equipment 


Examination  Tables, 
Lamps,  Stainless  Steel  Carts, 
Stools 


ALL  PRICES  CASH  & CARRY 
Visit  Our  Showroom 


WED.-  FRI.  1 0:00  - 5:00  SAT.  1 0:00  - 3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

250.00 

455.00 

670.00 

30 

252.50 

460.00 

677.50 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males 
four  years  younger.  All  coverage  provided  by  companies 
rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description,  send 
your  date  of  birth  and  amount  of  coverage  desired  to: 

JACOBS,  ACKERMAN  & ASSOCIATES 

502  GLOUCESTER  STREET,  SUITE  6 
BRUNSWICK,  GEORGIA  31520 
(912)  265-2876 


NAVAL  RESERVE 
PHYSICIAN 

• Monthly  Stipend  for  Physicians  in  training 
leading  to  qualifying  as  General/Ortho- 
pedic/Neurosurgeon or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for 
Board  eligible  General/Orthopedic  sur- 
geons and  anesthesiologists. 

• CME  opportunities. 

• Flexible  drilling  options. 

‘Promotion  Opportunities  ‘Prestige 

For  graduates  of  AM  A approved 
Medical  Schools 

CALL  YOUR 

NAVAL  RESERVE  FORCE 
REPRESENTATIVE  TODAY. 

1-800-443-6419 


CBE  MEMBERS  NOW  SAVE  20% 


NEW! 

Illustrating  Science: 

Standards  for  Publication 

Announcing  CBE’s  newest  book — the  result  of  eight  years  of  work  by 
editors,  illustrators,  photographers,  publishers,  and  printers. 

Illustrating  Science  presents  specific  standards  and  guidelines  for 
publication  of  illustrated  scientific  material.  You'll  use  it  as  a 
definitive  reference  when  creating,  publishing  or  printing  scientific 
illustrations.  It  will  help  you  achieve  the  finest,  most  effective 
illustrations  possible. 

With  more  than  120  illustrations,  including  32  in  full  color,  this 
important  new  book  covers  scientific  illustrations  with  an  unmatched 
thoroughness. 

CONTENTS:  Prepress:  Getting  an  Illustration  Ready  to  Print  • Aspects  of 
the  Publishing  Process  Affecting  Illustrations  • Preparation  of  Artwork  • 
Graphs  and  Maps  • Computer  Graphics  • Camera-ready  Copy  • 
Continuous  Tone  Photographs  and  Halftone  Printing  • Color  Printing  • 
Materials  and  Handling  • Standards.  Illustrations,  and  Quality  Criteria  • 
Legal  and  Ethical  Considerations  • Glossary  of  Terms  in  Scientific 
Illustration  • Annotated  Bibliography  • Index 

Illustrating  Science  is  a valuable  reference  addition  to  your 
professional  bookshelf.  Order  your  copy  today! 

It  s easy  to  order  Illustrating  Science:  Standards  for  Publication,  lust  indicate  the  number  of  copies  you 
want  and  mulnply  by  the  appropriate  price.  Mail  your  order  today! 

Please  send  me copies  of  Illustrating  Science:  Standards  for  Publication 

(ISBN  0-914340-05-0;  clothbound;  1988;  7"  x 10” ; 308  pages) 

@ $49.95  (regular  price)  S 

(&  $39.95  (CBE  member  price)  $ 

Subtotal  S 

Maryland  residents,  add  5%  sales  tax  + 

TOTAL  S * 

Name — 

Organization 

City.  Slate.  Zip  Code 

Country Phone  ( ) — 

SATISFACTION  GUARANTEED:  CBE  guarantees  your  satisfaction.  If  you  are  not  satisfied,  return  the  book  in 
original  condition  within  30  days  for  refund  (shipping  and  handling  charges  will  be  deducted) 

TERMS:  All  orders  must  be  prepaid  in  U S currency  drawn  on  a U S bank.  Prices  include  book-rate  postage  Add 
S3  00  per  book  >or  UPS  delivery,  available  within  the  continental  U S only  Include  street  address,  rather  than  a p o 
box.  for  UPS  delivery  Maryland  resdenis.  add  5%  sales  tax  This  offer  is  available  for  a limited  time  only 


Mail  your  order  with  payment  to: 

Council  of  Biology  Editors.  Inc  • Dept  88Z  • 9650  Rockville  Pike*  Bcthesda.  Maryland  20614  • 1 30 1 ) 530-7036 
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An  outline  of  Georgia’s  newest 
physical  rehabilitation  center 


I.  Palmyra  Regional  Rehabilitation  Center 

A.  Comprehensive  rehabilitation 


B. 


C. 


1 . Major  physical  and/or  cognitive  disabilities 

2.  Inpatient  and  outpatient  services 
Acute  care  hospital  setting 

1.  Modern  48-bed  facility 

2.  Located  adjacent  to  HCA  Palmyra  Medical  Centers 
Southwest  Georgia's  only  inpatient  rehabilitation  facility 


II.  Diagnoses  treated 

A.  Stroke  and  neurological  diseases 

B.  Spinal  cord  injury 

C.  Head  injury 

D.  Arthritis 

E.  Pediatric  neuromuscular  diseases 

F.  Amputee 

G.  Burns 

III.  Services  available 

A.  Rehabilitative  nursing 

B.  Rehabilitiative  therapy 

1 . Physical  therapy 

2.  Occupational  therapy 

3.  Speech  and  language  pathology 

4.  Therapeutic  recreation 

C.  Psychology 

D.  Social  work 

E.  Vocational  counseling 

F.  Prosthetics  and  orthotics 

IV.  Special  procedures 

A.  Nerve  conduction  studies 

B.  Electromyography 

C.  Evoked  potentials 

V.  Medical  Director 

A.  Board  certified  physiatrist 

B.  Oversees  medical  and  physical  rehabilitation  of  all  patients 

C.  On  campus  office 

VI.  Multidisciplinary  team  approach 

A.  Individualized  treatment  plans 

B.  Weekly  team  conferences 

C.  Outside  consults  as  needed 


Pursuing 


Learning 


-4  ^ 

Palmyra^ Regional 
Rehabilitation  Center 

2000  Palmyra  Road 
Albany,  GA  31703-1908 

For  information,  call  toll  free  in  Georgia: 

1-800-422-1189 

In  the  Albany  area  or  outside  Georgia  call: 

(912)  434-8660 

Achieving 


JGUST  1988,  Vol.  77 


667 


CLASSIFIEDS 


PHYSICIAN  WANTED 

Family  Physicians.  BC/BE. 
Group  practice,  no  buy-in, 
salary  guarantee  plus 
incentive  year  1,  shared  call. 
Resume  to  Medical  Director, 
Box  4568,  Spartanburg,  SC 
29305. 

SITUATIONS  WANTED 

Anesthesiologist,  Board 
Certified,  six  years  experience, 
available  for  locum  tenens 
covered.  Seeking  permanent 
position.  Contact  Marie 
Faucher,  M.D.,  P.O.  Box  439, 
Conyers,  Georgia  30207. 
Telephone  (404)  985-0619. 

FOR  SALE 

For  sale:  MAG  Mutual 
Surplus  Certificates.  Five 
available  at  discount.  Easily 
transferable  to  new  policy 
holder.  Contact  Roland  (404) 
985-0619. 

A solo  gynecologist  desires  to 
sell  his  practice  due  to 
relocation.  Practice  is  located 
in  downtown  Atlanta,  is  well 
established,  and  has  a history 
of  increased  earnings.  Please 
direct  inquiries  to  Greg  Gates 


or  Nancy  Gunn  at:  Gates, 
Moore  & Company,  Attention: 
Practice  Sales  Suite  320,  3399 
Peachtree  Rd.,  Atlanta,  GA 
30326;  (404)  266-9876. 

Used  Medical  Equipment, 

Excellent,  retiring.  Three 
treatment  rooms  fully 
equipped.  3 Ritter  tables, 

Picker  300  MA  X-ray, 
processor,  5-A  EKG,  Autoclave. 
New  wall  mount  otoscope  and 
ophthalmoscope  units.  East 
Point,  GA.  Call  404-252-3325. 

FOR  LEASE 

New  Professional  Office 
Space,  excellent  affluent 
demographic  location.  Close-in 
Gwinnett,  minutes  from  new 
hospital.  High  traffic  count. 
Owner  furnishes  leasehold, 
improvements  free  for  5-year 
lease.  Below  market  rates  ($7- 
$9  sq.  ft.)  with  no  add-ons  for 
taxes,  insurance,  or  common 
area  maintenance.  Call  Bob 
Krummel.  Realtor,  (404)  92 1 - 
1414. 

SERVICES 

Discount  Holter  Scanning 
Service:  Starting  at  $40.  Hook 
up  Kit,  $5;  Stress  Test 


Electrodes,  29<t;  Scanning 
Paper,  $18.95.  Call  1-800-248- 
0153. 


OTHER  BUSINESS 
OPPORTUNITIES 

Timberland  — Make  your  rural 
property  profitable.  Timber 
cruising/appraisal,  property 
management,  land  sales/ 
syndications,  timber  sales. 
Mark  Barnett,  Ga  Registered 
Forester,  404-442-9362  or  390- 
9232. 

2V  STAT  — Medical 
diagnostic  and  therapeutic 
decision  support  software 
covering  69  specialties. 

Medical  algorithms  (flow 
charts)  are  grouped  according 
to  sign,  symptom,  complaint, 
organ  and  system,  specialty, 
age,  and  MDC/DRG.  Updated 
medical  knowledge  at 
fingertips!  ONLY  $5,490  for 
complete  turnkey  system  (2V 
STAT  software,  knowledge 
base  (69  specialties),  and 
computer  with  80286/10  CPU 
Turbo,  40  MB,  HD,  EGA 
monitor  and  card,  printer  and 
40  MB  backup.  2V  STAT  — 
2480  Windy  Hill  Rd.,  Suite  201. 
Marietta,  GA  30067  (404)  956- 
1855. 
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BRAND  NECESSARY 

The  practice  is  yours. 

The  patients  are  yours. 
The  prescriptions  are  yours. 


Make  the  prescribing  decision  yours,  too. 


f N 

Write  “Brand  necessary” 
on  your  prescriptions. 


Specify 


Valium 


— 2-mg 


5-mg 


10-mg 


The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc  scored  tablets 

The  one  you  know  best. 


syright  © 1988  by  Roche  Products  Inc. 
rights  reserved. 


Roche  Products 

Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


ADVERTISING  INDEX 

MANUSCRIPT  INFORMATION 

American  Liver  Foundation  653 

Atlanta  Magnetic  Imaging  665 

Ciba  — Geigy 661-662 

Classified  Ads  668 

CNA  Insurance 663 

Citizens  and  Southern  Trust  Company  606 

Dillard  Health  Care  660 

Elcomp  Systems  664 

HCA  Palmyra  Regional  Rehabilitation  Center 667 

Health  Quip,  Inc 666 

Insurance  Corporation  of  America  646-647 

Jacobs,  Ackerman  & Associates  666 

Lilly,  Eli  & Company  620B 

MAG  Mutual  Insurance  Company  602 

Miles  Pharmaceuticals  604A-B 

Naval  Reserve 666 

Professional  Medical  Resources,  Inc 604 

Roche  Laboratories  669,  671-672 

U.S.  Army  Reserve  604A,  648 

Villas  By  the  Sea  603 

Woodridge  Hospital  631 

MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  this 
Journal.  Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original  and  one  copy  should  be  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  Used  manuscripts  will  be  returned  only  if 
requested. 

STYLE  — Ordinarily  articles  should  not  exceed  3,000  words. 
Only  under  exceptional  circumstances  will  articles  of  over 
4,000  words  be  published.  Footnotes,  bibliographies,  and 
legends  should  be  typed  on  separate  sheets,  double-spaced. 
Bibliographies  should  conform  to  the  following  style:  name 
of  author  (with  initials),  title  of  article,  name  of  periodical, 
date,  volume  (number,  if  available),  and  pages. 

Sorter  NA,  Wasserman  SI,  Austen  KF.  Cold 
urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  fac- 
tor of  anaphylaxis  during  cold  challenge. 

N Engl  J Med  1976;294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies, 
Association  members,  and  readers  are  invited  to  send  in 
any  news  items  of  general  concern  to  members  of  the  Med- 
ical Association  of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  di- 
rectly to  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  Street, 
Fulton,  Missouri  65251.  Reprints  must  be  ordered  within  30 
days  after  publication,  since  all  type  will  be  destroyed  after 
that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  in 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author’s 
name  and  figure  number.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publication 
in  excess  of  three  average  illustrations  and/or  tables  will  be 
borne  by  the  author,  and  the  Journal  will  bill  the  author  for 
this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  de- 
mands on  its  space  permit.  The  right  to  reduce,  revise,  or 
reject  any  material  submitted  for  publication  is  always  re- 
served. The  Journal  is  not  responsible  for  statements  made 
by  any  contributor.  All  communications  regarding  editorial, 
advertising,  subscription,  and  miscellaneous  matters  should 
be  sent  to  The  Editor,  938  Peachtree  Street,  N.E.,  Atlanta, 
GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau, 
Inc.,  to  be  acceptable  for  publication.  Other  advertising 
copy  may  be  accepted  subject  to  the  approval  of  the  Editor. 
All  copy  or  negatives  must  reach  the  Journal  office  by  the 
10th  of  the  month  preceding  publication.  General  and  clas- 
sified advertising  rates  will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  of 
the  Journal  Editorial  Board,  material  submitted  for  publi- 
cation could  be  improved  by  a Medical  Editing  Service,  the 
Editor  will  contact  the  author  for  his  approval.  Association 
members  needing  assistance  in  preparation  of  material  for 
publications  may  also  use  this  service.  A reasonable  charge 
is  made  for  this  service  and  the  cost  of  this  will  be  borne 
by  the  author. 

; 
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An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 
makes  the  difference. 


As  a physician, 
you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
We’re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians  like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams so  you  can  choose  the  one  most  appro- 
priate to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And  we’re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  From  our  service-oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 
because  we 
want  to  make 

the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)  842-5600  or  1-800-282-4882. 


mUTUM 

MAG  MUTUAL  INSURANCE  COMPANY 

Eight  Piedmont  Center,  Suite  600  3525  Piedmont  Road  Atlanta,  Georgia  30305-1533  (404)  842-5600 
Mailing  Address:  Post  Office  Box  52979  Atlanta,  Georgia  30355-0979  1-800-282-4882 


OFFERED  TO  THE  MEDICAL  ASSOCIATION  OF  GEORGIA 


A BETTER  WAY  TO  BUY 
OR  LEASE  YOUR  NEXT  VEHICLE 

Buy  or  lease  at  fleet  prices  and  save  between  $2000  to 
$4000  off  of  dealers  selling  price— Pay  our  fee  only  if  you 
accept  the  savings  we  provide— NO  FEE  PAID  IN 
ADVANCE. 

Let  us  locate  and  arrange  delivery  of  your  next  vehicle  at  a 
dealership  near  your  home  or  office.  This  service  is 
available  nationwide. 

NO  NEED  TO  DEAL  WITH  HIGH  PRESSURE  CAR  DEALERS. 

Extended  vehicle  service  contracts  offered  at  prices  close  to 
dealer  cost. 

Join  the  forces  of  the  other  medical  association  members 
who  are  currently  using  this  program  for  purchasing  their 
vehicles. 

WE  REPRESENT  YOU,  NOT  THE  DEALER 


SOUTHERN  FLEET  ASSOCIATES 

1866  Independence  Sq.—  Atlanta,  Ga.  (404)  698-9511 


Sponsored  by  Si 
& University  h 

1355  Independence  Dr.  • 


Has  Pain  Shattered  Your  Patient's  Life? 
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You’ve  probably  seen  it  in  your  patient.  It’s  the  kind  of  pain  that  just  won’t 
go  away.  Shattering  his  physical  health  and  mental  well-being.  And 

you’ve  tried  everything  to  help. 


Now,  there’s  a way  to  continue  your  help  at  the  Center  for 
Pain  Management  at  Walton  Rehabilitation  Hospital. 
Our  multidisciplinary  team  will  work  with  you  to 
treat  all  aspects  of  your  patient’s  pain.  To  help 
him  reduce  it.  Or  teach  him  how  to  manage  it. 


Whether  for  stroke,  head  injury,  chronic 
pain,  or  another  disabling  illness  or  injury, 
we’ll  help  return  your  patient  to  an 
independent  lifestyle. 

Call  Walton  Rehabilitation  Hospital  at 
404/823-8519.  We  can  help  your  patient  pick 

up  the  pieces. 


I - . 

Walton  Rehabilitation  Hospital 
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Definition:  HGPCS  (hie 
piks)-HCFA’s  (Health  Care 
Financing  Administration) 
Common  Procedure  Coding 
System 

Symptom:  Rejected  and 
underpaid  claims  from  Medi- 
care and  Medicaid 

Rx:  You  need  PRJN’- codes 
required  by  Medicare  and 
Medicaid  for  supplies  and  in- 
jections not  contained  in  CPT 


• Infections 

• Medical  and  surgical 
supplies 

• Medicare  modifiers 

• Chemotherapy  drugs 

• Rehabilitation 
services 

• Dialysis 

• Enteral  and 
parenteral  therapy 

• Orthotic  and 
prosthetic 
procedures 

• And  much  more! 


Medical  Administration  Publications 
671  Executive  Drive 
Willowbrook,  IL  60521 
312/654-1666 
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Elcomp.. .the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits . . . 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
—to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.P.  today— you’ll  never 
feel  better. 

i w Data  General 

ELBOI1F  seisms,  ii; 

(800)  441-8386  In  Georgia  (404)  565-3407 
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The  Future  Effect  Of  AIDS 

On  Your  Insurance  Plans 

Answer  This  Question: 

If  in  the  1970’s  and  early  1980’s  you  had  known  what  you 
know  now  about  medical  malpractice  premiums,  would  you 
have  been  willing  to  purchase  your  coverage  on  a fixed, 
guaranteed  cost  basis? 

Of  course  you  would. 


That  type  of  opportunity  exists  today  in  an  area 
that  is  likely  to  be  as  volatile  as  the  malpractice 
area  has  been.  I am  referring  to  nonguaranteed 
life  and  disability  plans. 

The  spectre  of  AIDS  is  casting  a long  shadow  in 
the  insurance  community.  Because  of  actual 
claims  and  expected  claims,  most  nonguaranteed 
plans,  and  plans  offered  by  companies  that  are 
not  rock  solid,  will  be  severely  affected.  Unless 
you  are  positioned  properly,  you  will  see  a 
doubling  and  tripling  of  your  insurance  rates, 


and  many  plans  will  be  cancelled  altogether. 

Professional  Resource  Group  works  only  with 
physicians.  We  are  committed  to  helping  them 
keep  their  plan  costs  as  low  as  possible  without 
sacrificing  quality. 

Though  costs  can  not  be  guaranteed  on  medical 
insurance,  thousands  of  dollars  can  be  saved  each 
year;  in  fact,  Professional  Resource  Group  was 
able  to  offer  an  annual  savings  in  excess  of 
$19,000  for  a medical  practice  in  Atlanta. 


Compare: 

Sample  rates  for  one  of  our  medical  plans  are  listed  below.  It  is 
with  an  “A+  rated”  carrier  and  is  priced  very  competitively. 


Typical  Association  Rate  *A+  Rated’ ’ Carrier 


AGE 

as  of  10-01-87 
$300  Deductible 

EMPLOYEE 

FAMILY 

AGE 

as  of  05-01-88 
$250  Deductible 

EMPLOYEE 

FAMILY 

Under  35 

$ 50.00 

$157.00 

Under  29 

$ 34.00 

$ 91.00 

35-39 

$ 63.00 

$189.00 

30-39 

$ 38.00 

$113.00 

40-49 

$ 93.00 

$260.00 

40-44 

$ 49.00 

$127.00 

45-49 

$ 59.00 

$142.00 

50-59 

$148.00 

$370.00 

50-54 

$ 70.00 

$155.00 

55-59 

$ 84.00 

$169.00 

60-64 

$211.00 

$498.00 

60-64 

$101.00 

$186.00 

*The  “A  + Rated”  carrier’s  premiums  would  be  slightly  higher  in  the  Atlanta  area.  Rates  and  contracts  are  subject  to  change.  A number  of  options 
are  available  including  Maternity,  Prescription,  Dental,  etc.  at  additional  premiums.  All  premiums  are  subject  to  underwriting  acceptance. 


Professional  Resource  Group 
P.O.  Box  7190 
2045  Peachtree  Rd.,  NE 
Atlanta,  GA  30357 
(404)  351-7257 

Robert  E.  Dudley 
President 


Name  

Address  

City/State  

Phone  

Contact  Person  

□ Group  Health  □ Disability  Income  □ Pension  Design/Administration 

□ Life  □ Business  Overhead  Expense  □ Future  Tail  Coverage  Buyout 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 


PRESIDENT'S  PAGE 


The  Auxiliary  to  the  Medical  Association  of  Georgia  has 
received  national  recognition  for  its  positive  relationship 
and  contribution  to  our  state  medical  association.  Mrs.  Wil- 
liam C.  Collins  (Jan),  President  of  the  Auxiliary,  will  make 
presentations  at  the  national  auxiliary  meeting  in  October, 
1988,  and  again  at  the  AMA  Leadership  Conference  in  Feb- 
ruary, 1 989,  in  which  she  will  discuss  the  role  of  the  Auxiliary 
in  relationship  to  organized  medicine  through  state  medical 
societies.  I am  privileged  to  have  been  asked  to  participate 
with  her. 

Their  signal  honor  and  recognition  is  another  tribute  to  the 
vital  service  of  our  auxiliary  to  medicine.  We  are  indeed 
fortunate  to  have  such  an  excellent  organization  as  ours  and 
to  be  the  recipient  of  their  ongoing  involvement,  tremendous 
effort,  and  great  vitality  in  support  of  the  betterment  of  man- 
kind. 

Please  be  certain  to  thank  them  for  what  they  are  and  what 
they  do. 


Joseph  P.  Bailey,  Jr.,  M.D. 
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An  outline  of  Georgia’s  newest 
physical  rehabilitation  center 


I.  Palmyra  Regional  Rehabilitation  Center 

A.  Comprehensive  rehabilitation 

1.  Major  physical  and/or  cognitive  disabilities 

2.  Inpatient  and  outpatient  services 

B.  Acute  care  hospital  setting 

1.  Modern  48-bed  facility 

2.  Located  adjacent  to  HCA  Palmyra  Medical  Centers 

C.  Southwest  Georgia's  only  inpatient  rehabilitation  facility 

II.  Diagnoses  treated 

A.  Stroke  and  neurological  diseases 

B.  Spinal  cord  injury 

C.  Head  injury 

D.  Arthritis 

E.  Pediatric  neuromuscular  diseases 

F.  Amputee 

G.  Burns 

III.  Services  available 

A.  Rehabilitative  nursing 

B.  Rehabilitiative  therapy 

1 . Physical  therapy 

2.  Occupational  therapy 

3.  Speech  and  language  pathology 

4.  Therapeutic  recreation 

C.  Psychology 

D.  Social  work 

E.  Vocational  counseling 

F.  Prosthetics  and  orthotics 

IV.  Special  procedures 


A.  Nerve  conduction  studies 

B.  Electromyography 

C.  Evoked  potentials 

V.  Medical  Director 


J Palmyra*" Regional 
-tF  Rehabilitation  Center 


A.  Board  certified  physiatrist 

B.  Oversees  medical  and  physical  rehabilitation  of  all  patients 

C.  On  campus  office 


2000  Palmyra  Road 
Albany,  GA  31703-1908 

For  information,  call  toll  free  in  Georgia: 


VI.  Multidisciplinary  team  approach 

A.  Individualized  treatment  plans 

B.  Weekly  team  conferences 

C.  Outside  consults  as  needed 


1-800-422-1189 

In  the  Albany  area  or  outside  Georgia  call: 

(912)  434-8660 


Pursuing 


Learning 


Achieving 
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NEW  MEMBERS 

Broecker,  Bruce  H.,  Pediatric 
Urology  — MAA  — (Active)  1365 
Clifton  Rd.,  Atlanta  30322 

Burken,  Russell  R.,  Dermatology  — 
Stephens-Rabun  — (Resident) 

800  East  Doyle  St.,  Toccoa  30577 

Dalrymple,  Barbara  J.  — Bibb  — 
(Active)  777  Hemlock  St.,  Macon 
31208 

Dripchak,  Philip  O.,  Orthopaedics 
— DeKalb  — (Resident)  864 
Sycamore  Dr.,  Decatur  30030 

Erick  W.  Gunderson,  Obstetrics/ 
Gynecology  — Georgia  Medical 

— (Resident)  P.O.  Box  23089, 
Savannah  31403 

Gynther,  Lawrence  N.,  Med. 
Oncology/Internal  Med.  — Troup 

— (Active  Nl)  2420  Williams  St., 
Augusta  30904 

Hearin,  Willard  C.,  Obstetrics/ 
Gynecology  — Gwinnett-Forsyth 

— (Active  N2)  1263  Beaver  Ruin 
Rd.,  Norcross  30093 

Heaton,  Richard  L.,  Jr.,  Obstetrics/ 
Gynecology  — Ocmulgee  — 
(Active  N2)  505  Mansfield, 
Hawkinsville  31036 

Johnson,  Farris  T.,  Jr.,  Family 
Practice  — Crawford  W.  Long  — 
(Active)  197  Bunker  Dr.,  Athens 
30607 

Lubbers,  Phillip  R.,  Diagnostic 
Radiology  — Thomas  Area  — 
(Active  Nl)  110  Imperial  Dr., 
Thomasville  31972 

Oleen,  Edward  L.,  Medical 
Oncology  — Doughtery  — 
(Active)  5500  Third  Ave.,  Albany 
31701 

Toland,  Alain  D.,  Otolaryngology/ 
Head  & Neck  Surgery  — 


Peachbelt  — (Active)  212 
Hospital  Dr.,  Warner  Robins 
31088 

Warren,  Karen  L.,  Internal  Med.  — 
MAA  — (Active)  993-C  Johnson 
Ferry  Rd.,  Ste.  305,  Atlanta  30342 

Woods,  Carl  A.,  Gastroenterology 
— South  Georgia  — (Active) 

2403  Winding  Way,  Valdosta, 
31602 

Woolery,  William  A.,  Family 
Practice  — Peachbelt  — (Active) 
205  Dental  Dr.,  Warner  Robins 
31088 


PERSONALS 

Carroll-Haralson  CMS 

MCG  graduate  Michael  Deal,  M.D., 

recently  opened  a new  pediatric 
practice  in  Carrollton. 

Doughtery  CMS 

John  Schilling,  M.D.,  has  opened 
an  office  in  Henry  General 
Professional  Building  B to  practice 
obstetrics  and  gynecology.  Dr. 
Schilling  previously  practiced  3 
years  at  Fort  McClellan  in  Alabama 
and  3 years  in  Greenville, 
Mississippi. 

Lumpkin  CMS 

Kathleen  A.  Mahvi,  M.D.,  was 

recently  appointed  to  the  Hamilton 
Medical  Center  staff  in  Dalton.  Dr. 
Mahvi  received  her  medical  degree 
in  anesthesiology  from  the 
University  of  Kansas  School  of 
Medicine. 


ION  NEWS 


Muscogee  CMS 

Ben  A.  Grigsby,  M.D.,  James  H. 
Johnson,  M.D.,  and  Walton 
Sumner,  M.D.,  recently  graduated 
from  the  3-year  family  practice 
residency  program  at  The  Medical 
Center  in  Columbia.  Special  honors 
went  to  Drs.  Grigsby  and  Sumner. 

Sumter  CMS 

Radiologist  Michael  H.  Baldwin, 
M.D.,  recently  joined  the  staff  at 
Sumter  Regional  Hospital  in 
Americus.  He  is  a graduate  of  the 
Medical  University  of  South 
Carolina. 

Whitfield-Murray  CMS 

Frederick  E.  Dixon,  M.D.,  and 
Norman  D.  Hardman,  Jr.,  M.D., 

were  recently  appointed  to  the 
Hamilton  Medical  Center  staff  in 
Dalton.  Dr.  Dixon,  a cardiologist,  is 
a graduate  of  the  University  of 
Virginia  Medical  School.  An 
internist,  Dr.  Hardman  received  his 
medical  degree  from  MCG. 


QUOTES 

Many  persons  might  have  attained 
to  wisdom  had  they  not  assumed 
they  already  possessed  it. 

Seneca 

A real  friend  is  one  who  walks  in 
when  the  rest  of  the  world  walks 
out. 

Walter  Winchell 

Little  progress  can  be  made  merely 
attempting  to  repress  what  is  evil. 
Our  great  hope  lies  in  developing 
what  is  good. 

Calvin  Coolidge 
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CALENDAR 


September 

26-29  — Atlanta:  Advanced 
Demonstrations  in 
Percutaneous  Transluminal 
Angioplasty  XX.  Category  I 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

26- 30  — Atlanta:  Modern 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  I 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

27- 28  — Atlanta:  Public  Health 
Service  Policy  on  Humane 
Care  and  Use  of  Laboratory 
Animals.  Category  I credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

28- 29  — Atlanta:  Georgia 
Chapter  of  the  American 
Academy  of  Pediatrics  Fall 
Meeting.  Contact  Executive 
Secretary  William  Mankin,  4059 
Land  O’Lakes  Dr.,  Atlanta  30342. 

28- 30  — Unicoi  State  Park: 

Looking  Ahead:  Caring  for 
Georgia’s  Aging  Population. 
Seventh  Annual  Conference  of 
the  Georgia  Rural  Heaith 
Association.  Category  I credit. 
Contact  Pauletta  Graves,  Office 
of  CME,  Morehouse  School  of 
Medicine,  720  Westview  Dr., 
Atlanta  30310.  PH:  404/752- 
1629. 

29- 30  — Atlanta:  Stress  and  the 
Heart:  Risks  and  Recovery. 

Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

30  — Atlanta:  Recent  Advances 
in  Clinical  Oncology.  Category  I 


credit.  Contact  David  Gordon, 
M.D.,  1365  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-6761. 

30-Oct.  1 — Augusta:  Current 
Concepts  in  Organ  and  Tissue 
Donation  and  Transplantation. 

Category  I credit.  Contact  Div.  of 
Cont.,  Ed.,  MCG,  August  30912. 
PH:  404/721-3967. 

October 

5 — Atlanta:  Joseph  S.  Skobba 
Symposium  (Psychiatry). 

Category  I credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

6- 9  — Sea  Island:  Georgia 
Orthopaedic  Society.  Category 

I credit.  Contact  David  Apple,  Jr., 
M.D.,  1938  Peachtree  Rd.,  Ste. 
710,  Atlanta  30309.  PH:  404/ 
352-2234. 

7- 9  — Atlanta:  Annual  Meeting 
of  the  Georgia 
Gastroenterologic  Society. 

Category  I credit.  Contact  Steven 
Morris,  M.D.,  20  Linden  Ave., 
Suite  500,  Box  27,  Atlanta 
30365.  PH:  404/881-1094. 

10-14  — Atlanta:  Magnetic 
Resonance  Imaging.  Category  I 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

10- 14  — Atlanta:  Modern 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  I 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

11- 16  — Atlanta:  American 
Society  of  Internal  Medicine 
Annual  Meeting.  Category  I 
credit.  ASIM,  1101  Vermont 
Ave.,  Ste.,  500  Washington,  D.C. 
20005.  PH:  202/289-1700. 


12  — Helen:  Diagnosis  and 
Management  of  HIV-Infected 
Patients.  Category  I credit. 
Contact  Gail  Rogers,  RN,  743 
Spring  St.,  Gainesville  30501- 
3899.  PH:  404/535-3495. 

13-14  — Atlanta:  Clinical  Issues 
in  Renal  Transplanation. 

Category  I credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

13-14  — Atlanta:  Compelling 
Choices:  Allocating  Health 
Care  Resources.  Sponsored  by 
St.  Joseph’s  Hosp.  of  Atlanta. 
Category  I credit.  Contact  Joan 
Rixom,  Educational  Ser.  Dept., 

St.  Joseph’s  Hosp.,  5665 
Peachtree  Dunwoody  Rd., 

Atlanta  30342.  PH:  404/851- 
7027. 

20- 21  — Atlanta:  Interventional 
Radiology  for  Physician’s. 

Category  I credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

21  — Atlanta:  SLE  Symposium 
— Update  1988.  Category  I 
credit.  Contact  Andriette  Ward, 
Office  of  CME,  Morehouse 
School  of  Medicine,  720 
Westview  Dr.,  Atlanta  30310. 

PH:  404/725-1770. 

21- 22  — Atlanta:  Managing 
Preterm  Labor  & Electronic 
Fetal  Monitoring.  AMA  Category 
1 and  ACOG  cognate  credits. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

24-28  — Atlanta:  Modern 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  I 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 
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Health  Care  Highlights  of  1988 
Democratic  Platform 

While  upholding  Democrats’ 
traditional  emphasis  on 
health  care  issues,  the  1988 
Democratic  Platform  does  not  call 
for  national  health  insurance  — 
for  the  first  time  since  1948. 

The  following  are  highlights  of 
the  final  document: 

“We  believe  that  all  Americans 
should  enjoy  access  to  affordable, 
comprehensive  health  services  for 
both  the  physically  and  mentally 
ill,  from  prenatal  care  for 
pregnant  women  at  risk  to  more 
adequate  care  for  our  Vietnam 
and  other  veterans,  from  well- 
baby  care  to  childhood 
immmunization  to  Medicare;  that 
a national  health  program 
providing  federal  coordination 
and  leadership  is  necessary  . . . ; 
that  quality,  affordable,  long-term 
home  and  health  care  should  be 
available  to  all  senior  and 
disabled  citizens  . . . that  every 
family  should  have  the  security  of 
basic  health  insurance;  and  that 
the  HIV/AIDS  epidemic  is  an 
unprecented  public  health 
emergency  requiring  support.  . . .” 

Castrophic  Law  Could  Cut 
PPS  Payments 

Hospitals  may  find  themsevles 
saddled  with  lower  DRG 
rates  than  appropriate  under  the 
law  as  a result  of  the 
implementation  of  Medicare 
catastrophic-illness  insurance 
benefits,  according  to  James 
Houdek,  the  AHA’s  director  of 
regulatory  affairs. 

PPS  rates  currently  are  reduced 
to  compensate  for  hospitals’ 
receipt  of  patients’  deductibles 
and  coinsurance  payments.  But 
the  Medicare  Catastrophic 
Coverage  Act  of  1988,  whose  Part 
A benefits  take  effect  Jan.  1,  1989, 


requires  beneficiaries  to  pay  only 
a single  annual  deductible  and 
eliminates  daily  copayments  for 
inpatient  care.  The  law  directs  the 
HHS  secretary  to  consider,  “when 
appropriate,”  adjusting  hospital 
payments  to  account  for  the  lower 
DRG  payments  and  the  lack  of 
incoming  copayments. 


CEOs/Med  Staff/Boards  Work 
Well,  According  to  Survey 

esponse  from  more  than  1800 
hospitals  to  a recent  survey 
by  the  JCAHO  found  high  levels 
of  overall  satisfaction  with  the 
working  relationships  of  CEOs, 
governing  boards,  and  medicals. 
At  least  80%  of  the  respondents  to 
each  group  said  that  they  were 
satisfied  with  the  relationships. 

The  most  common 
disagreements  identified  were  in 
the  areas  of  hospital  operations 
and  services.  There  is  evidence 
that  hospitals  are  increasing  the 
level  of  communication  among 
the  three  groups.  For  example, 
66%  reported  that  at  least  one 
medical-staff  member  has  a vote 
on  their  hospitals  boards;  68%  of 
the  facilities  reported  that  their 
CEOs  are  represented  on  medical 
staff  executive  committees. 


Nursing  Home  Data 
Released  Criticized 

HCFA’s  impending  data 

release  on  the  nation’s  more 
than  19,000  nursing  homes  came 
under  sharp  attack  last  week  in  a 
meeting  with  consumers  and 
health  care  providers.  Unlike  last 
December’s  release  of  hospital- 
specific  mortality  data,  in  which 
HCFA  applied  a new  statistical 
model  to  generate  information, 
HCFA  now  plans  to  repackage 
select  resident-characteristic 
information  and  32  of  nearly  500 


nursing-home  performance 
indicators  that  are  already 
available  to  the  public. 

Some  critics  charged  that 
HCFA’s  proposed  information- 
release  package  fails  to 
adequately  inform  consumers  of 
facility-specific  characteristics  that 
could  affect  patient  care.  Some 
long  term  care  facilities, 
especially  hospital-based  nursing 
homes,  serve  a greater  proportion 
of  “heavy  care”  residents  who 
require  more  intensive  services. 

Experts  List  Strategies  for 
Troubled  Hospitals 

It’s  critical  for  hospital 
executives  to  recognize  the 
early  warning  signs  of  financial 
trouble  in  their  institutions  so 
they  can  develop  strategies  for 
survival.  Distress  signals  that  need 
to  be  examined  range  from 
negative  trends  in  financial  ratios 
to  low  morale  among  employees 
and  medical  staff  members.  Non- 
financial  measures  which  often 
signal  trouble  are  dissension 
within  the  medical  staff,  high 
turnover  of  managers,  difficulty  in 
contracting  with  managed  care 
providers,  and  the  deteriorating 
appearance  of  the  facility. 

Those  strategies  for  survival  in- 
clude: 

• Improving  financial  status  by 
implementing  incentive  compen- 
sation plans  and  trimming  em- 
ployee benefits; 

• Teaming  up  with  others,  either 
through  a merger  with  another  in- 
stitution or  through  joint  ventures 
with  physicians; 

• Converting  hospital  space  to 
new  uses; 

• Buying  time  until  reimburse- 
ment and  competitive  conditions 
improve  . . . ; 

• Closing  the  facility. 


This  Department  is  sponsored  by  the  Georgia  Hospital  Association 
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Dear  Editor: 

The  articles  by  Kaplan,  Jones 
and  Biel  and  by  Koplan  and 
Jones  in  the  July  issue  of  the 
Journal  were  thought-provoking. 
Certainly,  physicians  should 
consider  the  social  and  health 
effects  of  a nuclear  weapons 
exchange. 

There  has  been  a spate  of 
articles  appearing  in  the  medical 
literature  in  recent  years 
pertaining  to  nuclear  weapons/ 
war.  It  troubles  me  that  they  tend 
to  reveal  a persistent  bias.  Most 
authors  either  seem  to  imply  (or 
to  state  openly)  that  disarmament 
is  the  solution  to  nuclear  anxiety, 
and  that  physicians  should  jump 
on  the  bandwagon  of  the 
Physicians  for  Social 
Responsibility  (or  other  similar 
organizations).  Now,  I realize  that 
physicians  would  prefer  to  ignore 
issues  of  ideology.  Ideology 
doesn’t  seem  to  mix  very  well 
with  medicine.  And  yet  it  remains 
clear  to  me  that  the  other  chief 
agent  in  disarmament  issues  has 
repeatedly  demonstrated  an 
ideology  more  consistent  with 
tyranny  than  glasnost  (which 
could  be  more  form  than 
substance).  To  put  all  our  eggs  in 
the  disarmament  basket,  relying 
upon  those  who  have  shown 
themslves  aggressors,  seems 
rather  foolish  to  me. 

Or  let  us  just  simply  suppose 
that  arms  negotiators  never  quite 
manage  to  bring  off  the  total 
obliteration  of  nuclear  weapons 
from  the  world.  (This  seems  more 
than  conceivable  to  me.)  What 
then?  What  about  the  “forgotten” 
preventative? 

Setting  aside  strategic  defense 
measures  (though  perhaps  we 
should  not),  what  about  plans  for 
a nationwide  blast  shelter  and 
decentralized  food  storage  system 


envisioned  by  President  Kennedy 
and  then  scrapped  by  his 
successors?  Opponents  of  such 
low-tech  defensive  measures 
usually  dismiss  them  with  a snort 
as  “inadequate  and  impractical” 
(to  quote  Koplan  and  Jones.)  But 
are  they?  Has  there  been  a 
disinformation  campaign  aimed  at 
these  measures?  They’ve  never 
been  proven  inadequate  anymore 
than  negotiated  disarmament  has 
been  proven  adequate.  There  are, 
it  may  surprise  some  readers  to 
learn,  scientists  and  physicians 
who  believe  such  a shelter  system 
would  work.12  3 And  if  a blast 
shelter  system  is  such  an 
unworkable  idea,  why  have  the 
Soviet  Union,  the  Peoples’ 
Republic  of  China,  and  peace- 
loving,  neutral  Switzerland 
invested  so  heavily  in  their  own 
extensive  food  and  shelter 
systems? 

Truly,  the  prospect  of  even  a 
limited  nuclear  exchange  is  very 
troubling.  But  are  there  measures 
beyond  disarmament  negotiations 
with  the  Soviet  oligarchy  to  which 
we  should  be  giving  serious 
attention?  Personally,  if  the 
“worse”  should  actually 
happened,  when  the  warning 
sirens  sound  (// they  work) , my 
family  and  I would,  I think,  prefer 
the  chance  a shelter  system  might 
provide  to  a collection  of  anti- 
nuclear-weapons books,  articles 
and  videotapes. 

Sincerely  yours, 

James  L.  Fletcher,  Jr.,  M.D. 
Assistant  Professor 
Department  of  Family  Medicine 
MCG 
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Dear  Editor: 

Thanks  very  much  for  your  very 
thoughtful  article  (“On  Death 
and  Euthanasia”)  in  the  MAG 
Journal,  July  1988.  The  topic  is 
one  of  vital  interest  to  me  and 
appropriately  in  my  opinion  to  all 
physicians.  Thanks  for  sharing 
your  thoughts  about  this. 

Very  best  regards, 

Joseph  H.  “Skoot”  Dimon,  III, 
M.D. 

Orthopedist,  Atlanta 


Dear  Editor: 

Dr.  Roger’s  article  on  Relative 
Value  Scales  (RVS)  in  the 
July,  1988,  ( Journal ) issue  could 
not  have  been  more  timely.  He 
cites  historical  facts  where 
physicians’  disunity  made  certain 
changes  (better  or  worse?) 
possible.  It  is  this  absence  of 
unity  that  has  brought  upon  this 
profession  the  evils  that  plague  us 
today.  Dr.  Rogers,  like  a seer, 
points  out  the  dangers  of  not 
joining  our  ranks  and  speaking 
with  a unified  voice.  As 
physicians,  we  are  all  committed 
to  the  “Hippocratic  Oath”  — 
hence  our  beliefs  ought  to  be  the 
same. 

Sincerely, 

Jaydey  R.  Varma,  M.D. 

Assistant  Professor 
Department  of  Family  Medicine 
MCG 
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Dear  Editor, 

Three  cheers  for  “On  Death 
and  Euthanasia”  in  the  July 
JMAG.  You’ll  probably  be  hung  in 
effigy;  but  when  my  time  comes,  1 
hope  someone  will  be  as  consid- 
erate of  my  suffering  as  they  are 
of  their  dog’s. 

Sincerely  yours, 

Frank  Matthews,  M.D. 
Pathologist,  Atlanta 


Dear  Editor: 

Iwas  reading  the  article  (“On 
Death  and  Euthanasia”)  in  the 
July,  1988  Editor’s  Corner  of  the 
Journal.  Perhaps  you  will  find  this 
quotation  from  James  Rachels 
interesting  and  if  read  with 
understanding,  it  really  is 
appropriate. 

I am  not  a proponent  of 
euthanasia.  However,  I think 
death  with  dignity  can  be 
accomplished  by  concerned, 
compassionate  physicians  when 
there  is  no  other  alternative.  This 
does  not  mean  giving  drugs  to 
produce  ventricular  fibrillation  or 
any  of  those  matters,  but  there  are 
many  ways  to  make  one’s 
terminal  condition  as  appropriate 
as  when  we  were  born. 

“If  it  is  for  god  alone  to  decide  when 
we  shall  live  and  when  we  shall  die, 
then  we  ‘play  god'  just  as  much 
when 

we  cure  people  as  when  we  kill 
them.  ” 


OF 


Would  you  like  your  own  copy 
of  CBE  Views? 
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Institution 
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Terms:  Prepayment  in  U.S.  currency,  drawn  on  a U S.  bank,  required.  Please  make  checks  payable 
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— James  Rachels  in  The  End  of  Life 
Oxford  University  Press 


Sincerely, 

Francis  W.  Coleman,  M.D.,  P.C. 
Internist,  Valdosta 
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Quiet  Thoughts 


A Fresh  Awareness 

The  diagnosis  of  a growing  fibroid  uterus  is  enough  to  shake  any 
young  practicing  female  obstetrician-gynecolgist.  The  prospect 
of  surgery  looms  directly  ahead.  So  many  questons  about  leaving 
the  practice  for  a few  weeks.  Will  my  patients  understand?  Will 
they  feel  forsaken?  Who  will  do  the  surgeiy?  Now,  there’s  the 
clincher! 

After  much  deliberation  I chose  a fellow  whose  practice  ante- 
dates my  birth.  His  reputation  of  fast-recovery  hysterectomy  caught 
my  attention.  1 was  somewhat  shocked  when  his  nurse  used  the 
traditional  form  of  sheet  draping  during  my  preoperative  exami- 
nation. Here  was  a guy  who  had  developed  a fascinating  and 
innovative  technique  of  hysterectomy  — the  most  common  and 
well  known  surgery  in  gynecology  — who  still  used  the  old  fash- 
ioned draping  technique.  What  an  entertaining  irony! 

After  the  surgery  and  a smooth,  almost  pain-free  recovery,  I pause 
to  thank  my  doctor,  a physician  who  cared  enough  to  devise  a 
new  way  of  performing  an  old  procedure  for  the  sake  of  the  patient. 
Since  having  this  experience  as  a physician-patient,  I have  a fresh 
awareness  of  what  it  really  means  when  a doctor  truly  inconven- 
iences him  or  herself  for  the  benefit  of  the  patient.  The  clampless 
technique  of  hysterectomy  requires  great  precision,  agility,  and 
meticulous  consideration  of  detail.  It  goes  beyond  the  “call  of 
duty.”  I for  one  shall  be  forever  grateful  to  an  old  fashioned  doctor 
with  a new  technique. 

Name  withheld  by  request. 


We  invite  contributions  to  this  Department.  Please  send  them  c/o  the  Journal, 
938  Peachtree  St.,  Atlanta  30309. 


EDITOR'S  CORNER 


On  Poverty 


The  adolescent  now  grown  to 
manhood  could  still  hear,  in 
the  quietness  of  the  night,  the 
thundering  staccato  of  his  heart 
as  he  walked  the  two  flights  of 
stairs  in  the  chemistry  building  at 
the  little  Methodist  college.  On 
the  third  floor  were  boxes  where 
one  found  the  recently  graded 
examination  papers  marked  so 
carefully  by  the  professor,  “good,” 
or  “you  can  do  better.”  Marked  in 
any  manner  whatever,  he  would 
have  settled  for  simply  a decision 
to  end  the  doubt  generated  by  the 
testing  — to  quiet  the  pounding 
of  his  heart  and  bring  to  rest  the 
sweating  palms. 

There  was  doubt  that  the 
monumental  task  of  enduring 
medical  school,  and  beyond  that, 
the  awesome  responsibility  of 
practicing  medicine,  were  ones 
which  he  was  equipped  to 
handle.  Effort  prevailed  if  not 
joined  by  native  talent,  and  the 
doubt  subsided.  It  was  replaced, 
the  doubt  that  is,  by  other 
uncertainties.  He  questioned  the 
adequacy  of  a marriage,  of  being 
a good  parent,  of  going  into  debt. 
He  was  then  assailed  by  a myraid 
of  questions  arising  from  the 
unknown  which  lay  ahead. 

How  would  he  react  when  the 
first  patient  died,  not  of  “natural 
and  unpreventable  cause,”  but 
simply  because  of  his  own  lack  of 


knowledge,  talent,  or  effort  — 
died  from  the  frailties  of  his  own 
human  limitations?  Had  his 
restless  heart  been  calmed  and 
the  sticky  palms  been  cooled  only 
to  lead  him  to  the  edge  of  an 
abyss  before  which  he  could  only 
cower? 

And  so  it  came,  that  test,  and 
so  followed  the  triumph.  He  had 
been  told  that,  “medicine  is  a 
hard  mistress.  She  gives  the  test 
first  and  the  lesson  afterwards.” 
But  he  had  survived.  The  test  had 
dwindled  for  the  time.  But  would 
he  be  forever  tested?  Would  it 
forever  be  required  of  him  that 
the  answers  be  given  before  the 
lessons?  Would  it  never  end,  this 
eternal  challenging  of  his  ability 
to  survive? 

And  so  it  still  persisted,  those 
many  years  since  the  days 
of  the  roiling,  pounding  chest. 

The  last  uncertainty  lurked 
mencingly  outside  the  comfort 
and  safety  of  the  protective  walls 
that  had  risen  about  him  from 
past  doubts  conquered.  How 
would  he  react  to  abject  poverty? 

“Me?  In  a soup  line.  Heaven 
forbid!” 

“Me,  on  Medicaid?  Oh,  my 
God!” 

“Me.  Without  my  Cadillac,  my 
country  club,  yacht  club,  mutual 
funds.  Oh,  Heaven,  protect  me!” 


In  those  long,  dark  hours  of  the 
night  came  once  again  the 
pounding  and  the  sweating. 

And  so  we  talk  this  month  of 
poverty  — of  indigency.  We 
talk  of  the  provision  of  health 
care  to  those  of  us  not  able  to 
pay  in  kind  for  that  care.  Our 
attention  is  focused  on  those  who 
by  design  or  fate  find  themselves 
enmeshed  not  only  in  the 
problems  of  each  of  our  lives  but 
also  burdened  with  the  lack  of 
resources  or  talent  to  cope  with 
those  problems. 

We  talk  of  those  whom  Kipling 
spoke  of: 

“ Others  may  sing  of  the  wine  and 
the  wealth  and  the  mirth, 

The  portly  presence  of  potentates 
goodly  in  girth; 

Mine  be  the  dirt  and  the  dross, 
the  dust  and  scum  of  the  earth! 

Their 's  be  the  music,  the  colour, 
the  glory,  the  gold; 

Mine  be  a handful  of  ashes,  a 
mouthful  of  mould. 

Of  the  maimed,  of  the  halt  and 
the  blind  in  the  rain  and  the 
cold  — 

Of  these  shall  my  songs  be 
fashioned,  my  tales  be  told. 
Amen.  ” 

(A  Consecration) 
CRU 
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Our  Boneyard  Industry 


Robert  E.  Smith,  M.D. 


T O R I A L 


ask  families  to 
tell  us  whether  we 
should  let  someone  die. 
Why  don’t  we  just 
advise  them  of  what 
treatment  we  think  is 
advisable,  explaining 
the  consequences  of 
our  treatment  plans 
and  gaining  their 
approval,  as  we  do 
with  all  other  medical 
activities  and 
decisions?  J 


I HAVE  JUST  RETURNED  from  a 
nursing  home  where  I visited 
a poor,  elderly  lady  who,  if  not 
technically  brain  dead,  is  brain 
debilitated  to  the  point  of  a mere 
physiologic  existence  level.  She 
can  only  breathe  and  function 
reflexively  with  no  meaningful 
thought,  sensory,  or  motor 
activity.  She’s  had  a tracheotomy, 
and  food  is  being  pumped  into 
her  stomach  via  a nasal  tube.  The 
liquid  “nourishment”  causes 
diarrhea  which  contaminates  the 
huge  decubitus  ulcers  on  her 
back  and  hips  that  are  so  deep 
the  bones  are  exposed.  Her  urine 
output  is  maintained  by 
intravenous  fluid  and  drugs,  so 
she  will  not  become  uremic  and 
gain  graduation  to  a better 
existence!  Her  temperature 
elevations  (usually  from  terminal 
bronchopneumonia)  are 
controlled  by  antibiotics. 

This  lady  is  in  a “boneyard 
institution”  — a nursing  home, 
where  the  old  medical  saying, 
“Don’t  let  them  die  on  my  time” 
has  changed  to  “Don’t  let  them 
die!”  Is  this  description  strong 
stuff?  Shocking?  Deplorable? 
Inhuman?  It  most  certainly  is! 

As  a physician  committed  to 
serving  people  from  birth  to  death 
for  40  years,  1 am  appalled  to  see 
the  progressive  development  of 


Dr.  Smith  Director  of  Family  Practice  at  Floyd 
Medical  Center,  7 Professional  Court,  Rome,  GA 
30161.  Send  reprint  requests  to  him. 


man’s  inhumanity  to  man  in  this 
field.  Almost  the  only  way  you 
can  get  your  carcass  to  rest  today 
is  to  have  an  irreversible  cardiac 
arrest  or  be  declared  brain  dead. 
Before  these  limits  are  reached, 
patients  are  often  abused, 
tortured,  experimented  upon, 
subjected  to  litigation  for  and 
against,  and  the  pawns  in  a sinful 
and  shameful  social  system  that 
has  lost  its  humanity  and  its 
morals. 

We  ask  families  to  tell  us 
whether  we  should  let 
someone  die.  Why  don’t  we  just 
advise  them  of  what  treatment  we 
think  is  advisable,  explaining  the 
consequences  of  our  treatment 
plans  and  gaining  their  approval, 
as  we  do  with  all  other  medical 
activities  and  decisions.  We  have 
been  blessed  with  education  and 
skills  to  use  wisely  not  to 
promote  the  degradation  of  our 
patients  in  the  boneyards. 

The  legal  profession  cannot  be 
depended  upon  to  exert  a 
signficant  brake  on  these  trends. 
Some  nursing  homes  are  refusing 
to  care  for  skilled  care  patients. 
Public  hospitals,  such  as  Floyd 
Medical  Center,  are  dumped  on 
and  ignored  as  they  try  to  cope 
with  these  tragic  and  cruel 
circumstances.  Read  an  article  in 
the  New  England  Journal  of 
Medicine  (May  5,  1988)  on 
uncompensated  care.  It  is  not 
only  charity  that  is  involved. 
Consider  these  facts:  The 
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patient  described  above  had  been 
in  Floyd  Medical  Center  for  123 
days  at  an  accumulated  cost  of 
$89,609!  Medicare  DRG’s  said  she 
should  have  only  been  in  the 
hospital  for  5.6  days  and  at  a cost 
of  $2,427.  This  patient  actually 
also  had  private  insurance  but  it 
would  not  pay  more  than  the 
DRGs  approved.  Since  the  nursing 
homes  would  not  accept  her,  she 
stayed  in  the  hospital  for  an 
extended  length  of  time  — a part 
of  uncompensated  care  if  you 
will,  that  the  public  is  not  aware 
of. 

Other  factors  complicate  this 
situation,  such  as  the  states’  rules 
about  who  is  entitled  to  Medicaid 
funding  for  skilled  and 
intermediate  care  and  the  level  of 
funding  in  nursing  homes.  Pay 
scales  for  nursing  home 
personnel  are  very  low,  and 
skilled  personnnel  are  scarce. 
Finding  kind  people  who  will  give 
loving  care  to  these  unfortunate 
souls  is  often  difficult.  Doctors 
are  resigning  from  positions  in 
the  nursing  homes  as  medical 
directors  or  even  giving  any  care 
at  all.  A family  physician  can 
expect  to  receive  $12  for  one  call 
a month  and  to  be  on  call  to  that 
patient  24  hours  a day,  7 days  a 
week.  The  stupidity  and  grossly 
ridiculous  nature  of  the  situation 
compounds!! 

But  let’s  get  back  to  the  nature 
of  our  social  fabric  and 
address  the  issues  of  life  and 


^Why  can’t  the  art  of 
medicine  be  applied  to 
the  dying  process  as 
well  as  the  birthing 
process?  J 

death  and  the  practical 
implications  of  our  national 
culture  and  philosophy. 

Why  can’t  the  art  of  medicine 
be  applied  to  the  dying  process 
as  well  as  the  birthing  process? 
Why  do  I,  as  a competent,  caring 
physician,  have  to  be  afraid  to 
practice  open  and  honest 
medicine?  The  following  is  part  of 
the  answer  to  these  questions: 

1.  People  are  afraid  of  death! 

They  have  no  comprehension 
or  philosophy  to  deal  with  the 
subject! 

2.  Advancing  technology  has 
promised  too  much  and  now 
evades  the  physician’s  control; 
or  if  they  attempt  to  bring 
about  some  control  they  face 
ruin  and  disgrace  via 
malpractice  suits. 

3.  The  social  institutions  and  the 
medical  care  system  have 
failed  to  educate  and  assist  the 
public  to  put  all  of  these 
factors  in  proper  perspective 
and  develop  rational 
approaches  to  these  problems. 
And  so,  the  parade  to  the 

boneyards  increases.  The  present 
situation  is  intolerable.  It  is  not 


only  inhuman,  but  it  is  crippling 
our  families,  strangling  our  health 
care  system,  and  bankrupting  our 
economic  resources.  Let  us 
change  the  course  of  the  parade 
to  one  of  life  and  an  honorable 
death  with  dignity. 


•We  must  advocate 
compassion  and  death 
with  dignity  for  our 
elderly.  To  do  less  is 
indeed  intolerably 
cruel,  y 


Before  I close,  and  before  the 
epithets  of  righteous 
indignation  start  to  fly,  let  me  say 
that  there  are  many  honest, 
sincere  and  moral  attorneys, 
physicians,  hospital  and  nursing 
personnel,  and  above  all,  families 
who  are  genuinely  concerned 
about  these  problems,  but  they 
don’t  seem  to  have  a champion, 
someone  to  say  these  caregivers 
have  had  enough!  We  must  all 
rise  out  of  slovenly  apathy  and 
give  them  support  and  the 
strength  of  moral  persuasion.  We 
cannot  tolerate  this  drain  on  our 
social,  moral,  and  financial 
resources  any  longer!  We  must 
advocate  compassion  and  death 
with  dignity  for  our  elderly.  To  do 
less  is  indeed  intolerably  cruel.  ■ 
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Pro-Med  Practice 
Management  Systems 

Whatever  happened  to  the  traditional  Wednesday 
afternoon  off?  Many  physicians  are  finding  the  com- 
plexities of  today's  medical  practice  overwhelming  both 
in  terms  of  compromising  the  time  they  have  with 
patients  and  the  time  they  have  to  pursue  personal 
interests. 

As  you  respond  to  your  patients'  needs,  we  respond 
to  yours  by  providing  the  management  services  that 
will  enable  you  to  enjoy  your  career  and  life  to 
its  fullest. 

+ Contract  Management  Services  - We  can  manage  all 
of  the  day-to-day  non-medical  functions  of  your  practice 
including  implementing  a management  system 
designed  to  give  you  control  of  all  operational  and 
financial  aspects. 

+ Management  Consulting  - We  can  advise  you  on  a 
variety  of  issues  including  cost  benefit  analyses,  practice 
development,  equipment  procurement,  risk  manage- 
ment, marketing,  and  long-range  planning. 

+ Staff  Recruitment  and  Training  - We  can  help  to 
define  your  needs,  develop  an  appropriate  job  descrip- 
tion, conduct  the  search  and  interview  process,  and 


recommend  candidates  best  suited  to  your  practice 
environment. 

+ Accounts  Receivable  Management  - We  will  render 
bills  to  your  patients  and  submit  claims  to  third-party 
payors,  either  by  mail  or  electronically.  Because  third- 
party  payors  represent  a large  segment  of  today's 
receivables,  we  continually  monitor  changes  which 
may  impact  your  practice  income  such  as  medical-legal 
legislation,  HCFA,  and  other  health  care  related  govern- 
ment agency  mandates. 

Our  experience  with  a broad-base  of  medical  clients 
is  your  assurance  that  the  services  you  need  will  be 
performed  by  recognized  professionals.  If  you  have 
questions  or  need  more  information  about  how  our 
services  might  benefit  your  practice,  please  contact 
us  today. 


PR©  MED™ 

Simplifying  the  Complexities  of  Today's 
Health  Care  Environment 

PROFESSIONAL  MEDICAL  RESOURCES,  INC. 
5901  Peachtree-Dunwoody  Rd.,  N.E.  Suite  B-100 
Atlanta,  Georgia  30328  ‘ (404)  393-8834 
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Name  (Please  Print) Office  Phone  ( ) 

Office  Address 

City/State Zip  Code 


□ Allergy  & Immunology 

□ Chest  Disease 

□ Neurology 

□ Neurosurgery 

□ Ophthalmology 

□ Otolaiyngology/Head  & Neck  Surgery 

□ Pathology 

□ Plastic  Surgery 

□ Psychiatry 


□ $125  Non-Member 

RESIDENT  PHYSICIAN 

□ No  Fee  Member  □ $15  Non-Member 

STUDENT 

□ No  Fee  Member  □ $10  Non-Member 


PROGRAM  CHAIRMAN  OR  SPEAKER 

□ No  Fee 


PHYSICIAN 

□ $80  MAG  Member 


OTHER  HEALTH  PROFESSIONAL 

□ $40 


DETACH  THE  TOP  PORTION  OF  THIS  FORM 
AND  MAIL  TO: 

MAG  SCIENTIFIC  ASSEMBLY 
938  Peachtree  Street,  NE 
Atlanta,  Georgia  30309 


CHECKS  SHOULD  BE  MADE  PAYABLE  TO 
THE  MEDICAL  ASSOCIATION  OF  GEORGIA. 
Payment  must  accompany  this  form.  No 
refunds  may  be  given  after  November  9. 


IF  YOU  WISH  HOTEL  ACCOMMODATIONS  AT  THE  RITZ-CARLTON  BUCKHEAD, 

PLEASE  COMPLETE  AND  MAIL  THIS  CARD. 


THE  RITZ'CARLTON  BUCKHEAD  HOTEL,  ATLANTA  (Phone  404/237-2700  or  800/241-3333) 


lame 

Vddress  

-ity/State/Zip  Phone  ( ) 

• 

Arrival  Date  Time  

departure  Date  Time  

! lease  mail  toe  RTTZ-CARLTON  BUCKHEAD  HOTEL,  3434  Peachtree  Rd.,  N.E.,  Atlanta,  GA  30326 


Group  And  Meeting  Dates 

Medical  Association  of  Georgia 
Scientific  Assembly 

November  10-14,  1988 

Reservations  must  be  received  by  October  24,  1988. 
Rates 

If  rate  requested  is  not  available,  nearest  rate  will  be  reserved. 
Single  - 1 Person  $93.00 

Double  - 2 Persons  - 1 Bed  $93 .00 


Guaranteed  Reservations 

Reservation  request  must  be  received  30  days  prior  to  arrival.  Reservations  will  be  held  until  6:00 
pm  unless  accompanied  by  a deposit  or  accepted  credit  card  and  signature.  Check  one. 
j | 6 pm  arrival 
[~  | Credit  card  guarantee 

lJ  M/ C | | V isa  1 | American  Express  1 | Diners  Club  I I Carte  Blanche 

Card  N o Expiration  Date 

l I Advance  Deposit  enclosed  ($100) 


I 'understand  all  guaranteed  reservations  will  be  held  until 
6:00  am  the  following  day.  I understand  that  I am  liable  for 
one  night’s  room  deposit  and  tax  ( which  will  be  deducted 
from  my  deposit  or  billed  through  my  credit  card)  in  the 
event  that  I do  not  arrive  or  cancel  on  the  arrival  date  indicated. 


Signature 


ARRANGE  THE  PROGRAMS 


MAG  HANDLES  THE  DETAILS 


YOU  GET  THE  REWARDS 


MEDICAL  ASSOCIATION  OF  GEORGIA 
1988  SCIENTIFIC  ASSEMBLY 

For  more  information  call  MAG 
in  Atlanta  (404)  876-7535 
1-800-282-0224  toll-free  in  Georgia 


— 

PLACE 

STAMP 

HERE 


The  Ritz-Carlton,  Buckhead 
3434  Peachtree  Road,  N.E. 
Atlanta,  Georgia  30326 


MAG  SCIENTIFIC  ASSEMBLY 

NOVEMBER  11-13,  1988 
RITZ-CARLTON  BUCKHEAD 
HOTEL,  ATLANTA 


WE  call  it  Georgia’s  premier  forum  for  specialty 
medical  education,  and  since  1975  that’s  the 
way  it  has  worked. 

The  Medical  Association  of  Georgia  invites  all 
state  specialty  societies  to  plan  scientific  meetings 
under  the  MAG  “umbrella,”  and  this  year  we  have 
nine  different  specialty  groups  working  with  us.  For 
each  participating  society,  a program  chairman 
selects  topics  and  arranges  speakers.  The  staff  of 
the  MAG  coordinates  publicity  and  registration  and 
makes  arrangements  for  meeting  rooms, 
audiovisual  needs,  coffee  breaks,  etc.  From 
registration  fees  received,  the  MAG  in  turn  helps 
societies  pay  for  their  speakers. 

This  fall,  the  Scientific  Assembly  of  the  Medical 
Association  of  Georgia  will  again  meet  in  Atlanta  at 
the  Ritz-Carlton  Buckhead  Hotel.  Our  scheduled 
dates  are  November  11-13  (Friday-Sunday).  Nine 
specialty  programs  will  be  presented  during  the 
weekend,  each  of  which  will  be  accredited  for  AMA 
Category  1 hours  and  other  specialty  credit 
designations. 

Program  chairs  for  the  1988  MAG  Scientific 
Assembly,  responsible  for  arranging  these  excellent 
CME  sessions,  are: 

ALLERGY 

Allergy  and  Immunology  Society  of  Georgia 

W.  Ronald  Tipton,  M.D.,  Atlanta 

CHEST  DISEASE 

Georgia  Thoracic  Society 

James  W.  McCormick,  M.D.,  Augusta 

NEUROLOGY 

Georgia  Neurological  Society 

Mark  A.  Kozinn,  M.D.,  East  Point 

NEUROSURGERY 

Georgia  Neurosurgical  Society 

Daniel  Barrow,  M.D.,  Atlanta 

OPHTHALMOLOGY 

Georgia  Society  of  Ophthalmologists 

Paul  Sternberg,  Jr.,  M.D.,  Atlanta 

OTOLARYNGOLOGY 

Georgia  Society  of  Otolaryngology-Head  and  Neck 
Surgery 


William  E.  Silver,  M.D.,  Atlanta 
Albert  A.  Clairmont,  M.D.,  Atlanta 
PATHOLOGY 

Georgia  Association  of  Pathologists 
Edward  E.  Hahn,  M.D.,  Savannah 
Atlanta  Society  of  Pathologists 
Barbara  A.  Slade,  M.D.,  Atlanta 
PLASTIC  SURGERY 
Georgia  Society  of  Plastic  Surgeons 
W.  Jefferson  Pendergrast,  M.D.,  Atlanta 
PSYCHIATRY 

Georgia  Psychiatric  Physicians  Association 
Gene  G.  Abel,  M.D.,  Atlanta 


Registration 

Registration  for  the  Scientific  Assembly  allows  a 
physician  to  attend  any  and  all  CME  Programs  held 
during  the  weekend.  To  register  for  these  scientific 
meetings,  please  complete  the  registration  form 
inserted  in  this  Journal,  detach  it  from  the  hotel 
reservation  form,  and  mail  it  with  your  registration 
fee  to  the  MAG  office. 


Registration  Fees 

MAG  Non- 
Member  Member 

PHYSICIAN  $80  $125 

RESIDENT  PHYSICIAN  No  fee  $ 15 

MEDICAL  STUDENT  No  fee  $10 

(OTHER  HEALTH  PROFESSIONAL  — $40) 


Hotel  Accommodations  at  the  Ritz-Carlton 

If  you  wish  hotel  accommodations,  please 
complete  and  detach  the  bottom  portion  of  the 
registration  form  and  mail  it  directly  to  the  Ritz- 
Carlton  Buckhead  Hotel  by  October  24. 
Reservations  will  be  held  until  6 p.m.  unless 
guaranteed  or  covered  by  deposit. 
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The  Weekend  at  a Glance 

Complete  details  for  all  specialty  programs  will 
be  printed  in  next  month’s  Journal.  For  now  we 
attach  an  overview  of  the  Scientific  Assembly 
weekend. 


For  More  Information 

Please  call  Steve  Davis  or  Suzanne  Silberman  at 
MAG’s  Atlanta  headquarters,  876-7535  or  800/282- 
0224  (toll-free  in  Georgia). 


The  Weekend  at  a Glance 


FRIDAY 
NOVEMBER  1 1 

SATURDAY 
NOVEMBER  12 

SUNDAY 
NOVEMBER  13 

Morning  Afternoon 

Morning  Afternoon 

Morning 

ALLERGY 

CHEST  DISEASE 

NEUROLOGY 

NEURO- 

SURGERY 

NEURO- 

SURGERY 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

PATHOLOGY 

PATHOLOGY 

PLASTIC 

SURGERY 

PSYCHIATRY 
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Uncompensated  Health  Care 
in  Georgia  — An  Emerging 
Public  Policy  Problem 

Ann  Marchetti 


Background 

Making  appropriate  health  care 
available  to  Georgians  who  aren’t 
covered  through  either  Medicaid, 
Medicare,  or  private  health  insur- 
ance programs  is  a problem  that 
has  become  critical  to  all  159  Geor- 
gia counties,  as  it  has  to  counties 
in  other  states.  In  Georgia,  how- 
ever, the  issue  is  particularly  acute 
because  national  data  shows  that 
health  insurance  coverage  is  linked 
to  income,  and  this  State  ranks 
among  the  poorest  in  the  nation. 
While  statewide  efforts  to  spur  the 
economic  development  of  de- 
pressed areas  is  currently  under- 
way, some  16.6  percent  of  the  pop- 
ulation had  income  below  the 
Federal  poverty  line  in  1979,  and 
Georgia  placed  as  the  eighth  poor- 
est state  in  the  nation  that  year  in 
a ranking  of  states’  population  in 
poverty.  In  the  most  urban  and  rural 
counties  of  the  state,  the  percent- 
age of  population  in  poverty  is  much 
higher.  The  problem  of  poverty, 
coupled  with  Federal  cutbacks  in 
health  and  social  service  programs 
and  revenue  sharing,  has  made  it 


The  trend  in 
insurance  coverage, 
along  with  the  specter 
of  growing  medically 
indigent  populations 
with  special  health  care 
needs,  such  as  people 
with  AIDS,  has 
resulted  in  the 
Association  County 
Commissioners  of 
Georgia  giving  the 
issue  of 

uncompensated  health 
care  focused  attention 
on  both  the  state  and 
national  levels. 


Ms.  Marchetti  is  Policy  Analyst  for  the  Association 
County  Commissioners  of  Georgia,  127  Peachtree 
St.,  Ste.  404,  Atlanta,  GA  30303.  Send  reprint  re- 
quests to  her. 


especially  difficult  for  many  Geor- 
gia counties,  as  providers  of  last 
resort,  to  respond  to  the  needs  of 
their  communities. 

National  studies  have  already 
documented  the  increase  in  the 
numbers  and  percentage  of  Amer- 
icans who  are  uninsured  or  under- 
insured and  therefore  do  not  have 
access  to  health  care  This  trend  is 
a strong  one  in  Georgia,  and  has 
resulted  in  increased  inpatient  and 
outpatient  admissions  of  people 
hospitals  classify  as  indigent  or 
charity  patients  — those  with  in- 
comes of  equal  to  or  less  than  200% 
of  the  federal  poverty  guideline  with 
no  public  or  private  health  cover- 
age. In  Georgia,  counties  are  com- 
monly understood  to  have  some  re- 
sponsibility for  their  medically 
indigent,  although  the  nature  of  this 
mandate  has  not  been  fully  speci- 
fied in  law.  So,  the  trend  in  insur- 
ance coverage,  along  with  the  spec- 
ter of  growing  medically  indigent 
populations  with  special  health  care 
needs,  such  as  people  with  AIDS, 
has  resulted  in  the  Association 
County  Commissioners  of  Georgia 
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giving  the  issue  of  uncompensated 
health  care  focused  attention  on 
both  the  state  and  national  levels. 

The  Uninsured  and 
Underinsured  in  Georgia 

Several  surveys  conducted  by 
state  agencies  indicate  that  the  per- 
centage of  Georgians  who  lack 
either  public  or  private  health  in- 
surance hovers  somewhere  around 
16-18%,  or  1 out  of  every  6 Geor- 
gians.' The  researchers,  however, 
caution  that  this  figure  may  be  an 
underestimate,  since  no  attempt 
was  made  to  determine  whether 
these  uninsured  have  children  or 
other  dependents  who  are  relying 
on  them  for  coverage;  national  data 
shows  that  the  uninsured  tend  to 
be  of  child  bearing  age.  An  addi- 
tional 18%  of  Georgians  are  under- 
insured. Their  health  coverage  ex- 
cludes or  limits  benefits  for  major 
medical  conditions  or  services. 
About  half  of  the  state’s  population 
in  poverty  under  the  Federal  guide- 
line are  enrolled  in  Medicaid,  the 
primary  public  insurer  of  people  in 
need.  Those  who  are  covered  are 
unemployed  because  they  are  aged, 
blind,  disabled,  or  women  with  de- 
pendent children.2  Other  Georgians 
in  poverty  but  not  covered  by  Med- 
icaid include  the  unemployed  who 
are  considered  able-bodied  and 
those  who  work  in  low-paid  jobs. 

It  is  likely  that  the  percentage  of 
uninsured  Georgians  will  stay  on 
the  rise.  Major  insurers  within  the 
state  have  already  announced  30- 
35%  rate  increases  on  the  premi- 
ums paid  by  employers  for  em- 
ployee group  health  benefit  plans.3 
These  increases  mean  that  it  is  im- 
probable that  more  employers  will 
provide  benefits  to  employees;  in- 
deed, some  employers  may  be 
dropping  their  plans.  A 1987  survey 
of  small  employers  (less  than  100 
employees)  in  the  metro-Atlanta 
area,  generally  considered  the  most 
competitive  in  the  state,  found  that 
one-third  of  these  firms  currently  do 
not  provide  employee  health  insur- 
ance benefits;  a supporting  survey 
showed  that  insurers  are  reluctant 


to  underwrite  plans  for  small  or 
high-risk  employers.4  The  em- 
ployed uninsured  also  tend  to  be 
in  jobs  at  the  low  end  of  the  wage 
scale  and/or  employed  in  occupa- 
tions, such  as  the  service  industry, 
agriculture,  and  some  of  the  trades, 
that  typically  do  not  offer  health  in- 
surance.5 Statewide,  many  of  Geor- 
gia’s major  employment  sectors  fall 
into  these  categories. 


A 1987  survey  of 
small  employers  (less 
than  100  employees)  in 
the  metro-Atlanta  area, 
generally  considered 
the  most  competitive  in 
the  state,  found  that 
one-third  of  these  firms 
currently  do  not 
provide  employee 
health  insurance 
benefits.  . . . 


Actions  by  employers  who  con- 
tinue to  provide  insurance  benefits 
to  limit  these  costs  may  result  in 
more  Georgians  who  are  underin- 
sured, and  will  further  limit  cost- 
shifting  by  hospitals.  (Cost-shifting 
— charging  paying  patients  more 
in  order  to  offset  the  costs  of  those 
who  can’t  pay  — has  been  the  tra- 
ditional mechanism  for  recovering 
uncompensated  care  by  hospitals.) 
About  60  percent  of  employee  ben- 
efit plans  are  now  managed  care 
systems.  These  include  preferred 
provider  arrangements  or  health 
maintenance  organizations,  and 
such  plans  increase  at  the  rate  of 
5-10  percent  each  year.6  The  man- 
aged plans  strive  to  reduce  in-pa- 
tient hospital  procedures,  limit  pay- 
ments for  some  services,  or  exclude 
certain  medical  conditions.  In  ad- 
dition, more  employers  are  shifting 
costs  to  employees  by  imposing 


higher  employee  premiums,  de- 
ductibles, and  out-of-pocket  copay- 
ments. The  cost  of  the  health  care 
that  is  limited  or  excluded  under 
managed  care  plans  can  often 
translate  into  uncompensated  care 
costs  for  hospitals. 

Because  of  these  trends,  the 
number  of  the  uninsured  and  un- 
derinsured working  poor  in  Georgia 
is  high.  Inclusion  within  an  em- 
ployer group  health  plan  varies  not 
only  with  size  of  the  firm  but  also 
with  the  level  of  pay  and  type  of 
occupation.  Georgians  who  sup- 
port households  by  working  in  full 
time  jobs  at  minimum  wage  do  not 
make  enough  to  meet  the  federal 
poverty  guideline  and  probably  do 
not  have  health  insurance.  Some  39 
percent  of  all  Georgia  households 
have  income  under  $10,000,  just 
over  the  poverty  line  for  a family  of 
three;  although  statistics  on  the 
health  insurance  status  of  these  are 
not  available.7  Purchasing  health 
insurance  on  an  individual  basis  is 
prohibitively  expensive  for  this 
population.  At  the  same  time,  the 
working  uninsured  and  underin- 
sured are  not  eligible  for  Medicaid, 
the  public  insurance  program 
funded  by  the  Federal  government 
and  the  states. 

The  Structure  and  Costs  of 
Indigent  and  Charity  Health  Care 

Except  for  a few  federal  health 
centers  and  county-sponsored  clin- 
ics, there  is  no  basic  primary  health 
care  system  for  the  medically  in- 
digent in  Georgia.  Primary  health 
care  includes  all  those  services  nor- 
mally provided  by  a general  prac- 
titioner physician;  adequate  pri- 
mary care  has  been  shown  to  reduce 
the  need  for  more  costly  medical 
care  in  hospitals.8  For  most  medi- 
cally indigent  Georgians,  hospital 
emergency  rooms  are  typically 
where  health  care  is  sought.  Hos- 
pitals provide  acute  care  to  patients 
with  condition(s)  that  are  consid- 
ered urgent. 

Hospitals  in  Georgia  have  been 
affected  by  the  same  trends  im- 
pacting the  industry  across  the 
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While  the 

uncompensated  care 
crisis  is  certainly  the 
most  dramatic  in 
Fulton  County,  the 
same  crisis  is  being 
repeated  in  other 
counties,  albeit  on  a 
smaller  scale. 


country.  In  the  last  decade,  hospital 
occupancy  rates  have  dropped  to 
an  average  55.3  percent,9  and 
changes  in  Medicaid,  Medicare,  and 
the  private  insurance  industry  have 
reduced  hospitals’  ability  to  shift 
patient  revenues  to  cover  the  cost 
of  whatever  uncompensated  care 
has  been  provided.  To  stay  in  op- 
eration, hospital  charges  to  pa- 
tients must  be  high  enough  to  offset 
the  overhead  cost  of  unused  bed 
space,  special  medical  equipment, 
and  other  losses.  Then,  additional 
charges  must  be  factored  in  if  a 
profit  is  to  be  made  or  new  revenue 
generated.  In  Georgia,  hospitals 
charge  paying  patients  an  average 
35  percent  more  than  the  actual  cost 
of  service;  in  some  hospitals 
charges  are  55  percent  more  than 
costs.10  Hospitals,  therefore,  are  an 
expensive  vehicle  for  providing 
health  care. 

In  1986,  Georgia  hospitals  re- 
ported providing  $253.4  million 
(before  reimbursement  by  any  out- 
side source)  in  care  to  people  con- 
sidered indigent  and  charity  pa- 
tients.11 The  care,  however,  is  not 
disbursed  evenly  throughout  the  in- 
dustry. There  are  two  yardsticks  by 
which  to  measure  such  uncompen- 
sated care.  First  is  the  sheer  volume 
of  uncompensated  care  provided. 
Viewed  from  this  perspective,  some 
70  percent  of  the  indigent  and  char- 
ity care  given  in  1986  was  provided 
by  just  10  hospitals  located  in  eight 
urban  counties.  An  alternative 
measure  of  uncompensated  care 
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effort  by  hospitals  is  to  contrast  the 
cost  of  this  care  with  hospitals’  ad- 
justed gross  revenue.  On  average, 
in  1986,  such  uncompensated  care 
amounted  to  6.3  percent  of  Georgia 
hospitals’  adjusted  gross  revenue. 
However,  in  that  year,  just  under  50 
of  the  197  hospitals  actually  pro- 
vided uncompensated  care  at  a level 
equal  to  or  greater  than  4 percent 
of  adjusted  gross  revenue,  before 
applying  any  outside  reimburse- 
ment. All  of  these  were  public  hos- 
pitals except  four  non-profit,  and 
four  for-profit  facilities.  Less  than 
half  were  required  to  provide  a min- 
imal level  of  uncompensated  care 
under  the  Federal  Hill-Burton  Act. 


Uncompensated  Care: 
Impact  on  Counties 

Except  for  a few  state  programs 
to  offset  uncompensated  care  given 
for  specific  medical  conditions, 
there  is  no  systematic  method  for 
financing  the  health  care  of  the 
medically  indigent  on  a statewide 
basis.  Hospitals  look  to  county  gov- 
ernments to  pay  for  uncompen- 
sated care. 

In  1986,  some  55  counties  pro- 
vided direct  funding  to  hospitals  for 
the  care  of  medically  indigent  pa- 
tients and  related  purposes.  Such 
support  totaled  $95.6  million  and 
ranged  from  $0.50-$80.65  per  cap- 
ita in  the  respective  counties.  At  the 
high  end  of  this  range  is  Fulton 
County  (Atlanta).  The  county’s  con- 
tribution supported  Grady  Hospital, 
operated  by  the  Fulton-DeKalb  Hos- 
pital Authority.  This  hospital  pro- 
vides both  the  largest  volume  of 
indigent  care  and  the  highest  pro- 
portion of  indigent  care,  45%  of  ad- 
justed gross  revenue.  Uncompen- 
sated health  care  accounts  for  most 
of  Fulton  County’s  operating  budget 
and  is  threatening  the  ability  of  the 
county  to  provide  other  basic  com- 
munity services.  While  the  uncom- 
pensated care  crisis  is  certainly  the 
most  dramatic  in  Fulton  County,  the 
same  crisis  is  being  repeated  in 
other  counties,  albeit  on  a smaller 
scale. 


The  problem  of  paying  for  med- 
ically indigent  patients  who  origi- 
nate from  outside  county  bounda- 
ries is  of  particular  concern  to 
county  governments  that  fund  hos- 
pitals for  providing  indigent  and 
charity  care.  In  some  of  these  hos- 
pitals, the  percentage  of  uncom- 
pensated care  attributed  to  out-of- 
county  indigent  and  charity  inpa- 
tients alone  ranges  up  to  92  per- 
cent. To  respond,  the  Association 
County  Commissioners  last  year 
adopted  a resolution  supporting  the 
concept  that  a standard  millage 
should  should  be  levied  by  each 
county  and  dedicated  to  uncom- 
pensated care.  The  Association  also 
called  on  the  state  to  establish  a 
fund  for  indigent  care  and  to  con- 
vene a special  study  commission  to 
develop  a coordinated  state  re- 
sponse to  the  problem  of  medical 
indigency. 

One  of  the  reasons  why  so  many 
indigent  and  charity  patients  origi- 
nate from  out-of-county  is  because 
hospitals  in  rural  Georgia  — both 
public  and  private  — have  special 
problems.  Many  are  facing  finan- 
cial collapse  because  of  decreased 
occupancy  and  patient  revenue  — 
rural  hospitals  have  been  particu- 
larly hard  hit  by  the  changes  in  pub- 
lic and  private  health  insurance 
pertaining  to  hospital  admission 
and  reimbursement.  Remote  areas 
also  have  great  difficulty  in  attract- 
ing medical  professionals.  Ten 
counties,  eight  of  them  rural,  have 
hospitals  that  appear  to  be  failing. 
That  is,  hospital  charges  to  patients 
are  far  less  than  the  hospitals’  op- 
erating costs.  Some  county  govern- 
ments are  supporting  these  hospi- 
tals each  year,  yet  few  of  these 
facilities  are  able  or  willing  to  pro- 
vide indigent/charity  care. 

For  counties  supporting  a hos- 
pital that  is  performing  an  expen- 
sive level  of  uncompensated  care 
of  suffering  from  the  financial  prob- 
lems common  to  rural  hospitals 
across  the  nation,  closing  the  fa- 
cility or  selling  it  to  a for-profit  con- 
cern is  an  attractive  option.  This  is 
increasingly  the  case  because  of 
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shrinking  local  revenues  and  in- 
creasing state  and  federal  un- 
funded mandates.  Such  closings  or 
sales  often  creates  pressures  on  the 
publicly  funded  hospitals  of  neigh- 
boring counties.  Patients  that  would 
have  been  served  by  facilities  that 
have  closed  are  displaced  into  an- 
other county.  Similarly,  a hospital 
purchaser  concerned  with  profit 
margins  is  likely  to  limit  the  amount 
of  uncompensated  care  provided, 
also  forcing  these  patients  out-of- 
county. 

Health  Care  Needs  of 
Special  Populations 

AIDS 

In  a ranking  of  states  by  preva- 
lence of  Acquired  Immune  Defi- 
cency  Syndrome  (AIDS),  Georgia 
places  as  eighth.12  By  next  year, 
2,145  Georgians  with  AIDS  are  an- 
ticipated; by  1995,  the  cumulative 
number  of  Georgians  exhibiting 
AIDS  symptoms  will  soar  to  32,500. 
With  the  lifetime  cost  per  case  es- 
timated at  $50,000-$150,000  de- 
pending on  the  mode  of  treatment, 
it  is  clear  that  the  cost  of  providing 
care  to  people  with  AIDS  will  be 
tremendous. 

Many  Georgians  who  have  con- 
tracted AIDS  are  covered,  for  a time, 
under  their  employer’s  health  in- 
surance package.  Typically,  how- 
ever, the  physical  stress  of  the  dis- 
ease forces  its  victim  to  leave  his/ 
her  job,  and  health  insurance  ben- 
efits are  exhausted  soon  after.  While 
no  figures  are  available  for  Georgia, 
it  appears  that  some  insurers  are 
excluding  or  limiting  AIDS  cover- 
age under  group  policies  and  de- 
nying applications  for  individual 
coverage  to  people  who  could  be 
at  risk  for  AIDS.  Without  private 
group  or  individual  insurance  cov- 
erage, people  with  AIDS  must  rely 
on  their  own  resources  or  become 
qualified  for  Medicaid  or  Medicare. 
The  state  funds  two  clinics  for  peo- 
ple with  AIDS  in  two  urban  coun- 
ties. 

A proposal  to  fund  an  Optional 
Medically  Needy  component  under 
Medicaid,  which  would  have  in- 
cluded some  people  with  AIDS, 


failed  to  pass  the  1988  session  of 
the  General  Assembly.  Currently,  an 
indigent  person  with  AIDS  is  placed 
on  the  Supplemental  Security  In- 
come (SSI)  program  until  his  or  her 
eligibility  is  fully  determined.  The 
SSI  program  provides  both  income 
maintenance  and  Medicaid  bene- 
fits. However,  because  most  people 
with  AIDS  have  accumulated  work 
credits  under  the  Social  Security 
system,  they  are  ultimately  placed 
on  the  Social  Security  Disability  In- 
surance (SSDI)  program  which  pro- 
vides cash  benefits  but  not  Medic- 
aid. The  Optional  Medically  Needy 
component  would  have  helped  to 
fix  this  glitch. 

Many  of  these  individuals  will 
qualify  for  Medicare,  but  the  two- 
year  wait  to  receive  benefits  gen- 
erally means  that  the  help  arrives 
too  late  to  be  of  any  use.  In  1987, 
Georgia  hospitals  reported  provid- 
ing $6.6  million  in  care  to  AIDS  pa- 
tients. Of  this  amount,  4%  was  cov- 
ered by  Medicare;  23%  was  covered 
by  Medicaid;  37%  was  paid  by  pri- 
vate insurance;  15%  was  self-paid, 
and  22%  ($1.45  million)  was  un- 
compensated.13 

Over  the  course  of  the  next  10 
years,  the  public  cost  of  providing 
health  care  and  related  support 
services  to  people  with  AIDS 
through  Medicaid,  Medicare,  and 
medically  indigent  programs  will 
challenge  federal,  state,  and  local 
governments.  Counties  alone  do  not 
have  the  financial  resources  to  meet 
the  need.  Therefore,  government  at 
all  levels  must  take  action  to  ensure 
that  both  public  and  private  health 
care  resources  and  insurance  pro- 
grams are  coordinated  to  provide 
appropriate,  accessible  care  as  cost- 
efficiently  and  effectively  as  possi- 
ble. 

Maternal  and  Child  Health 

Low  infant  birth  weight  (under  5 
and  V2  pounds)  is  the  key  factor 
associated  with  a need  for  neonatal 
intensive  care  and  infant  mortality 
or  serious  residual  handicaps  that 
later  prevent  normal  functioning. 
Adequate  prenatal  care  has  been 
shown  to  be  effective  in  increasing 


birth  weight  and  preventing  the  need 
for  costly  medical  care  for  infants.14 
However,  pregnant  women  and  their 
children  face  special  problems  in 
obtaining  health  care,  a fact  re- 
flected by  Georgia’s  infant  mortality 
rate  of  12.5  per  1,000  babies  in  1986. 
Fully  8%  of  all  the  live  babies  born 
in  1986  suffered  from  low  infant 
birth  weight.15 


Except  for  a few 
federal  health  centers 
and  country-sponsored 
clinics,  there  is  no 
basic  primary  health 
care  system  for  the 
medically  indigent  in 
Georgia. 


To  respond  to  the  need  for  ma- 
ternal and  infant  care,  the  Georgia 
legislature  elected  in  1988  to  cover 
under  Medicaid  all  pregnant  women 
and  infants  to  age  3 whose  income 
does  not  exceed  100%  of  poverty 
and  increased  the  standard  of  need 
used  to  qualify  for  AFDC  by  2.78%. 
For  FY’89,  state  legislators  reaf- 
firmed a goal  of  9 deaths  per  1,000 
births  and  expanded  existing  infant 
mortality  programs  by  $2.2  million 
state  dollars  ($3.7  total  with  federal 
funds).  This,  in  combination  with 
related  state  programs  for  medi- 
cally indigent  pregnant  women  and 
infants  means  that  virtually  all  preg- 
nant women  and  infants  in  Georgia 
are  covered  by  either  an  insurance 
or  public  health  program. 

In  spite  of  this  active  effort  at  in- 
tervention, a lack  of  health  care  re- 
sources prevents  many  women  and 
infants  from  obtaining  care.  Al- 
though obstetrician  liability  in 
Georgia  has  been  reduced,  insur- 
ance costs  for  these  physicians  have 
continued  to  limit  the  number  of 
providers  willing  to  perform  ob- 
stetrical services  — even  for  women 
covered  by  private  insurance.  Over 
one-half  of  Georgia’s  counties  do 
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not  have  an  obstetrician,  and  only 
52%  of  the  available  doctors  in  the 
state  will  accept  Medicaid  patients, 
notwithstanding  the  State  Depart- 
ment of  Medical  Assistance’  gen- 
erous provider  reimbursement 
rate.15  The  state  legislature  is  also 
attempting  to  establish  midwifery 
programs  and  prenatal  clinics,  but 
professionals  to  staff  these  are  also 
few  and  far  between. 

Some  70%  of  low  birthweight  in- 
fants require  neonatal  intensive  care 
on  an  average  of  2 1 days  with  a total 
bill  or  more  than  $11 ,000  per  child. 
However,  for  every  $1  in  prenatal 
care  expended,  about  $2-$  1 1 in 
neonatal  care  is  saved.15  Some  other 
conditions  associated  with  low  birth 
weight  include  cerebral  palsy,  men- 
tal retardation,  blindness  and  deaf- 
ness — about  5%  of  low  birth  weight 
babies  will  develop  one  or  more  of 
these  problems.  In  addition  to  med- 
ical care,  these  handicaps  also  cre- 
ate other  costly  dependencies  on 
public  support. 

The  public  cost  and  human  trag- 
edy that  results  from  the  lack  of 
available  prenatal  care  resources 
must  be  responded  to  by  the  fed- 
eral, state,  and  local  governments. 
Government  leaders  and  the  private 
sector  must  work  together  to  find 
incentives  to  attract  and  retain  ob- 
stetrical care  providers,  especially 
for  underserved  areas. 

Teenage  Pregnancies 

Georgia  teens  are  reflecting  na- 
tional trends  when  it  comes  to  preg- 
nancy. In  1986,  unwed  teenagers  in 
Georgia  gave  birth  to  9,920  live  ba- 
bies; 10%  of  all  live  births  in  Geor- 
gia that  year.  Statewide,  26%  of 
white  unwed  teenagers  and  74%  of 
black  unwed  teenagers  gave  birth 
in  that  year.16 

In  addition  to  the  potential  for 
giving  birth  to  medically  high  risk 
infants  because  of  inadequate  pre- 
natal care,  teen  mothers  pose  spe- 
cial challenges  for  our  educational, 
social  service,  and  public  welfare 
systems.  Teen  mothers  earn  less 
over  a lifetime  than  do  other 
women,17  and  teen  birth  often  her- 
alds the  beginning  of  dependency 


on  public  support  for  several  gen- 
erations. While  the  Georgia  legis- 
lature has  increased  funding  for 
programs  to  prevent  teen  preg- 
nancy, national  as  well  as  state 
leadership,  with  local  government 
involvement,  is  needed  to  respond 
to  this  problem. 

Aging  Georgians 

From  1988  until  2000,  the  total 
state  populaton  of  Georgia  is  ex- 
pected to  increase  by  more  than 
40%  — but  Georgians  over  65  will 
increase  at  twice  that  rate,  and  those 
over  80  will  increase  by  140%. 18 
While  the  concerns  that  have  given 
rise  to  a national  call  for  cata- 
strophic and  long-term  care  insur- 
ance affect  all  Georgians,  they  are 
of  particular  significance  to  our  el- 
der citizens. 

The  rising  cost  of  health  care 
means  that  a catastrophic  illness 
could  deplete  the  resources  of  any 
American,  forcing  these  individuals 
and  their  families  into  poverty  and 
dependency  on  public  support.  The 
impact  of  catastrophic  illness  on 
older  Americans  is  particularly  ur- 
gent, stripping  seniors  of  a lifetime 
of  savings.  A national  response  to 
this  problem  is  needed.  Both  the 
House  and  the  Senate  have  passed 
HR  2470,  the  Medicare  Cata- 
strophic Illness  Act.  We  commend 
the  President  for  signing  the  bill. 
The  legislation  will  cap  out-of- 
pocket  costs  for  Medicare-covered 
services  for  elderly  and  disabled 
persons  who  qualify  for  the  pro- 
gram. 

Long-term  care  is  a special  area 
of  need  for  older  Georgians.  The 
avaiability  of  respite  care  and  home 
care  often  means  the  difference  be- 
tween maintaining  some  independ- 
ence in  the  home  setting  or  requir- 
ing a nursing  home  facility.  At  the 
same  time,  a prolonged  stay  in  a 
nursing  home  for  those  who  need 
either  skilled  or  non-skilled  care 
takes  a devastating  financial  toll  on 
the  elderly  and  their  families.  Cov- 
erage for  nursing  home  care  under 
Medicare  is  inadequate,  and  the 
Medicaid  program  requires  bene- 
ficiaries to  deplete  their  financial 


assets  before  receiving  benefits.  For 
these  reasons,  Congress  and  the 
President  should  favor  legislation 
that  would  help  to  finance  long-term 
care. 

Recommendations  That  Could 
Be  Considered  by  the  President- 
elect and  the  Congress  to 
Respond  to  the  Problem  of 
Uncompensated  Care 

The  Association  County  Com- 
missioners of  Georgia  finds  that  the 
issue  of  uncompensated  health  care 
costs  is  a priority  concern  of  coun- 
ties today.  ACCG  supports  the  con- 
cept that  adequate  basic  health 
benefits  should  be  available  to  the 
whole  population,  regardless  of 
residence  or  socioeconomic  differ- 
ences, but  finds  that  trends  at  the 
federal  level  and  in  the  private  sec- 
tor affecting  the  availability  of  health 
care  resources  and  insurance  have 
resulted  in  serious  financial  im- 
pacts on  counties  who  have  acted 
as  providers  of  last  resort. 

ACCG  recognizes  that  the  provi- 
sion of  health  services  to  the  un- 
insured and  underinsured  popula- 
tion is  a shared  local,  state,  federal 
government,  and  private  sector  re- 
sponsibility, and  that  remedies  must 
come  from  a joint  effort  by  these 
sectors.  However,  ACCG  believes 
that  the  federal  government  could 
be  most  effective  by  taking  the  lead 
role  in  addressing  the  issue  of  un- 
compensated care  in  a manner  that 
is  comprehensive  and  consistent 
nationwide.  Therefore,  ACCG  re- 
spectfully submits  the  following 
recommendations  for  the  consid- 
eration of  the  President-elect  and 
the  Congress: 

• Reform  the  Medicaid  and  Med- 
icare programs  to  better  coordi- 
nate benefits  with  the  needs  of 
eligible  populations  with  special 
medical  needs,  such  as  people 
with  AIDS,  pregnant  women  and 
young  children,  and  aging  Amer- 
icans. 

• Re-establish  a federal  commit- 
ment to  health  care  planning, 
both  to  constrain  the  growth  of 
health  care  costs  and  to  ensure 
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the  availability  of  appropriate  and 
cost-effective  health  care  re- 
sources. The  role  of  local  gov- 
ernments and  the  states  in  the 
planning  process  must  be  in- 
creased to  ensure  that  imple- 
mentation plans  are  responsive 
to  local  communities. 

• Establish  tax  and  other  incen- 
tives for  employers  and  the  in- 
surance industry  that  encourage 
the  provision  of  employee  health 
benefits  for  all  workers.  Policies 
used  to  do  this  should  not  have 
the  effect  of  discouraging  the  de- 
velopment or  expansion  of  pri- 
vate business,  particularly  in  lo- 
calities that  depend  on  the  private 
sector  for  economic  develop- 
ment. 

• Expand  federal  matching  funds 
for  Medicaid  to  allow  state  de- 
partments of  medical  assistance 
to  establish  insurance  programs 
providing  benefits  comparable  to 
employer  group  policies  for  pur- 
chase by  people  who  are  unin- 
sured because  they  lack  em- 
ployer-sponsored policies  and 
cannot  afford  or  otherwise  qual- 
ify for  a private  health  insurance 
policy.  Structure  such  insurance 
progams  to  permit  premiums  to 
be  purchased  by  consumers  on 
a sliding  fee  scale  based  on  in- 
come. Legislation  and  regula- 
tions authorizing  such  insurance 
programs  should  contain  mech- 
anisms to  discourage  employers 
offering  employee  health  insur- 
ance plans  from  discontinuing 


these  benefits  in  favor  of  the  state 
insurance  plan. 

• Identify,  in  consultation  with 
state  and  local  elected  officials, 
a minimum  package  of  basic 
health  services  and  resources  that 
should  be  available  to  all  Amer- 
icans regardless  of  area  of  resi- 
dence or  ability  to  pay,  and  iden- 
tify resources  for  providing  these. 
Consider  financing  this  package 
through  a broad-based  national 
tax  system.  The  program  should 
permit  state  and  local  govern- 
ments to  add  additional  services, 
financed  by  state  or  local  funds; 
however,  the  program  must  pro- 
vide for  reimbursement  to  coun- 
ties for  the  cost  of  care  to  people 
who  do  not  have  either  public  or 
private  health  insurance. 

Conclusion 

The  structure  of  our  nation’s 
health  care  resources  and  financ- 
ing is  increasingly  at  odds  with  the 
needs  of  Americans.  As  a result, 
counties  in  Georgia  and  elsewhere 
are  being  called  on,  to  a greater 
extent  than  ever  before,  to  fill  in  the 
gaps.  Georgia  counties  want  to  help 
their  citizens  receive  needed  care. 
However,  the  scope  of  the  problem 
of  providing  adequate  health  care 
to  those  who  need  it  is  beyond  the 
capacity,  administratively  and  fi- 
nancially, of  counties  alone.  There- 
fore, the  Association  County  Com- 
missioners of  Georgia  calls  on 
Congress  and  the  President  to  im- 
plement strategies,  in  coordination 


with  the  states,  localities  and  the 
private  sector,  of  making  adequate 
health  care  accessible  to  and  af- 
fordable by  all  Americans. 
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%1I  joined  the  Army  Reserve  shortly  after  complet- 
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practice.  For  a number  of  years,  I’ve  been  teaching  as 
a member  of  the  Clinical  Faculty  at  the  University  of 
California  School  of  Medicine,  and  I thoroughly  enjoy 
the  many  teaching  opportunities  available  to  me  in 
the  Reserve.  It  is  a rewarding  experience  to  be  involved 
in  the  training  of  Army  medical  students,  interns, 
and  residents.  I also  enjoy  interacting  and  exchanging 
information  with  full-time  Army  physicians  and  seeing 
a wide  variety  of  interesting  clinical  cases. 

“After  18  years  of  private  practice,  I find  it  stimu- 
lating to  be  able  to  use  my  experience  and  expertise  in 
a totally  different  medical  setting.  I highly  recommend 
Army  Medicine  to  any  interested  physician.## 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


Ldr.  I lpton  and  residents  examining  postoperative  patient  in  recovery  room. 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  insert  for  prescribing  information. 
Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h.s.  after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known. 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists. 

Precautions:  General—  1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  Pharmacokinetic  studies  m patients  with  hepatorenal  syndrome  have  not 
been  done.  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver.  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix*  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions— No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocaine.  phenytoin,  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme 
system;  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine.  150  mg  b i d . was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility— A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo.  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day. 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day,  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects-Pregnancy  Category  C— Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect;  but.  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are.  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers— Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactatmg  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  Use— Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients— Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1.900  patients  given  nizatidine  and  over  1.300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0 2%),  urticaria  (0.5%  vs  <0  01%).  and  somnolence 
(2  4%  vs  1.3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported;  it  was  not  possible  to 
Axid®  (nizatidine.  Lilly) 


determine  whether  these  were  caused  by  nizatidine 

Hepatic— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(S60T  [AST].  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT.  SGPT  enzymes  (greater  than  500  IU/L).  and  in  a single 
instance.  SGPT  was  greater  than  2.000  IU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients.  All  abnormalities  were  reversible  after  discontinuation 
of  Axid. 

Cardiovascular—  In  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects. 

Endocrine— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid.  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H2-receptor  antagonist.  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs. 

Integumental- Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients.  Rash  and  exfoliative  dermatitis 
were  also  reported 

Other— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans.  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84% 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  choiinergic- 
type  effects,  including  lacrimation.  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1.200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LD50  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 
mg/kg  respectively.  PV  2091  AMP  [041288] 

Axid®  (nizatidine.  Lilly) 
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Uncompensated  Medical  Care: 
What’s  Being  Done? 

J.  Rhodes  Haverty,  M.D. 


a 


The  nation  and  our  state  have 
a serious  problem  in  trying  to 
deliver  available,  accessible,  and 
acceptable  health  care  to  all  peo- 
ple. It  is  estimated  that  15%  of  the 
nation  is  without  health  insurance 
or  any  other  health  cost  coverage 
at  any  given  time.  Generally  speak- 
ing, middle  and  upper  economic 
level  working  people  are  covered 
by  personal  insurance  or  by  insur- 
ance provided  by  their  employers 
as  a fringe  benefit.  The  poor,  the 
elderly,  and  certain  other  groups  are 
cared  for  by  governmental  pro- 
grams, such  as  Medicare  and  Med- 
icaid. This  leaves  approximately  35 
million  people  in  the  United  States 
who  have  no  way  to  pay  for  needed 
health  care. 

Working  Toward  Solutions 

Dr.  Ewe  Reinhardt,  a Princeton 
health  economist,  has  written  a 
considerable  amount  over  the  past 
few  years  on  the  subject  of  health 
care  in  America  and  the  economics 
of  that  care.  He  notes  three  major 
goals  that  have  been  generally 
sougth  toward  solving  the  health 
care  problems  in  our  society.  These 
are  (1)  to  distribute  care  equally  on 
the  basis  of  patients’  needs  rather 
than  on  their  ability  to  pay,  (2)  to 


The  Georgia 
Physician  Survey 
conducted  in  1986 
showed  that  over  70% 
of  Georgia  physicians 
accepted  Medicaid 
patients  and  over  80% 
accepted  Medicare 
patients. 


allow  providers  of  health  care  the 
freedom  to  treat  patients  according 
to  their  best  judgment  and  to  price 
their  services  as  they  see  fit,  and 
(3)  to  have  a system  that  facilitates 
cost  control. 

Dr.  Reinhardt  has  stated  that  it  is 
possible  to  attain  only  two  of  these 
three  goals  simultaneously.  One 
may  have  egalitarian  distribution  of 
health  care,  with  budgetary  and  cost 


Dr.  Haverty  is  Chairman  of  MAG's  Committee  on 
Medical  Care  for  the  Disadvantaged.  Formerly  a 
practicing  pediatrician,  he  is  now  Dean,  College 
of  Health  Sciences,  Georgia  State  University,  At- 
lanta, GA  30303.  Send  reprint  requests  to  him. 


control,  but  at  the  expense  of  gov- 
ernmental intervention  in  the  prac- 
tice of  medicine  and  its  pricing. 
Also,  one  may  have  broad  and  equal 
distribution  of  health  care  and  free- 
dom from  governmental  interfer- 
ence, but  with  continually  escalat- 
ing costs.  Or,  one  may  have  freedom 
from  outside  interference  in  the  de- 
livery of  health  care,  with  budgetary 
and  cost  control,  but  with  care  de- 
livered only  to  those  fortunate 
enough  to  be  able  to  have  those 
services  paid  for  — a form  of  ra- 
tioning. In  America,  we  generally 
have  preached  the  achievement  of 
all  three  and  practiced  the  second 
option.  Recently,  the  third  choice 
has  become  more  evident,  with  the 
first  waiting  in  the  wings. 

Professor  Reinhardt’s  solution, 
greatly  oversimplified,  sug- 
gests that  we  need  to  accept  what 
is  already,  in  fact,  in  place:  a tiered 
system  of  medical  care.  Those  well- 
to-do  citizens  who  can  afford  to 
purchase  services  ad  lib  might  oc- 
cupy one  level.  Those  employees 
who  have  health  care  coverage  as 
part  of  their  salaries  from  work 
would  be  at  another  level  of  care. 
Those  individuals  covered  by  state 
or  federal  programs  would  find 
themselves  at  still  another  level  of 
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care,  albeit  an  acceptable  one.  This 
level  would  have  to  be  structured 
to  include  those  individuals  pres- 
ently uncovered  through  lack  of 
employment  or  through  “falling 
through  the  cracks”  of  government 
programs  because  of  not  meeting 
certain  criteria. 

Prior  to  the  explosion  of  knowl- 
edge and  technology  relating  to 
health  care,  a two-tiered  system 
really  was  in  effect  all  the  time. 
Roughly  before  the  Second  War 
War,  patients  could  afford  the  costs 
of  health  care  through  private  means 
or  insurance,  or  physicians  and 
hospitals  treated  them  for  free  or  at 
reduced  charges  which  could  be  af- 
forded. But  with  advances  in  tech- 
nology and  knowledge,  and  a tre- 
mendous population  surge,  along 
with  a “great  society”  governmental 
philosophy,  and  a relative  dearth  of 
health  care  providers,  the  previous 
system  became  difficult  to  handle, 
and  changes  began  to  occur. 

Looking  Back 

The  medical  profession  itself, 
however,  must  take  its  share  of  the 
blame  for  the  predicament  we  find 
ourselves  in  at  present.  I can  well 
remember  the  arguments  used  on 
the  floor  of  the  American  Medical 
Association  House  of  Delegates, 
and  indeed  also  on  the  floor  of  the 
Medical  Association  of  Georgia 
House  of  Delegates,  with  the  intro- 
duction of  governmentally  pro- 
posed remedies  that  emerged  in  the 
1960s.  “If  they  [the  government]  are 
going  to  assume  the  responsibility 
for  those  people  [the  aged,  the  poor, 
or  whomever],  then  they  can  as- 
sume the  responsibility  for  paying 
my  bill!”  I can  remember,  too,  the 
interminable  arguments  relating  to 
what  charges  were  usual,  what  were 
customary,  and  what  was  reason- 
able. And  I also  can  remember 
wondering  at  the  time  what  had 
happened  to  the  unselfish  and  sac- 
rificial giving  that  most  of  us  had 
evidenced  so  generously  in  the  not- 
too-distant  past. 

Groups  of  physicians  for  many 
decades  have  tried  to  solve  the 


problems  of  inadequate  care  to 
some  because  of  inability  to  pay. 
Organized  medicine,  whether 
through  local  groups  through 
county  or  state  medical  societies, 
through  national  specialty  socie- 
ties, or  through  the  American  Med- 
ical Association  have  come  up  with 
various  suggestions  for  help.  And 
all  along,  of  course,  the  individual 
physician  has  tried  to  live  up  to  the 
ethic  of  medicine.  And  yet  physi- 
cians, too,  are  a part  of  our  modern 


Since  1984,  almost 
half  the  states  have 
introduced  legislation 
intended  to  improve 
the  medically  indigents’ 
access  to  health  care  or 
else  have  organized 
legislative  or 
gubernatorial 
commissions  to  study 
health  care  financing. 


affluent  American  society.  Some 
physicians,  too,  have  learned  to  love 
money  and  what  it  can  bring.  The 
lure  of  the  good  life  is,  indeed,  a 
fierce  and  engaging  master. 

MAG’s  Efforts 

The  Medical  Association  of  Geor- 
gia has  attempted  from  time  to  time 
to  address  the  problems  of  those  in 
need  of  medical  care,  whether  or 
not  that  care  can  be  afforded  by 
those  who  need  it.  We  have  a long 
list  of  creditable  efforts  to  help  our 
financially  strapped  patients.  One 
such  effort  resulted  in  the  appoint- 
ment of  a Committee  on  Medical 
Care  for  the  Disadvantaged  in  the 
summer  of  1986.  This  committee 
was  quite  broadly  based.  It  had  rep- 


resentation from  practicing  physi- 
cians throughout  the  state,  medical 
school  faculties,  governmental 
agencies,  consumer  groups  (in- 
cluding those  affected  by  the  prob- 
lem), medical  specialty  societies, 
other  state  and  national  medical  or- 
ganizations, and  legislative  com- 
mittees of  the  Georgia  General  As- 
sembly. 

This  Committee  deliberated  dil- 
igently for  the  better  part  of  a year. 
It  defined  and  narrowed  its  interests 
to  that  population  in  the  state  which 
is  uninsured  or  underinsured  and 
uncovered  by  publicly  funded  pro- 
grams. The  committee  and  the  MAG 
staff  conducted  several  surveys  and 
studied  their  results.  A national  sur- 
vey indicated  that  approximately 
70%  of  state  medical  societies  had 
appointed  special  committees  or 
had  developed  legislative  propos- 
als to  address  the  subject.  A some- 
what similar  study  of  the  county 
medical  societies  within  Georgia 
revealed  that  a few  organized  ef- 
forts to  provide  free  or  reduced-cost 
health  care  had  been  made  and 
were  ongoing,  but  the  general  con- 
clusion was  that  most  of  the  efforts 
were  being  assumed  by  individu- 
als. 

A review  of  the  literature  on  the 
subject  revealed  that  since  1984,  al- 
most half  the  states  have  intro- 
duced legislation  intended  to  im- 
prove the  medically  indigents’ 
access  to  health  care  or  else  have 
organized  legislative  or  guberna- 
torial commissions  to  study  health 
care  financing.  Georgia  was  among 
these,  and  in  November,  1984,  the 
Georgia  Joint  Hospital  Care  for  the 
Indigent  Study  Committee  pub- 
lished a report  on  the  scope  of  the 
problem  in  our  state,  with  some 
possible  solutions  suggested.  So  far, 
no  significant  implementation  ef- 
forts have  been  made. 

Spotty  organized  medical  activity 
continues  to  take  place.  The  Med- 
ical Societies  of  Kentucky  and  Wis- 
consin both  have  involved  them- 
selves in  health  care  for  the 
disadvantaged,  both  in  conjunction 
with  state  appropriated  monies. 
Other  states  are  involved  in  one  way 


702 


Journal  of  MAG 


or  another  or  indicate  interest  from 
time  to  time.  Information  continues 
to  be  shared  by  the  AMA  regarding 
the  issue.  One  survey  done  about  4 
years  ago  showed  that  over  three- 
quarters  of  all  physicians  in  the  na- 
tion provided  some  free  or  reduced 
fee  care.  Additionally,  the  Georgia 
Physician  Survey  conducted  in  1986 
showed  that  over  70%  of  Georgia 
physicians  accepted  Medicaid  pa- 
tients and  over  80%  accepted  Med- 
icare patients.  Physician  groups  and 
individuals  continue  to  offer  free 
medical  care  in  their  own  com- 
munities. 

In  April,  1987,  the  MAG  Commit- 
tee mentioned  above  made  its 
report  to  the  House  of  Delegates. 
The  Committee  had  addressed  so- 
lutions to  the  problem  in  three 
arenas:  governmental  initiatives, 
including  legislative  and  guberna- 
torial; professional  association  in- 
itiatives, including  efforts  under- 
taken by  organized  medical  groups; 
and  individual  practitioner  activi- 
ties and  strategies,  primarily  in- 
cluding personal  decisions  made 
by  physicians  at  the  point  of  contact 
with  the  patient. 

The  House  reacted  generally 
favorably  in  accepting  the  recom- 
mendations made  by  the  Commit- 
tee. These  recommendations  in- 
cluded urging  legislative  and 
gubernatorial  development  of  a state 
policy  on  medical  care  funding  for 
the  indigent;  having  the  state  med- 
ical association  encourage  its 
members  and  other  employers  to 
provide  health  insurance  coverage 
for  all  employees  and  to  urge  in- 
surance companies  to  facilitate  this; 
and  having  MAG  reaffirm  its  policy 
that  no  patient  in  Georgia  be  denied 
medical  care  for  lack  of  funds  and 
encourage  its  members  to  support 
that  position.  Though  the  House  of 
Delegates  watered  down  the  origi- 
nal recommendations  of  the  Com- 
mittee a bit,  nevertheless,  the  MAG 
clearly  spoke  to  the  issue,  with  sug- 
gestions for  direction  for  change. 

Efforts  of  Other  Players 

Private  business  has  become 
more  and  more  interested  in  issues 


of  employee  health  care  and  insur- 
ance coverage  as  their  costs  con- 
tinue to  spiral.  The  Atlanta  Health 
Care  Alliance,  one  of  several  busi- 
ness/health coalitions  organized  in 
the  state,  initiated  two  projects  re- 
cently toward  alleviating  Atlanta’s 


It  is  estimated  that 
15%  of  the  nation  is 
without  health 
insurance  or  any  other 
health  cost  coverage  at 
any  given  time. 


problem  with  the  uninsured:  a 
small-employer  survey  in  the  At- 
lanta area,  and  a low  cost,  private 
sector  plan  to  cover  employees  of 
small  businesses.  They  hope  to  act 
as  a catalyst  in  helping  address  this 
enormous  community  problem. 
Clearly,  the  development  of  an  in- 
surance program  for  the  millions  of 
uninsured  would  require  careful 
planning  but  would  go  a long  way 
toward  solving  the  problem. 

The  Georgia  Hospital  Associa- 
tion recently  convened  a commit- 
tee of  hospital  administrators  and 
staff,  business  leaders,  legislators, 
and  others  to  address  the  issues  in- 
volved with  uncompensated  care. 
Representatives  from  the  medical 
community  present  at  that  com- 
mittee’s meeting  pointed  out  that 
hospital  costs  alone  were  not  the 
only  problem  and  that  attention 
must  be  paid  to  many  other  costly 
aspects  of  health  care.  It  is  hoped 
that  these  deliberations  will  sug- 
gest solutions  and  not  continue  the 
often  ineffective  and  fragmented  ef- 
forts. 

Progress  Report  and 
Final  Remarks 

Though  the  1987  MAG  House  of 
Delegates  directed  that  the  ap- 
proved recommendations  of  the 


Committee  on  Medical  Care  for  the 
Disadvantaged  be  carried  out,  little 
has  been  accomplished  during  this 
past  year.  The  Governor  chose  not 
to  appoint  any  special  study  com- 
mittee. A Senate  resolution  did  pass 
which  will  place  on  the  Novem- 
ber, 1988,  ballot  a constitutional 
amendment  authorizing  an  Indi- 
gent Care  Trust  Fund.  This  Fund 
would  be  used  to  broaden  Medic- 
aid coverage  and  expand  health 
care  funding  to  rural  and  primary 
health  care  areas.  It  should  be  sup- 
ported by  the  MAG.  The  Georgia 
Medicaid  Program  has  increased  its 
indigent  medical  care  funding  by  a 
$19  million  increase  of  its  FY  1989 
budget  to  offer  medical  care  to  ad- 
ditional numbers  of  children  and 
pregnant  women.  Discussions  con- 
tinue to  abound,  but  not  much  else 
has  happened. 


The  Atlanta  Health 
Care  Alliance  . . . 
initiated  two  projects 
recently  toward 
alleviating  Atlanta’s 
problem  with  the 
uninsured. 


As  Chairman  of  the  Committee 
on  Medical  Care  for  the  Disadvan- 
taged, I am  interested  in  and  con- 
cerned about  this  issue,  although  it 
does  not  touch  me  as  closely  as  it 
did  when  I was  in  the  active  private 
practice  of  pediatrics.  Perhaps  more 
forward  motion  in  helping  develop 
some  positive  answers  to  our  prob- 
lem could  be  achieved  with  a lead- 
ership more  involved  with  the  prob- 
lem from  day  to  day.  And  yet  I have 
heard  no  outcry,  no  suggestions,  nor 
have  I been  besieged  with  offers  of 
help.  Perhaps  this  issue  is  not  as 
important  to  our  society  and  to  the 
Medical  Association  of  Georgia  as 
I think  it  is.  If  that’s  the  case,  I won- 
der why.  . . . ■ 
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IF  YOU  DIAGNOSE 
ARTHRITIS 

PART  OF  THE  TREATMENT  CAN  BE  THE 
ARTHRITIS  SELF  HELP  COURSE 

You  know  it  takes  more  than  medication  to  successfully  treat  arthritis. 
Patients  must  cope  with  the  many  aspects  of  their  chronic  rheumatic 
disease,  something  they  can  learn  to  do  at  the  Arthritis  Foundation’s 
Self  Help  Course. 

Thousands  of  people  have  taken  this  six-week  course.  And  the  result 
has  been  patients  who  better  understand  their  condition,  exercise  more 
and  experience  less  pain.  That  means  better  compliance  with  prescribed 
treatment. 

The  course  is  taught  by  certified  instructors,  and  specific  treatment  ques- 
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The  Cost  of  Compassion 

Can  Georgia  Hospitals  Afford  It? 

Joseph  A.  Parker 


The  individual  patient  who  can- 
not afford  needed  health  care 
elicits  the  sympathy  and  concern  of 
both  hospital  and  physician,  but  the 
thousands  of  Georgians  who  today 
cannot  pay  for  health  care  are 
threatening  the  very  existence  of 
many  of  our  hospitals. 

The  hospital  bill  for  uncompen- 
sated care  has  expanded  to  more 
than  $1  billion  a year  in  Georgia, 
drawing  health  care  into  a spiraling 
dilemma:  as  the  bill  goes  up,  health 
insurance  premiums  rise  out  of  the 
reach  of  more  Georgians,  and  the 
increasing  number  of  uninsured 
citizens  pushes  the  cost  of  uncom- 
pensated care  even  higher. 

In  1986,  the  breakdown  of  un- 
compensated care  in  Georgia 
looked  like  this: 

Hospital  charges  not 
covered  by  Medicare 

or  Medicaid  $538,000,000 

Bad  debts $225,000,000 

Charity  and 

indigent  care  $213,000,000 

Hill-Burton 

obligations  $ 52,000,000 

TOTAL  $1,028,000,000 


The  hospital  bill  for 
uncompensated 
medical  care  has 
expanded  to  more  than 
$1  billion  a year  in 
Georgia. 


During  that  same  period,  hospi- 
tals’ total  patient  charges  came  to 
$4,168  billion.  Thus,  about  one  of 
every  four  dollars  charged  for  pa- 
tient care  was  never  paid. 

A close  look  at  the  single  cate- 
gory of  indigent  care  — or 
care  for  poor  patients  who  do  not 
qualify  for  government  assistance 
— shows  these  facts: 

• During  the  last  half  of  1986, 
Georgia’s  hospitals  provided 
157,700  days  of  inpatient  care  to 
more  than  28,000  indigent  patients. 
The  medically  indigent  accounted 
further  for  more  than  285,000  out- 
patient visits. 


Mr.  Parker  is  President  of  the  Georgia  Hospital 
Association.  Send  reprint  requests  to  him  at  North 
x Northwest  Office  Park,  Atlanta  GA  30339. 


• During  the  last  half  of  1986, 
Georgia’s  hospitals  paid  $97  mil- 
lion for  indigent  inpatient  and  out- 
patient care.  That  amount  does  not 
include  losses  incurred  from  Med- 
icare and  Medicaid  shortfalls,  bad 
debts,  or  the  cost  of  charity  care 
and  Hill-Burton  obligations. 

Three  factors  are  the  heaviest 
contributors  to  uncompensated 
care;  inadequate  Medicare  reim- 
bursement, underfunding  of  Geor- 
gia’s Medicaid  system,  and  the 
growing  number  of  Georgians  who 
do  not  have  health  insurance. 

The  First  Cause:  Inadequate  Med- 
icare Reimbursement 

The  first  factor,  inadequate  Med- 
icare reimbursement,  is  the  result 
of  today’s  prospective  payment  sys- 
tem. When  that  system  began  in 
1983,  the  government  promised 
hospitals  annual  increases  in  Med- 
icare payments  that  would  keep 
pace  with  inflation.  But  the  promise 
was  an  empty  one;  Medicare  in- 
creases have  fallen  far  short  of  the 
rate  of  inflation.  This  year,  for  ex- 
ample urban  hospitals  saw  in- 
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A look  beyond  the  statistics 

to  the  individual  patients 

and  the  hospitals  that  care  for  them 


Uncompensated  care  goes 
past  the  dollar  signs  and  figures 
to  individual  patients  and  the 
hospitals  that  care  for  them. 
Often  those  patients  are  caught 
between  borderline  poverty  and 
inadequate  government  assist- 
ance, leaving  the  system  to  take 
its  toll  on  both  patient  and  hos- 
pital. 

Here  are  some  actual  exam- 
ples from  Georgia’s  hospitals  that 
show  only  too  graphically  how 
our  current  system  is  failing.  Far 
from  the  exception,  these  ex- 
amples illustrate  a common 
problem  in  Georgia: 

• A 52-year-old  carpenter  was 
treated  for  acute  renal  failure.  He 
died,  leaving  a hospital  bill  of 
$91,647. 

• A 43-year-old  man  who 
earned  $134  a week  was  admit- 
ted to  the  hospital  with  acute  ap- 
pendicitis. His  wife  was  unem- 
ployed and  had  terminal  cancer. 
His  unpaid  bill  came  to  $10,539. 

• A 47-year-old  man  severed 
his  hand  while  working  as  a sub- 
contractor. He  did  not  have 
worker’s  compensation  cover- 
age but  was  covered  under  a 
group  policy  through  his  wife’s 
employer.  However,  the  insuror 
refused  to  pay  because  the  injury 
was  work-related.  The  wife’s 
monthly  income  was  $750,  and 
the  couple  had  two  small  chil- 
dren. The  family  did  not  qualify 
for  Medicaid.  The  unpaid  bills 
came  to  $56,000  for  the  hospital 
and  $15,000  for  the  physicians 
who  treated  the  patient. 

• A 5-year-old  child  fractured 
his  femur  while  riding  a bicycle. 
His  father  was  self-employed  and 
had  no  health  insurance.  The 


unpaid  hospital  bill  totaled 
$8,679. 

• A 62-year-old  man  was  ad- 
mitted to  the  hospital  for  evalu- 
ation of  a lung  mass.  His  Social 
Security  retirement  was  $179  a 
month,  but  he  could  not  receive 
Medicare  until  he  was  65.  His 
wife  worked  at  a fast  food  res- 
traurant  and  did  not  have  insur- 
ance. She  was  to  retire  within  a 
month,  and  her  Social  Security 
retirement  was  set  at  $216  a 
month.  The  patient  was  diag- 
nosed with  terminal  lung  cancer, 
but  he  was  not  eligible  for  State 
Aid  to  Cancer  Patients  because 
his  condition  was  incurable.  Fur- 
ther, because  he  owned  two 
trucks  — one  for  transportation 
and  the  other  a 1953  non-oper- 
ating Chevy  truck  — he  was  in- 
eligible for  Supplemental  Secu- 
rity Income  or  Medicaid  until  he 
could  sell  the  1953  truck.  He  died 
within  2 weeks  leaving  a hospital 
bill  of  more  than  $11,000. 

• A 20-year-old  unemployed 
man  was  admitted  to  the  hos- 
pital with  a gunshot  wound  in 
the  head.  His  77-day  stay  cost 
the  hospital  $65,432.  Medicaid 
paid  $534. 

• A 51 -year-old  woman  was 
admitted  to  the  hospital  for  treat- 
ment of  gangrene  of  the  right  foot 
resulting  in  amputation.  She  had 
worked  as  a cook  in  a restaurant, 
receiving  just  above  minimum 
wage  with  no  health  insurance. 
Her  husband  received  about  $550 
a month  from  Social  Security  dis- 
ability. She  was  not  able  to  re- 
turn to  work,  and  her  husband’s 
income  made  her  ineligible  for 
Supplemental  Security  Income  or 
Medicaid.  Her  outstanding  hos- 
pital charges  were  $14,000. 
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creases  in  the  range  of  only  .75% 
to  1.5%.  And  since  1983,  overall 
DRG  payments  have  gone  up  a mere 
11%,  while  hospitals’  costs  have 
gone  up  28%. 

Last  year,  43%  of  Georgia’s  rural 
hospitals  and  33%  of  our  urban 
hospitals  lost  money  treating  Med- 
icare patients,  and  75%  of  all  our 
hospitals  project  a loss  for  this  year. 
The  Healthcare  Financial  Manage- 
ment Association  estimates  that 
next  year  the  average  Medicare  in- 
patient will  incur  a hospital  cost  of 
$4,961,  while  Medicare  reimburse- 
ment for  that  patient  will  be  no  more 
than  $4,510. 


The  Second  Cause:  Georgia’s 
Underfunded  Medicaid  Systems 

For  fiscal  year  1989,  which  began 
July  1,  Medicaid  funding  saw  a $5.5 
million  cut.  As  a result,  hospitals 
can  now  expect  to  receive  Medicare 
reimbursement  for  only  about  64% 
of  their  changes. 

The  breakdown  of  who  pays  what 
for  Medicaid  is  also  interesting.  In 
fiscal  year  1989,  it  will  look  like  this: 

The  federal  government 

will  pay $154,000,000 

Georgia  will  pay  $ 79,000,000 

Hospitals  will  pay  ...$  45,000,000 

Thus,  our  hospitals  will  pay  more 
than  half  what  the  state  contributes 
to  the  Medicaid  system. 

Medicaid  also  fails  to  cover  a 
large  number  of  Georgians  who  are 
poor  but  not  poor  enough  to  qualify 
for  state  assistance.  Forty  percent 
of  Georgians  who  live  below  the 
federal  poverty  level  aren’t  covered 
by  Medicaid. 


The  Third  Cause:  The  Growing 
Number  of  Uninsured  Citizens 

The  third  causative  factor  of  the 
uncompensated  care  problem  is  the 
large  number  of  Georgians  who  are 
underinsured  or  who  have  no  health 
insurance  at  all.  Respectively,  they 
make  up  18.2%  and  13.8%  of  the 
state  population,  and  that  adds  up 
to  about  1 .8  million  of  our  five  mil- 


lion citizens.  Many  are  the  “near 
poor”  — persons  who  are  em- 
ployed but  whose  jobs  don’t  offer 
health  benefits  and  whose  budgets 
can’t  support  the  cost  of  insurance 
premiums.  Slightly  more  than  three 
fourths  of  Georgia’s  uninsured  cit- 
izens are  part  of  households  where 
at  least  one  family  member  is  em- 
ployed. 

The  numbers  of  the  uninsured 
continue  to  increase,  to  a large  part 
because  of  the  many  small  and 
midsize  businesses  that  do  not  (and 
often  cannot)  offer  health  insur- 
ance benefits  to  their  employees. 
Nationally,  the  uninsured  popula- 
tion has  grown  25%  since  1980. 


Rural  Hospitals  Hardest  Hit 

All  of  those  factors  hit  hardest  at 
the  rural  level  because,  unlike  many 
of  their  urban  counterparts,  our  ru- 
ral hospitals  see  a disproportionate 
number  of  patients  who  are  elderly, 
who  are  very  sick,  and  who  seek 
medical  care  as  a last  resort. 

More  than  half  of  Georgia’s  hos- 
pital are  rural,  and  many  of  them 
are  operating  near  the  red  because 
of  uncompensated  care.  Some  may 
even  be  forced  to  close  if  further 
public  assistance  isn’t  made  avail- 
able. 

For  the  rural  community,  a hos- 
pital closure  has  far-reaching  ef- 
fects. It  limits  the  public’s  access 
to  health  care  and  in  turn  hampers 
the  economic  growth  of  the  com- 
munity, because  new  industry  is  not 
attracted  to  locations  that  can’t  pro- 
vide health  care  for  it  employees. 


Nonsolution 

To  survive  the  losses  of  uncom- 
pensated care,  hospitals’  only  op- 
tion is  to  shift  the  cost  of  caring  for 
the  poor  to  the  patients  who  can 
afford  to  pay.  Cost  shifting  forces 
hospitals  to  increase  the  bills  of 
their  paying  patients  by  an  average 
of  35%,  and  that  add-on  produces 
about  a 1 .5%  profit  on  patient  rev- 
enues. 


But  that’s  not  a solution.  While 
cost  shifting  does  keep  our  hospi- 
tals in  business,  it  enhances  the 
problem  of  uncompensated  care 
because  it  brings  about  higher  in- 
surance premiums.  And  higher  pre- 
miums mean  more  Georgians  who 
cannot  afford  health  insurance. 

Another  nonsolution  that  has  al- 
ready received  some  attention  in  the 
Georgia  legislature  is  a “sick  tax,” 
that,  is  a surcharge  on  paying  pa- 
tients. That  proposal  is  one  to  be 
wary  of,  because  it  would  extract 
an  additional  tax  from  patients  who 
are  already  paying  more  than  their 
share.  Like  cost  shifting,  a sick  tax 
will  only  result  in  insurance  rate  in- 
creases. 

Obviously,  a problem  as  compli- 
cated as  uncompensated  care  is  not 
a candidate  for  a simple  solution. 
But  the  overall  answer  is  a broad- 
based  payment  system  that  places 
the  burden  on  the  shoulders  of  all 
Georgians  and  not  on  our  hospitals 
and  on  the  employers  and  individ- 
uals who  pay  for  health  insurance. 


Feasible  Solutions 

There  are  several  feasible  ap- 
proaches, including 

• An  alcohol  or  tobacco  tax. 

• A higher  income  threshold  for 
Medicaid  eligibility. 

• An  expansion  of  the  Medicaid 
program.  Adding  unemployed  par- 
ents to  the  Medicaid  role,  for  ex- 
ample, would  make  22,000  more 
persons  eligible  for  state  assist- 
ance. 

• Special  state  funding  for  hos- 
pitals that  treat  very  large  numbers 
of  indigent  patients. 

• An  increase  in  funding  for  ex- 
isting state  programs  such  as  neo- 
natal intensive  care,  cancer  aid,  and 
children’s  medical  services. 

The  1989  Georgia  General  As- 
sembly will  very  likely  address  the 
issue  of  uncompensated  care  and 
may  well  advocate  an  expansion  of 
medicaid  coverage.  That  alone 
won’t  solve  the  problem,  but  it  is  a 
good  place  to  start.  ■ 
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The  Medically  Uninsured: 
Who  Cares? 

Betty  C.  Castellani 


Margaret  Jensen  is  a healthy 
42-year-old  single  mother  of 
three.  She  works  for  Clark  & 
Company  as  a receptionist  at  a 
take-home  salary  of  $723  per 
month.  She  did  not  carry  the 
group  health  insurance  offered  by 
her  company  because  she  could 
not  afford  the  $68  per  month 
premium,  which  was  almost  10% 
of  her  take-home  pay.  The 
“healthy”  Mrs.  Jensen  has  just 
been  diagnosed  with  breast 
cancer  and  the  disease  appears  to 
have  metastasized  to  her  lung. 

Who  cares? 

Who  cares  that  more  than  35 
million  Americans  are  without 
health  insurance? 

Who  cares  that  Medicaid 
coverage  for  the  poor  has  dropped 
from  65%  to  35%? 

Who  cares  that  nearly  three- 
fourths  of  the  uninsured  employed 
workers  have  incomes  of  less  than 
$10,000  per  year? 

As  a civilized  society  we  have  an 
ethical  and  moral  responsibility  to 
see  to  it  that  necessary  health  care 
is  available  to  every  individual  re- 
gardless of  his  or  her  ability  to  pay. 
No  caring  person  would  argue  that 
proposition.  The  dilemma  with 


The  concept  of 
socialized  medicine 
proposed  by  many  is 
not  the  answer  because 
socialized  medicine 
results  in  the  abuse  of 
our  medical  resources, 
not  the  prudent  use  of  a 
limited,  costly  resource. 


which  we  struggle  is  to  determine 
the  equitable  way  that  is  to  be  ac- 
complished. 

The  literature  is  filled  with  sug- 
gestions: 

• A tiered  system  of  medical  care 
could  be  implemented  where  var- 
ious levels  of  care  could  be  bought 
based  on  one’s  ability  to  pay. 

• A low-premium  assigned  risk 
pool  could  be  designed  where  the 
“risks”  are  evenly  proportioned  so 
that  every  insurance  company 
would  get  its  fair  share. 


Ms.  Castellani  is  Associate  Chaplain,  DeKalb  General 
Hospital,  2701  N.  Decatur  Rd.,  Decatur,  GA  30333. 
Send  reprint  requests  to  her. 


• Physicians  and  health  care 
providers  could  participate  in  scaled 
charges  based  on  a person’s  ability 
to  pay. 

• Government  sponsored  pro- 
grams such  as  Medicaid  and  Med- 
icare could  be  expanded  so  that  no 
one  in  need  is  excluded. 

Edward  N.  Brandt,  Jr.,  M.D., 
Ph.D.,  and  Chancellor  of  the  Uni- 
versity of  Maryland,  suggests  that 
there  are  four  options  for  dealing 
with  the  dilemma  of  health  care  for 
the  uninsured:  (1)  a universal  or 
national  health  insurance;  (2)  fed- 
eral programs  aimed  at  specific 
populations;  (3)  each  state  deter- 
mining the  medical  needs  of  its 
population  and  designing  methods 
of  providing  them,  (4)  some  origi- 
nal plan  such  as  the  one  used  in 
Maryland  where  hospital  rates  are 
set  by  the  state.1 

The  problem  is  not  a lack  of  in- 
terest or  research  or  exploration  of 
the  issue.  Writing  about  it,  talking 
about  it,  and  commiserating  about 
it  will  never  do  anything  except  fill 
more  journals  and  occupy  more  li- 
brary shelves.  What  is  needed  is 
someone  with  the  vision  to  see  that 
a critical  problem  exists  and  some- 
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one  with  the  courage  to  attack  it 
tenaciously  and  someone  with  the 
endurance  not  to  let  go  until  some 
equitable  solution  is  reached  and 
in  operation. 

The  following  observations  need 
to  be  made  about  health  care 
in  this  country  today. 

First,  the  present  system  of  group 
health  insurance  which  finances  the 
largest  portion  of  health  care  in  this 
country  is,  in  fact,  a system  which 
heavily  taxes  the  lower  income  em- 
ployee. If  a company  insurance 
plans  costs  $75  per  month  for  fam- 
ily coverage,  the  $15,000  per  year 
employee  is  paying  a much  higher 
rate  based  on  percentage  of  income 
than  the  executive  who  makes 
$85,000  per  year.  Both  pay  $75.  For 
the  $15,000  per  year  employee,  that 
amounts  to  approximately  6%  of  his 
yearly  income.  For  the  $85,000  a 
year  employee,  it  is  approximately 
1%.  Thus,  when  premiums  go  up 
to  compensate  for  the  higher  costs 
of  coverage  (often  generated  to  off- 
set those  individuals  without  cov- 
erage) the  increase  is  more  keenly 
felt  by  the  lower  income  employ- 
ees. Thus,  the  burden  of  caring  for 
the  uninsured  is  being  carried  by 
those  least  able  to  sustain  it. 


Not  everyone  can  eat 
steak  and  live  in  a 
mansion.  Perhaps 
equality  of  health  care 
is  as  unreasonable  as 
suggesting  that 
everyone  has  the  right 
to  a life  of  splendor. 


Second,  doctors  are  often  ex- 
pected to  provide  free  care  for  pa- 
tients unable  to  pay.  That  they  might 
object  to  doing  this  is  perceived  by 
the  public  as  symptomatic  of  their 
uncontrolled  greed. 

Such  a severe  problem  must  be 
shared  by  society.  We  do  not  expect 


farmers  or  food  brokers  to  be  solely 
responsible  for  the  needs  of  the 
hungry.  We  would  never  suggest 
that  architects  or  building  suppliers 
solve  the  dilemma  of  homeless- 
ness. When  they  offer  even  token 
assistance  the  public  is  grateful. 

Yet  doctors  have  traditionally  do- 
nated their  services  with  little  rec- 
ognition or  appreciation  by  the 
public  in  general.  The  American  Bar 
Association  and  The  American 
Medical  Association  jointly  issued 
an  editorial  statement  that  con- 
tends one  of  the  characteristics  of 
a true  professional  relates  to  its 
special  relationship  to  the  poor. 
They  maintain  that  the  privilege  to 
practice  law  or  medicine  carries 
with  it  the  obligation  to  serve  the 
poor  without  pay.  Thus,  all  should 
give.  “This  is  proper  behavior  of  a 
learned  professional.  We  believe  50 
hours  a year  or  roughly  one  week 
of  time,  is  an  appropriate  minimum 
amount.”2 

While  this  is  a worthly,  desirable 
goal,  the  critical  society  fails  to  look 
at  the  unending  economic,  per- 
sonal, and  time  demands  that  most 
physicians  must  endure.  Few  doc- 
tors have  time  to  spare.  To  give  time 
to  the  uninsured  requires  that  it  be 
taken  from  some  place  else. 

Third,  the  poor  and  needy,  the 
sick  and  afflicted  have  been  with 
us  since  the  beginning  of  time.  They 
were  a part  of  earliest  recorded  his- 
tory and  their  presence  is  noted  in 
the  literature  of  all  ages  and  cul- 
tures. They  will  never  go  away.  The 
problem  will  never  take  care  of  it- 
self. In  fact,  like  a cancer  that  is 
constantly  studied  but  never  treated, 
it  will  only  become  more  devastat- 
ing with  the  passage  of  time. 

The  concept  of  socialized  med- 
icine proposed  by  many  is  not 
the  answer  because  socialized 
medicine  results  in  the  abuse  of  our 
medical  resources,  not  the  prudent 
use  of  a limited,  costly  resource.  If 
there  were  no  price  to  pay,  doctors 
would  be  deluged  with  lonely,  hurt- 
ing people  whose  pain  comes  from 
the  scars  of  living,  not  the  ravages 


of  disease.  Hospitals  would  be  filled 
with  those  longing  for  “three  hots 
and  a cot”  rather  than  those  re- 
quiring skilled  medical  care  and 
training.  In  this  climate  we  would 
quickly  encounter  an  enormous 
shortage  of  competent  doctors  and 
effective  care. 

The  attitude  of  too  many  Ameri- 
cans is  that  “if  I am  not  effected,  I 
don’t  care.”  The  truth  is  that  every 
single  person  is  effected,  and  it  is 
in  the  best  interests  of  every  Amer- 
ican to  care  considerably.  Thus  we 
might  apply  John  Stuart  Mill’s  eth- 
ical theory  of  utilitarianism. 


Such  a severe 
problem  must  be  shared 
by  society.  We  do  not 
expect  farmers  or  food 
brokers  to  be  solely 
responsible  for  the 
needs  of  the  hungry. 


The  greatest  good  for  the  greatest 
number  would  be  a program  where 
every  person  has  available  appro- 
priate health  care  so  that  real  needs 
are  met.  The  costs  of  such  care 
would  be  assigned  so  that  no  class 
or  profession  is  unduly  taxed  or  de- 
prived. Not  everyone  can  eat  steak 
and  live  in  a mansion.  Perhaps 
equality  of  health  care  is  as  unrea- 
sonable as  suggesting  that  every- 
one has  the  right  to  a life  of  splen- 
dor. But  in  the  interest  of  a civilized 
society,  eveiyone  has  the  right  to 
have  food  and  shelter  and  to  be 
cared  for  when  he  or  she  is  criti- 
cally ill  or  injured. 

Since  all  of  society  is  effected  by 
this  problem,  but  particularly  health 
care  professionals  and  the  Margaret 
Jensens  of  the  world,  some  action 
is  critically  needed.  She  is  econom- 
ically and  politically  powerless. 
Therefore,  if  change  is  to  take  place, 
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the  burden  is  on  the  health  care 
professionals  who  have  the  re- 
sources and  the  power  to  provoke 
changes  to  be  implemented.  Our 
present  system  of  health  care  de- 
livery is  not  fair  or  equitable,  and  it 
is  not  working  for  the  medical 
profession  or  the  Margaret  Jensens 
among  us. 

Maybe  doctors  are  too  busy  to 
invest  their  valuable  time  in  this  is- 
sue. But  sometimes  people  have  to 
sacrifice  doing  good  things  to  do 
better  things.  If  each  person  tries  to 
solve  the  problem  individually  by 
seeing  their  fair  share  of  charity  pa- 
tients, the  result  will  only  amount 
to  a ripple  in  the  water.  Real  change 
must  be  more  far  reaching  and  in- 
novative if  the  problem  is  going  to 
be  resolved  in  some  truly  equitable 
manner. 


If  each  person  tries 
to  solve  the  problem 
individually  by  seeing 
their  fair  share  of 
charity  patients,  the 
result  will  only  amount 
to  a ripple  in  the  water. 


Having  said  all  that,  I would  like 
to  add  that  the  problem  will 
not  be  solved  in  1988,  no  matter 
how  invigorated  a group  becomes. 
Yet  the  problem  is  with  us  this  mo- 
ment and  must  be  addressed.  There 
is  an  intangible  satisfaction  and 
sense  of  meaning  that  comes  from 


giving  of  ourselves.  When  we  give 
something  of  ourselves,  when  we 
care  without  thought  of  reward,  then 
we  are  on  our  way  to  leading  lives 
that  are  very  satisfying.  Happiness 
is  always  a by-product  of  doing 
something  worthwile  with  our  lives. 
It  can  never  be  sought  or  bought. 
One  doctor  only  charges  patients  if 
they  have  insurance.  If  they  don’t, 
he  doesn’t  get  paid.  My  guess  is  that 
he  would  not  want  to  give  that  prac- 
tice up  because,  for  him,  it  gives 
his  life  and  his  work  enormous 
meaning. 

Who  cares?  He  cares. 
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What  will  you  tell 
her  about  screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a pro- 
gram launched  by  the  American  Cancer 
Society  and  the  American  College  of  Radi- 
ology and  they  may  come  to  you  with 
questions.  What  will  you  tell  them7 

We  hope  you'll  encourage  them  to 
have  a screening  mammogram,  because 
that,  along  with  your  regular  breast  exam- 
inations and  their  monthly  self  examina- 
tions, offers  the  best  chance  of  early  detec- 
tion of  breast  cancer,  a disease  which  will 
strike  one  woman  in  10. 

If  you  have  questions  about  breast 
cancer  detection  for  asymptomatic 
women,  please  contact  us. 


Sc^niar^ 

Women  with  No  Symptoms 


Age: 

35-39 


Baseline 


AMERICAN  Professional  Education  Dept 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


v CANCER 
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American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 
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WHAT'S  GOOD 
FORYOUR 
PATIENTS 
IS  GOOD 
FOR  YOU. 


It’s  DeKalb  General’s  Physician 
Match— a computerized  pairing 
of  physician  attributes  with 
patient  requirements.  It’s  just  what 
the  patient  ordered  which  makes  it 
just  what  physicians  need.  In  fact, 
during  the  first  six 
months  of  its  operation, 
Physician  Match  made 
over  2,600  such  pairings. 

Patients  simply  call 
Physician  Match  and 
state  their  desires  and 
requirements:  Preferences 
concerning  office  loca- 
tion and  hours,  insurance 
acceptance,  professional 
qualifications  and  certi- 
fications, experience,  specialties, 
age  and  more.  Within  minutes, 
Physician  Match  provides  names 
and  phone  numbers  of  doctors  who 
will  be  a good  match  for  them. 

That’s  what  makes  it  a good 
match  for  you  too.  Because  you 
get  qualified  new  patients  whose 
needs  closely  match  your  practice 
style.  And  the  service  is  free  both 
to  patients  and  to  you. 

It’s  another  way  we  encour- 
age the  health  of  our  community 
through  support  of  our  physicians. 
To  find  out  how  you  can  become 
part  of  DeKalb  General’s  Physician 
Match,  call  297-3760. 

In  Sickness  and  In  Health. 

^ DE  KALB  GENERAL  HOSPITAL 

An  affiliate  of  SouthCareSM  Medical  Alliance  and  VHA 
© 1988  DeKalb  General  Hospital 


Incidence  and  Survival  Rates  for 
Cancer  in  Atlanta,  1975-1985 

Raymond  S.  Greenberg,  M.D.,  Ph.D.,  John  F.  C.  Sung,  Ph.D., 

Jonathan  M.  Lift,  Ph.D.,  and  W.  Scott  Clark,  M.S. 


Abstract 

SURVEILLANCE  OF  ALL  CANCERS  diagnosed  between 
1975  and  1985  among  residents  of  metropolitan  At- 
lanta revealed  a total  of  52,805  malignancies.  The  age- 
adjusted  incidence  rates  (per  1 00,000)  by  race  and  gender 
were:  white  males,  408.1;  white  females,  307.2;  black 
males,  471.6;  and  black  females,  261.9.  Blacks  had  ele- 
vated incidence  rates  for  malignancies  of  the  uterine  cer- 
vix and  prostate,  whereas  whites  had  excesses  of  lym- 
phomas and  cancers  of  the  urinary  tract,  uterine  corpus, 
and  ovaries.  Among  whites,  42%  of  neoplasms  were  lo- 
calized, compared  with  only  32%  among  blacks.  Cancers 
of  the  uterine  corpus,  prostate,  and  urinary  tract  were  the 
most  likely  of  all  malignancies  to  be  localized.  The  overall 
5-year  survival  rate  was  49%.  Five-year  survival  rates  by 
stage  were:  local,  75%;  regional,  44%;  distant,  18%.  The 
highest  survival  rates  were  found  for  patients  with  can- 
cers of  the  uterine  corpus  and  breast,  whereas  malignan- 
cies of  the  respiratory  system  and  non-bowel  digestive 
organs  had  the  worst  prognoses. 


Introduction 

In  1975,  a popu- 
lation - based 
cancer  registry 
was  established  in 
metropolitan  At- 
lanta, Georgia,  to 
monitor  the  pat- 
terns of  cancer 
occurrence  and 
prognosis.  During 
the  interim,  two 
reports  have  been 
published  on  can- 
cer incidence  in 
this  population.1' 2 
The  present  anal- 
ysis includes  eval- 
uations of  stage  at 
diagnosis  and  survival  rates,  as  well 
as  an  update  of  information  on  in- 
cidence. 

Materials  and  Methods 

The  present  data  were  collected 
by  the  Georgia  Center  for  Cancer 
Statistics  under  contract  from  the 
National  Cancer  Institute.  The  op- 
eration of  this  registry  has  been 
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described  else- 
where,12 so  only  a 
brief  overview  is 
provided  here. 

The  Center  has 
a staff  of  trained 
medical  record 
abstractors  who 
visited  each  hos- 
pital in  and  around 
five  counties  of 
metropolitan  At- 
lanta (Clayton, 
Cobb,  Dekalb, 
Fulton  and  Gwin- 
nett counties).  At 
each  of  these  37 
hospitals,  pathol- 
ogy reports  and 
discharge  diag- 
noses were  reviewed  to  identify  all 
cancer  patients,  except  those  with 
non-melanotic  skin  cancer.  A 
standard  medical  record  abstract 
was  completed  for  each  eligible  pa- 
tient who  resided  within  the  five 
county  catchment  area.  The  ab- 
stract included  items  of  demo- 
graphic information,  as  well  as  to- 
pography, morphology,  stage  and 
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Table  1 — Number  of  new  diagnoses  of  cancer  among  residents  of  metropolitan  Atlanta, 

by  anatomic  site,  race  and  sex,  1975-85 


Anatomic  site 

White 

Black 

Male 

n 

(%) 

Female 

n (%) 

n 

Male 

(%) 

Female 

n 

(%) 

Oropharynx 

954 

(4.9) 

548 

(2.6) 

346 

(5.8) 

141 

(2.6) 

Colon 

1,713 

(8.8) 

2,054 

(9.6) 

418 

(7.0) 

596 

(11.1) 

Rectum 

693 

(3.6) 

679 

(3.2) 

167 

(2.8) 

194 

(3.6) 

Other  digestive  organs 

1,474 

(7.6) 

1,254 

(5.9) 

810 

(13.6) 

507 

(9.5) 

Respiratory  system 

5,220 

(26.8) 

2,175 

00.2) 

1,575 

(26.4) 

371 

(6.9) 

Breast  (female) 

— 

6,437 

(30.1) 

— 

1,480 

(27.6) 

Uterine  corpus 

— 

1,540 

(7.2) 

— 

300 

(5.6) 

Uterine  cervix 

— 

691 

(3.1) 

— 

498 

(9.3) 

Ovary 

— 

993 

(4.6) 

— 

198 

(3.7) 

Prostate 

3,201 

(16.5) 

— 

1,477 

(24.7) 

— 

Urinary  tract 

1,816 

(9.3) 

761 

(3.6) 

282 

(4.7) 

168 

(3.1) 

Hematopoietic  system 

832 

(4.3) 

757 

(3.5) 

227 

(3.8) 

238 

(4.4) 

Lymph  nodes 

682 

(3.5) 

638 

(3.0) 

135 

(2.3) 

99 

(1.8) 

Other 

2,232 

(11.5) 

2,200 

(10.3) 

234 

(3.8) 

301 

(5.S) 

Unknown 

638 

(3.3) 

654 

(3.1) 

282 

(4.7) 

264 

(4.9) 

All  sites 

19,455 

(100) 

21,381 

GOO) 

5,953 

(100) 

5,355 

(100) 

the  first  course  of  treatment  of  the 
tumor.  In  addition  to  identifying 
cases  at  clinical  facilities,  the  ab- 
stractors visited  each  of  the  15  free- 
standing pathology  laboratories  in 
and  around  Atlanta.  Computerized 
death  certificates  for  the  State  of 
Georgia  also  were  reviewed  quar- 
terly to  identify  persons  with  a can- 
cer cause  of  death  who  had  not  been 
registered  through  either  hospitals 
or  laboratories.  The  present  study 
was  confined  to  patients  diagnosed 
between  January  1,  1975,  and  De- 
cember 31,  1985. 

An  attempt  was  made  to  follow 
all  patients  through  the  end  of  cal- 
endar year  1986  to  determine  vital 
status  and  causes  of  death.  The  pri- 
mary sources  of  information  on  vi- 
tal status  were  hospital  records,  with 
supplementary  data  collected  from 
the  records  of  physicians  and  the 
quarterly  review  of  computerized 
death  certificates  for  the  State  of 
Georgia. 

The  study  period  was  centered 
around  the  1980  U.  S.  Census,3  to 
allow  the  most  accurate  estimate  of 
the  size  of  the  source  population. 
Incidence  rates  and  corresponding 
standard  errors  were  calculated  by 
gender  and  age  and  then  summa- 


rized by  direct  age  adjustment4  us- 
ing the  1970  U.S.  population  as  the 
standard.  Survival  analysis  was  per- 
formed with  the  Kaplan-Meier  prod- 
uct limit  estimator,5  with  death  from 
any  cancer  as  the  outcome.  Per- 
sons who  died  of  other  causes  were 
considered  to  be  censored  at  the 
times  of  death.  A generalized  Wil- 
coxon  test6  was  used  to  assess  the 
statistical  significance  of  differ- 
ences between  pairs  of  survival 
curves. 

Results 

During  the  11-year  period  of 
study,  a total  of  52,805  cancers  were 
registered  among  residents  of  met- 
ropolitan Atlanta.  Of  all  reported 
malignancies,  40,836  (77.3%)  oc- 
curred among  whites,  11,308 
(21.4%)  among  blacks  and  661 
(1.3%)  among  persons  of  other 
races.  Overall,  the  most  common 
site  of  cancer  was  the  lower  res- 
piratory tract  (n  = 9,387,  17.8%). 
Neoplasia  of  the  female  breast  was 
the  next  most  common  type  of  ma- 
lignancy (n  = 7,981,  15.1%),  fol- 
lowed by  cancers  of  the  colon  (n 
= 4,812,  9.1%)  and  prostate  (n  = 
4,701,  8.9%). 

For  all  types  of  cancer  combined, 


94.9%  of  cases  were  detected 
through  inpatient  hospital  admis- 
sions. The  remainder  of  registra- 
tions were  obtained  from  out- 
patient facilities  (1.8%),  death 
certificates  (1.1%),  autopsies 
(0.6%),  as  well  as  offices  of  phy- 
sicians, free-standing  pathology 
laboratories  and  nursing  homes 
(1.6%).  Outpatient  facilities  con- 
tributed relatively  large  percentages 
of  patients  with  cancers  of  the  or- 
opharynx (6.2%),  the  hemato- 
poietic system  (5.6%)  and  lymph 
nodes  (3.6%).  Screening  at  free- 
standing pathology  laboratories  was 
particularly  helpful  in  the  identifi- 
cation of  patients  with  neoplasms 
of  the  oropharynx  (3.1%).  Cancers 
of  unknown  sites  were  detected 
from  death  certificates  with  com- 
paratively high  frequency  (4.9%). 
Autopsies  revealed  1 .7%  of  prostate 
malignancies  and  1.7%  of  malig- 
nancies of  digestive  organs  other 
than  the  large  intestine. 

When  all  anatomical  sites  were 
combined,  the  percentages 
of  histologically  confirmed  cases 
were  92.6%  among  whites  and 
89.5%  among  blacks.  The  highest 
frequency  of  histologic  assessment 
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Table  2 — Average  annual  age-adjusted  cancer  incidence  rates  by  race,  sex,  and  site 

in  metropolitan  Atlanta,  1975-85.1 


Anatomic  Site 

White 

Black 

Male 

Female 

Male 

Female 

Oropharynx 

19.4 

7.9 

24.7 

7.1 

Colon 

38.3 

30.2 

34.5 

30.4 

Rectum 

14.8 

9.8 

13.3 

10.0 

Digestive  organs  (excluding  large  intestine) 

31.4 

18.0 

63.4 

26.3 

Respiratory  system 

107.5 

32.4 

120.5 

19.2 

Breast  (female) 

— 

92.9 

— 

70.3 

Uterine  corpus 

— 

23.0 

— 

15.2 

Uterine  cervix 

— 

9.1 

— 

22.7 

Ovary 

— 

14.5 

— 

9.6 

Prostate 

77.8 

— 

132.4 

— 

Urinary  tract 

38.6 

11.0 

22.1 

8.3 

Hematopoietic  system 

17.3 

11.1 

16.6 

11.7 

Lymph  nodes 

12.4 

9.0 

7.9 

4.5 

Others 

37.0 

29.9 

13.7 

12.9 

Unknown 

13.7 

9.2 

22.6 

13.5 

All  sites 

408.1 

307.2 

471.6 

261.9 

1.  All  rates  expressed  per  100,000  persons. 


was  observed  for  malignancies  of 
the  uterine  corpus  (whites,  98.6%; 
blacks,  99.0%).  For  both  races,  can- 
cers of  unknown  sites  had  the  low- 
est percentages  of  histologic  doc- 
umentation (72.3%  and  68.7%  for 
whites  and  blacks,  respectively). 
Cytologic  evaluation  was  employed 
for  relatively  high  percentages  of 
cancers  of  the  respiratory  system 
(whites,  10.1%;  blacks,  14.0%),  un- 
known sites  (whites,  7.4%;  blacks, 
1 1 .2%),  and  the  ovary  among  blacks 
(4.6%).  Visual  inspection  without 
subsequent  histologic  or  cytologic 
confirmation  was  used  most  often 
for  malignancies  of  the  digestive  or- 
gans among  both  whites  (4.4%)  and 
blacks  (3.8%).  Radiographic  meth- 
ods were  the  basis  for  diagnosis  of 
comparatively  high  percentages  of 
cancers  of  digestive  organs  (whites, 
6.1%;  blacks,  5.3%),  respiratory 
system  (whites,  4.5%;  blacks,  3.9%), 
and  ovary  among  blacks  (5.0%). 
Other  evidence,  such  as  signs  and 
symptoms,  rarely  served  as  the  sole 
basis  for  establishing  the  presence 
of  a malignancy.  The  actual  diag- 
nostic method  was  unknown  to  the 
registry  for  relatively  high  percent- 


ages of  cancers  of  the  hemato- 
poietic system  (whites,  4.9%; 
blacks,  3.9%),  digestive  organs 
(whites,  2.9%;  blacks,  3.6%),  and 
the  respiratory  system  among  blacks 
(2.8%). 

The  distribution  of  patients  by 
race  and  sex  is  shown  in  Table 
1.  Respiratory  malignancies  ac- 
counted for  more  than  one-fourth 
of  all  neoplasms  among  both  black 
and  white  males.  Although  pros- 
tatic cancer  was  the  next  most  fre- 
quent type  among  males  of  both 
races,  the  percentage  for  blacks 
(24.7%)  was  considerably  greater 
than  that  for  whites  (16.5%).  Can- 
cers of  other  digestive  organs  (in- 
cluding the  esophagus,  stomach, 
small  intestine,  pancreas  and  liver) 
also  accounted  for  a higher  pro- 
portion of  malignancies  among 
black  males  (13.6%)  than  white 
males  (7.6%).  In  contrast,  urinary 
tract  tumors  and  those  classified  as 
“other”  were  more  common  among 
white  males  than  black  males. 

Breast  cancer  was  the  most  fre- 
quent malignancy  among  females 
of  both  races.  For  white  women,  the 


respiratory  tract  was  the  next  most 
common  cancer  site  (10.2%),  fol- 
lowed by  the  colon  (9.6%).  Colonic 
neoplasia  accounted  for  a slightly 
greater  percentage  of  malignancies 
among  black  women  (11.1%),  as 
did  cancers  of  other  digestive  or- 
gans (9.5%).  The  relative  frequency 
of  cancer  of  the  uterine  cervix  was 
markedly  greater  for  black  women 
(9.3%)  than  for  whites  (3.1%). 

The  average  annual  age-specific 
incidence  rates  for  all  types  of 
cancer  are  depicted  by  sex  for 
whites  and  blacks  in  Figures  1 and 
2,  respectively.  Above  age  55  in 
whites  and  age  45  in  blacks,  the 
incidence  of  cancer  among  males 
greatly  exceeded  that  of  females.  At 
all  ages,  the  incidence  rates  for 
white  females  were  higher  than 
those  for  black  females.  Among 
males,  blacks  had  consistently  el- 
evated incidence  rates  except  for 
persons  above  age  80. 

Age-adjusted  incidence  rates  are 
presented  by  race,  sex  and  ana- 
tomic site  in  Table  2.  The  highest 
overall  incidence  was  observed  for 
black  males  (471.6  per  100,000 
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Figure  2.  Average  annual  age-specific  incidence  rates  of  invasive  cancer  among 
blacks,  by  sex  in  metropolitan  Atlanta,  1975-1985. 


men),  which  exceeded  the  rate  for 
white  males  by  15.6%.  Among  fe- 
males, the  reverse  pattern  was  ob- 
served, with  the  incidence  for  whites 
17.3%  greater  than  that  for  blacks. 
The  overall  male-to-female  ratio  of 
rates  was  larger  for  blacks  (1.80) 
than  for  whites  (1.33). 

Elevated  age-adjusted  incidence 
rates  for  blacks  were  observed  for 
cancers  of  the  uterine  cervix  (black- 
to-white  rate  ratio  = 2.49),  prostate 
(rate  ratio  = 1.70),  digestive  organs 
other  than  the  large  intestine 
(males:  rate  ratio  = 2.02;  females: 
rate  ratio  = 1.46),  and  unknown 
sites  (males:  rate  ratio  = 1.65;  fe- 
males: rate  ratio  = 1.47).  In  con- 
trast, whites  had  higher  incidence 
rates  for  malignancies  of  the  uri- 
nary tract,  uterine  corpus,  ovary,  fe- 
male breast,  lymph  nodes,  and  other 
sites  (including  cutaneous  mela- 
noma) . 


The  stage  distribution  of  cancers 
are  shown  by  topography  for 
white  and  black  patients  in  Tables 
3a  and  3b,  respectively.  A summary 
stage  could  be  assigned  for  90%  of 
white  patients  and  87%  of  black  pa- 
tients. Within  each  race,  the  per- 
centage of  unstaged  cases  was  es- 
pecially high  for  cancers  with 
unknown  sites  of  origin  (whites, 
84%;  blacks,  77%).  For  all  sites 
combined,  whites  had  a larger  pro- 
portion of  localized  malignancies 
(42%)  than  blacks  (32%).  The  an- 
atomic sites  with  the  greatest  tend- 
encies toward  localized  malignan- 
cies within  each  race  included  the 
uterine  corpus,  prostate,  urinary 
tract  and  “other”  locations.  For  each 
of  these  sites,  however,  whites  had 
a higher  percentage  of  localized 
neoplasms  than  blacks. 

The  cancers  with  the  highest  fre- 
quencies of  metastases  were  ma- 
lignancies of  the  lymph  nodes, 
ovaries,  digestive  organs  and  res- 
piratory system.  The  racial  differ- 
ential in  the  percentages  of  remote 
site  involvement  among  patients 
with  these  cancers  was  minimal. 
Nevertheless,  blacks  tended  to  have 
higher  percentages  of  metastatic 
disease  for  all  other  sites. 
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Table  3a  — Percentage  distribution1  of  cancers  by  stage  and  anatomic  site  among  whites 

in  metropolitan  Atlanta,  1975-85 


Anatomic  site 

n 

Local 

Regional 

Stage 

Distant 

Unstaged 

Oropharynx 

1,502 

45 

39 

7 

9 

Colon 

3,767 

30 

45 

21 

4 

Rectum 

1,372 

37 

37 

16 

10 

Digestive  organs  (excluding  large  intestine) 

2,728 

20 

27 

39 

14 

Respiratory  system 

7,395 

26 

27 

35 

12 

Breast  (female) 

6,437 

56 

34 

6 

4 

Uterine  corpus 

1,540 

78 

9 

7 

6 

Uterine  cervix 

691 

58 

26 

7 

10 

Ovary 

993 

26 

8 

63 

3 

Prostate 

3,201 

66 

9 

17 

8 

Urinary  tract 

2,577 

68 

16 

10 

6 

Hematopoietic  system2 

1,589 

0 

0 

100 

0 

Lymph  nodes 

1,320 

2 

8 

88 

2 

Others 

4,432 

73 

14 

7 

6 

Unknown 

1,292 

0 

8 

8 

84 

All  sites 

40,836 

42 

24 

24 

10 

1.  Percentage  of  cases  within  a designated  anatomic  site. 

2.  All  hematopoietic  system  tumors  are  classified  as  ‘ 

systemic.” 

Table  3b  — Percentage  distribution1  of 

cancers  by  stage  and  anatomic  site  among  blacks  in 

metropolitan 

Atlanta,  1975-85 

Stage 

Anatomic  site 

n 

Local 

Regional 

Distant 

Unstaged 

Oropharynx 

487 

23 

54 

18 

5 

Colon 

1,014 

22 

44 

27 

7 

Rectum 

361 

28 

35 

23 

14 

Digestive  organs  (excluding  large  intestine) 

1,317 

21 

26 

36 

16 

Respiratory  system 

1,946 

21 

26 

38 

15 

Breast  (female) 

1,480 

41 

40 

13 

6 

Uterine  corpus 

300 

57 

16 

17 

10 

Uterine  cervix 

498 

44 

34 

8 

14 

Ovary 

198 

24 

6 

63 

7 

Prostate 

1,477 

58 

6 

27 

9 

Urinary  tract 

450 

55 

22 

16 

7 

Hematopoietic  system2 

465 

0 

0 

100 

0 

Lymph  nodes 

234 

3 

5 

91 

1 

Others 

535 

63 

17 

11 

9 

Unknown 

546 

0 

8 

15 

77 

All  sites 

11,308 

32 

25 

30 

13 

1.  Percentage  of  cases  within  a designated  anatomic  site. 

2.  All  hematopoietic  system  tumors  are  classified  as  “systemic.” 


The  observed  5-year  survival  rates 
are  presented  by  anatomic  site  and 
stage  in  Table  4.  About  half  of  all 
patients  survived  at  least  5 years 
from  the  time  of  diagnosis.  The  an- 
atomic sites  with  the  most  favora- 
ble prognoses  were  uterine  corpus, 
breast,  uterine  cervix,  prostate,  uri- 
nary tract,  and  “others”  (including 


melanomas  and  thyroid  cancers). 
The  lowest  5-year  survival  rates  were 
found  for  cancers  of  unknown  sites, 
digestive  organs  (including  the 
esophagus  and  pancreas),  and  the 
respiratory  system. 

Prognosis  also  was  influenced 
strongly  by  stage.  For  patients  with 
localized  malignancies,  the  5-year 


survival  rates  exceeded  70%  for  all 
sites  except  digestive  organs  (25%) 
and  the  respiratory  system  (48%). 
Among  patients  with  metastatic  dis- 
ease, the  most  favorable  outcomes 
were  found  for  patients  with  malig- 
nancies of  the  lymph  nodes,  or 
“other”  sites.  Within  each  anatomic 
site,  patients  with  unstaged  disease 
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Table  4 — Overall  five-year  survival  rates  by  anatomic  site  and  stage  of  cancer  in  metropolitan  Atlanta,  1975-85 


Site 

All  Stages 

Local 

Regional 

Distant 

Unstaged 

Oropharynx 

50 

71 

36 

23 

45 

Colon 

52 

86 

56 

6 

31 

Rectum 

50 

77 

48 

6 

40 

Digestive  organs  (excluding  large 
intestine) 

12 

25 

15 

4 

6 

Respiratory  system 

19 

48 

17 

2 

10 

Breast  (female) 

71 

87 

63 

16 

41 

Uterine  corpus 

80 

89 

60 

25 

66 

Uterine  cervix 

65 

86 

44 

5 

49 

Ovary 

43 

86 

58 

23 

25 

Prostate 

64 

78 

58 

25 

57 

Urinary  tract 

62 

77 

41 

10 

47 

Hematopoietic  system1 

34 

2 

— 

34 

— 

Lymph  nodes 

56 

93 

72 

54 

— 

Others 

72 

77 

66 

37 

59 

Unknown 

9 

— 

12 

7 

10 

All  sites 

49 

75 

44 

18 

26 

1.  All  hematopoietic  system  tumors  are  classified  as  “systemic.” 

2.  Dashes  indicate  categories  in  which  there  were  no  registered  patients. 


had  survival  rates  that  were  similar 
to  those  for  patients  with  nonlo- 
calized  disease. 


Discussion 

This  report  includes  the  most 
current  information  available  on  the 
incidence  and  prognosis  of  cancer 
in  metropolitan  Atlanta.  A compar- 
ison of  the  race  and  sex-specific 
incidence  rates  in  Atlanta  with  the 
corresponding  rates  for  the  entire 
United  States7  reveals  general  con- 
sistency. In  several  specific  in- 
stances, however,  the  rates  in  At- 
lanta differ  from  the  national 
experience.  For  example,  the  age- 
adjusted  incidence  of  respiratory 
cancer  among  white  males  in  At- 
lanta is  33%  higher  than  the  cor- 
responding rate  for  the  United 
States.  A 15%  excess  of  respiratory 
malignancies  also  was  found  for 
white  females  in  Atlanta.  In  con- 
trast, the  incidence  of  respiratory 
cancer  among  black  females  in  At- 
lanta was  37%  lower  than  the  na- 
tional rate.7  These  differences  prob- 
ably are  attributable  to  regional 
differences  in  the  prevalence  of  cig- 
arette smoking,  as  has  been  doc- 
umented in  local8  and  national9  sur- 
veys. 


In  all  demographic  subgroups, 
the  local  incidence  of  colonic  can- 
cer was  lower  than  observed  for  the 
entire  country.7  The  deficit  of  co- 
lonic malignancies  was  particularly 
evident  among  blacks  (males,  29%; 
females,  16%).  In  all  groups  except 
black  females,  rectal  neoplasms 
also  had  lower  rates  of  occurrence 
in  Atlanta  than  elsewhere  in  the 
United  States.  Since  diet  may  influ- 
ence the  risk  of  large  intestinal  neo- 
plasia,10 it  is  possible  that  the  low 
incidence  rates  in  Atlanta  are  at- 
tributable to  protective  patterns  of 
food  consumption. 

The  data  from  Atlanta  confirm 
previously  reported  racial  dis- 
parities in  the  incidence  of  specific 
cancers.11  For  instance,  carcinoma 
of  the  uterine  cervix  was  more  than 
twice  as  common  among  blacks 
than  whites.  Similarly,  the  inci- 
dence of  prostate  cancer  was  70% 
higher  among  blacks  than  whites. 
The  reasons  for  the  excesses  of  cer- 
vical and  prostatic  malignancies 
among  blacks  are  uncertain,  but  it 
has  been  suggested1213  that  racial 
differences  in  sexual  practices  or 
the  occurrence  of  sexually  trans- 
mitted diseases  may  be  partially  re- 
sponsible. The  National  Cancer  In- 


stitute has  undertaken  a study  in 
Atlanta  and  two  other  geographic 
areas  to  evaluate  possible  reasons 
for  the  excess  incidence  of  prostate 
cancer  and  other  malignancies 
(multiple  myeloma,  esophageal  and 
pancreatic  cancer)  among  blacks. 

The  stage  distributions  of  can- 
cers in  Atlanta  generally  were  sim- 
ilar to  the  national  experience.14  In 
a few  particular  instances,  how- 
ever, stage  disparities  were  ob- 
served. For  example,  white  women 
in  Atlanta  had  a greater  tendency 
for  localized  carcinomas  of  the 
breast  (Atlanta,  56%;  United  States, 
48%)  and  uterine  cervix  (Atlanta, 
58%;  United  States  45%).  Black 
women  in  Atlanta,  in  contrast,  did 
not  have  stage  distributions  for 
these  cancers  that  differed  from 
those  of  blacks  elsewhere.  Thus, 
any  evidence  of  early  detection  of 
breast  and  cervical  malignancies  in 
Atlanta  was  confined  to  whites. 

Race-specific  comparisons  also 
indicated  that  white  Atlantans  had 
stage  distributions  for  cancers  of  the 
large  intestine  that  paralleled  the 
national  experience,  but  black  At- 
lantans had  relative  deficits  of  lo- 
calized neoplasia  of  the  colon  (At- 
lanta, 22%;  United  States,  29%)  and 
rectum  (Atlanta,  28%;  United  States, 
35%).  These  findings  suggest  the 


SEPTEMBER  1988,  Vol.  77 


717 


need  to  target  new  initiatives  for 
early  detection  of  large  intestinal 
malignancies  within  the  local  black 
community. 

In  Atlanta,  blacks  tended  to  have 
more  advanced  cancers  than 
whites.  The  excesses  of  nonlocal- 
ized  disease  among  blacks  were 
greatest  for  cancers  of  the  oro- 
pharynx, breast,  urinary  tract,  uter- 
ine corpus  and  cervix.  These  ethnic 
differentials  in  stage  distribution 
have  been  observed  in  national 
data14  and  probably  reflect  racial  in- 
equalities in  access  to  medical  care. 

The  survival  results  in  Atlanta 
were  comparable  to  those  reported 
by  the  National  Cancer  Institute14 
and  clearly  demonstrated  the  prog- 
nostic advantage  for  patients  with 
localized  disease.  Spread  of  neo- 
plasms from  the  site  of  origin  to 
regional  organs  or  lymph  nodes  had 
especially  detrimental  effects  for 
cancers  of  the  oropharynx,  uterine 
cervix  and  urinary  tract.  Dissemi- 
nation from  regional  involvement 
to  metastatic  disease  had  particu- 
larly adverse  prognostic  influences 
for  cancers  of  the  large  intestine, 
female  breast  and  uterus. 

Prognosis  also  was  strongly  re- 
lated to  the  anatomic  site  of  origin, 
with  relatively  high  survival  rates 
within  stage  for  persons  with  lym- 
phomas or  cancers  of  the  uterine 
corpus,  breast,  or  prostate.  Espe- 
cially poor  survival  was  observed 
for  persons  with  respiratory  or  non- 
bowel digestive  cancers.  Overall, 
the  low  death  rates  for  malignan- 
cies of  the  uterine  corpus,  prostate, 
urinary  tract  and  “other  sites”  were 
attributable  in  part  to  the  high  per- 
centages of  localized  cancers  at 
these  sites. 

The  present  survival  analyses 
were  not  stratified  further  by  race 
because  of  small  numbers  of  black 
patients  within  many  specific  cat- 
egories of  site  and  stage.  Neverthe- 
less, it  has  demonstrated  else- 
where1416 that  blacks  tend  to  have 
lower  survival  rates  for  certain  can- 
cers, even  after  adjustment  for  ra- 
cial differences  in  stage.  The  prog- 


nostic disadvantage  for  blacks  was 
evident  particularly  for  neoplasia  of 
the  oropharynx,  breast,  uterine  cor- 
pus and  urinary  tract.14  To  further 
evaluate  racial  differences  in  sur- 
vival from  the  latter  three  cancers, 
as  well  as  colonic  malignancies,  the 
National  Cancer  Institute  has  initi- 
ated a study  in  three  geographic  re- 
gions, including  Atlanta.  The  pos- 
sible prognostic  factors  under 
investigation  include  delay  in  seek- 
ing or  receiving  medical  care,  stage, 
thoroughness  of  diagnostic  evalu- 
ation, types(s)  of  treatment  pre- 
scribed, level  of  compliance  with 
the  therapeutic  regimen,  financial 
resources,  other  past  or  concurrent 
illnesses,  nutritional  status  and  so- 
cial support.  It  is  anticipated  that 
this  study  will  provide  greater  in- 
sight into  the  medical  and  social 
determinants  of  racial  differences 
in  survival  from  cancer. 


This  report  includes 
the  most  current 
information  available 
on  the  incidence  and 
prognosis  of  cancer  in 
metropolitan  Atlanta. 


Conclusion 

The  primary  goal  of  cancer  reg- 
istration is  to  document  the  pat- 
terns of  cancer  incidence  and  prog- 
nosis in  a geographically  defined 
population.  The  predominantly  bir- 
acial,  urban  community  of  Atlanta 
provides  an  appropriate  setting  for 
the  comparison  of  cancer  occur- 
rence among  blacks  and  whites.  The 
present  data  clearly  demonstrate 
that  blacks  tend  to  have  relatively 
advanced  malignancies  at  diagno- 
sis, especially  for  those  involving 
the  oropharynx,  breast,  uterine  cor- 
pus, or  urinary  tract.  These  findings 
underscore  the  need  for  public  ed- 
ucation and  screening  programs  di- 
rected at  the  black  population. 
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The  Changing  Role  of  the  Oncology  Nurse 


Carol  B.  Hughes,  R.N.,  M.S.N.,  O.C.N.,  Linda  Scheiuelhud,  R.N.,  O.C.N. 


• Until  recently,  the 
opportunities  for 
nurses  to  deliver 
cancer  care  have  been 
limited  to  the  hospital. 
This  article  discusses 
the  various  ways  this  is 
changing.  J 


The  role  of  the  oncology 
nurse  has  evolved  over  the 
last  several  decades.  Prior  to  the 
1960s,  there  was  not  a medical  or 
nursing  specialty  devoted  to 
cancer.  Radiation  therapy  was 
practiced  by  physicians  primarily 
trained  in  diagnostic  radiology. 
Surgical  training  was  considered 
adequate  for  the  delivery  of 
cancer  care. 

In  the  Beginning 

It  is  difficult  to  identify  any  single 
event  that  initiated  the  remarkable 
growth  that  has  been  seen  in  the 
specialty  of  oncology.  One  factor 
was  the  establishment  of  a 
Committee  on  Cancer  by  the 
American  College  of  Surgeons. 
This  committee  was  instrumental 
in  the  development  of  national 
trends  toward  accreditation  of 
hospital  cancer  programs,  tumor 
boards,  cancer  registries,  and 
formal  training  programs  in 
oncology. 

An  early  voice  for  cancer 
nursing  at  the  national,  state,  and 
local  levels  was  provided  by  the 
American  Cancer  Society  (ACS).  A 
national  nursing  advisory 
committee  was  established  and 
was  composed  primarily  of  nurses 
who  cared  for  patients  at  the  few 
cancer  institutions  in  existence. 


Ms.  Hughes  is  Oncology  Clinical  Nurse 
Specialist  at  Piedmont  Hospital  in  Atlanta;  Ms. 
Scheivelhud  is  Oncology/Patient  Education 
Coordinator,  DeKalb  General  Hospital,  Atlanta. 
Send  reprint  requests  to  Ms.  Hughes  at  3050 
Margaret  Mitchell  Dr.,  #18,  Atlanta,  GA  30327. 


As  late  as  1948,  work  study 
programs  for  student  nurses  in 
collaboration  with  major  cancer 
institutions  were  supported  by 
ACS.  Educational  opportunities  for 
nursing  were  provided  by  nursing 
sub-committees  at  the  state  and 
local  units  of  the  ACS. 

In  1964,  the  American  Society  of 
Clinical  Oncologists  was 
formed.  The  first  certifying  exam 
for  medical  oncologists  was  given 
in  1972.  In  the  following  year,  a 
group  of  20  oncology  nurses 
working  in  cancer  research 
facilities  began  discussions  that 
led  to  the  founding  of  the 
Oncology  Nursing  Society  (ONS) 
in  1975.  The  membership  in  ONS 
today  exceeds  13,000.  ONS  has 
given  national  stature  to  the 
collective  voices  of  cancer  nurses 
and  provided  a forum  for  the 
development  of  standards  of 
cancer  nursing  practice.  A 
bimonthly  professional  journal, 
the  Oncology  Nursing  Forum , is 
published  by  the  Society.  In  1986, 
the  first  certification  exam  was 
offered  to  oncology  nurses;  3,639 
nurses  are  now  certified. 

Initially,  the  oncology  nurse’s 
role  was  in  the  clinical  trials  of 
new  chemotherapy  agents.  This 
role  was  as  a data  collector. 

Under  the  supervision  of  the 
clinical  investigator,  the  house 
staff  was  directly  responsible  for 
counseling  the  patient,  observing 
for  drug  toxicity,  and  for  drug 
administration.  The  house  staff 
physician  rotated  from  the 
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oncology  service  after  a brief 
period;  the  nurses  were  assigned 
permanently.  The  study  protocols 
were  too  complex  for  mastery  in 
the  short  period  of  time  available 
during  the  rotation.  The  clinical 
investigators  learned  that  the 
nurse  was  an  excellent  source  of 
information  regarding  patient 
status,  and  the  nurse  helped  to 
provide  continuity  of  care. 

In  time,  the  practice  of  medical 
oncology  moved  from  large 
research  medical  centers  to 
community  hospitals. 
Consequently,  the  physicians  took 
with  them  the  expanded  role  of 
the  oncology  nurse.  With 
physician  support,  nursing  service 
departments  began  to  establish 
positions  for  this  emerging 
specialty.  In  time,  oncology  units 
opened,  increasing  the  need  for 
nurses  interested  in  the  care  of 
cancer  patients.  It  has  been 
apparent  that  as  the  physician 
involvement  in  new  and  different 
treatment  modalities  increased, 
more  opportunities  have  been 
created  for  the  oncology  nurse. 

Emerging  Roles 

Patient  Education 

Within  the  field  of  oncology 
nursing,  patient  education  has 
become  a recognizable 
component.  Patient  education 
efforts  have  been  prompted  by 
patient  rights  issues,  the 
consumer  movement  and 
informed  consent.  Nurses  are 


dealing  with  sophisticated 
patients  knowledgeable  about 
their  chemotherapy  protocol,  their 
lab  values,  and  their  surgery.  It  is 
clear  that  teaching  individuals 
about  various  aspects  of  their 
condition  is  an  effective  method 
for  improving  the  quality  of  care. 
Numerous  patient  educational 
programs  have  been  developed  by 
nurses  to  supplement  teaching 
efforts. 

The  alternatives  and  options  for 
patients  and  their  families  have 
become  complex.  Today,  women 
with  breast  cancer  have  a number 
of  options  available  to  choose 
from  for  the  primary  treatment  of 
their  disease.  This  can  be 
confusing  to  breast  cancer 
patients  and  is  complicated 
further  by  the  different  opinions  of 
physicians  and  reports  in  the 
media.  The  nurse  is  in  a pivotal 
position  to  facilitate  the  decision- 
making process.  This  may  involve 
expanding  on  information 
provided,  redirecting  questions, 
identifying  resources,  clarifying 
misconceptions,  and/or  validating 
feelings.  All  of  these  actions 
promote  informed  decisions  and 
ultimate  patient  satisfaction. 

Chemotherapy 

Prior  to  1960,  nurses  were 
seldom  involved  in  chemotherapy 
administration.  Those  patients 
who  received  chemotherapy  were 
likely  to  have  it  administered  by 
their  physician.  As  chemotherapy 
became  a common  treatment 


modality,  nurses  assumed  a 
greater  role  in  the  actual  drug 
delivery.  Today,  nurses  not  only 
teach  other  nurses  the  specialized 
techniques  of  administration  but 
also  are  responsible  for 
developing  formal  guidelines  and 
standards  to  ensure  safe 
chemotherapy  administration. 

Psychosocial/Socieconomic 

Because  of  the  nature  of  the 
disease,  a special  trusting 
relationship  usually  develops 
between  the  patient  and  the 
nursing  staff.  The  patients  have 
many  fears  of  mutilation,  pain, 
alteration  in  body  image,  loss  of 
independence,  and  death.  The 
nurse  who  knows  and 
understands  the  principles  of 
oncology  and  is  aware  of  its 
clinical  implications  can  convey 
an  air  of  confidence  that  will  offer 
emotional  support  and 
reassurance  to  the  patient  and 
family.  The  nurse  sees  the 
continuing  psychological,  social, 
and  economic  impact  of  cancer 
on  the  patient,  the  family,  and 
others. 

Symptom  Management 

Frequently,  the  medical 
treatment  for  cancer  can  produce 
distressing  symptoms  and  even 
life-threatening  situations. 
Although  progress  has  been 
made,  the  patient  does  not 
escape  without  some 
complications.  These  situations 
present  a special  challenge  to 


SEPTEMBER  1988,  Vol.  77 


721 


both  the  nurse  and  the 
oncologist.  It  is  the  nurse  who  is 
in  a key  position  to  observe  and 
assess  the  intensity  of  these 
symptoms,  plan  appropriate 
nursing  interventions,  and  notify 
the  physician  of  pertinent 
observations. 

Innovative  Roles 

Screening  and  Early  Detection 

Oncology  nurses  currently 
practice  in  a variety  of 
subspecialities  of  cancer  care.  A 
responsibility  common  to  all 
nurses  is  educating  others  about 
the  risk  factors,  prevention,  and 
early  detection  of  cancer.  It  is 
evident  that  nursing  is  promoting 
these  efforts  of  cancer  control  on 
both  an  organizational  and 
individual  basis. 

The  American  Cancer  Society’s 
involvement  in  cancer  detection 
and  prevention  efforts  are  well 
known.  Many  oncology  nurses  are 
involved  in  professional  and 
public  programs  to  facilitate  these 
efforts. 

The  Oncology  Nursing  Society 
is  committed  to  cancer  prevention 
and  early  detection.  Cancer 
prevention  and  early  detection  are 
integral  parts  of  the  published 
ONS  outcome  standards  for  both 
cancer  nursing  practice  and 
public  education.  Also,  15%  of 
the  questions  on  the  Oncology 
Nursing  Certification  Exam 
address  cancer  control. 

Oncology  nurses  are 
participating  in  cancer  prevention 
and  detection  activities  in  a 
variety  of  ways.  Formal 
participation  in  these  activities  by 
Oncology  Clinical  Nurse 
Specialists  and  Oncology  Nurse 
Coordinators  is  becoming  part  of 
their  job  expectation.  These 
nurses  offer  programs  for 
employees  and  the  public  on  a 
regular  basis.  Increasingly,  nurses 
are  receiving  specialized  training 
in  screening  techniques,  such  as 
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oral  exams,  pelvic  exams,  and 
breast  exams,  and  apply  these 
skills  as  a direct  service  to  the 
public.  The  nurses’  ability  to 
perform  these  procedures  expand 
the  availability  of  cancer 
screening. 

Individualized  teaching  while 
the  patient  is  hospitalized  or  in 
the  outpatient  clinic  is 
accomplished  using  literature, 
teaching  models,  and 
demonstration/return 
demonstration.  Cancer  control 
programs  developed  by  nurses  are 
being  used  for  closed  circuit  TV 
or  VCRs  and  patients  can  view 
them  at  their  convenience. 

Biotherapy 

As  the  treatments  for  various 
cancers  increase  in  diversity,  the 
role  of  the  oncology  nurse 
expands.  This  is  reflected  in  the 
development  of  the  new  cancer 
treatment  modality  — Biotherapy. 
Biotherapy  is  a term  that 
encompasses  the  use  of  agents  or 
approaches  (Biological  Response 
Modifiers)  that  modify  the 
relationship  between  tumor  and 
host  by  augmenting  the  host’s 
immune  system  response  to  the 
tumor  cells  with  resultant 
therapeutic  effects. 

Oncology  nurses  have  played  a 
crucial  role  in  the  development  of 
biotherapy.  The  contributions 
have  included  conducting  clinical 
trials  by  administering  Biological 
Response  Modifiers  and 
monitoring,  documenting,  and 
evaluating  their  effects.  Nursing 
interventions  are  focused  on 
preventing  and  managing  side 
effects  while  educating  and 
supporting  these  patients  and 
their  families. 

Research 

With  agency  support,  nurses 
are  becoming  more  involved  in 
research.  This  involvement 


includes  participation  in  the 
research  process  with  activities 
such  as  literature  search,  protocol 
development,  and  data  collection. 
Increasingly,  nurses  are  the 
principal  investigators.  Areas  that 
are  being  researched  by  nurses 
include:  patient  and  health 
education,  symptom  management, 
coping  and  stress  management, 
pain  control  and  management, 
and  patient  and  family  support 
systems. 

Home  Care 

For  economic  and  humanitarian 
reasons,  components  of  cancer 
care  are  moving  into  the  home 
setting.  This  has  prompted  the 
growth  and  development  of  home 
health  agencies,  thus  creating  a 
new  role  for  nurses.  The  nurse  in 
this  setting  functions  as  a 
coordinator  of  services,  deliverer 
of  skilled  care,  teacher  of  patients 
and  families,  counselor  and 
supporter,  and  facilitator  for  the 
utilization  of  community 
resources. 

Conclusion 

Cancer  nursing  enables  the 
nurse  to  give  comprehensive  care 
to  patients  with  complex  physical 
and  emotional  needs,  to  interact 
with  patients/families,  often  in 
crisis  situations;  to  plan  nursing 
interventions  using  alternative 
approaches  to  meet  the 
situations.  These  nurses  are  in  a 
position  to  collaborate  with  other 
health  professionals  to  provide  a 
total  team  effort. 

Until  recently,  the  opportunities 
for  nurses  to  deliver  cancer  care 
have  been  limited  to  the  hospital. 
This  is  changing.  Today  the 
oncology  nurse  may  be  working 
in  a home  health  agency,  a 
hospice,  a medical  or  radiation 
therapy  private  practice,  or  an 
ambulatory  care  setting  with 
direct  patient  care 
responsibilities.  ■ 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 

The  Army  has  more  sol- 
diers with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Fam- 
ily Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums, or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profes- 
sionals, you  can  receive 
assignments  almost  anywhere 

in  the  United  States;  the  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive.  You’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edu- 
cation and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart- 
ment Counselor  for  more  information. 
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FOREST  PARK,  GA  30050-5000 
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Peer  Review  Immunity  for  Bad  Faith  Activities 

Patrick  v.  Burget  Fails  to  Provide  an  Answer 

Timothy  J.  Trankina 


• The  (Supreme) 
Court’s  rationale  in 
finding  no  active  state 
supervision  broke  new 
ground  in  state  action 
analysis.  . . . The 
Patrick  case  indicates 
that  future  courts  will 
look  more  closely  at 
the  actual  state 
legislation 
involved.  . . . J 


he  United  States  Supreme 
Court  recently  decided,  in  the 
highly  publicized  case  of  Patrick 
v.  Burget,  1 to  affirm  a lower  court 
ruling  awarding  Timothy  Patrick, 
an  Astoria,  Oregon,  physician, 

$2.2  million  in  treble  damages 
and  attorneys’  fees  against  certain 
other  Oregon  physicians  for  their 
activities  on  a hospital  peer 
review  committee.  The  Court  held 
that  the  “state  action”  doctrine 
does  not  protect  Oregon 
physicians  from  federal  antitrust 
liability  for  their  peer  review 
activities.  Accordingly,  the  court 
did  not  reach  the  more  visible 
issue  in  the  case  — whether  the 
“state  action”  doctrine,  if 
otherwise  applicable,  would 
protect  the  defendant  physicians 
from  actions  taken  in  bad  faith. 

Background 

In  1972,  Dr.  Patrick,  a general 
and  vascular  surgeon,  became  an 
employee  of  the  Astoria  Clinic 
(“Clinic”),  a private  group 
medical  practice,  and  a member 
of  the  medical  staff  of  Astoria’s 
only  hospital,  Columbia  Memorial 
Hospital  (the  “Hospital”).  After 
the  expiration  of  his  initial  one- 
year  contract,  Dr.  Patrick  was 
invited  to  join  the  Clinic  as  a 
partner.  Rather  than  accept  the 
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offer,  Dr.  Patrick  chose  to  start  his 
own  practice  providing  surgical 
services  to  the  Hospital  in 
competition  with  the  Clinic. 
Throughout  the  ensuing  8 years, 
Dr.  Patrick’s  practice  faced 
continual  ostracism;  Clinic 
physicians  declined  to  give 
referrals  and  consultations  and 
Clinic  surgeons  refused  to  provide 
back-up  coverage  for  his  patients. 
Contemporaneous  with  these 
activities,  Dr.  Patrick  was 
frequently  criticized  for  having 
inadequate  back-up  coverage  and 
failing  to  obtain  outside 
consultations.  By  1981,  several 
complaints  about  Dr.  Patrick’s 
patient  care  had  been  reported  by 
Clinic  physicians  to  the  Hospital’s 
medical  staff  Executive 
Committee.  At  the  request  of  a 
Clinic  partner,  the  Executive 
Committee  began  a review  of  Dr. 
Patrick’s  Hospital  privileges.  The 
committee  recommended 
terminating  Dr.  Patrick’s 
privileges,  claiming  his  patient 
care  was  below  Hospital 
standards.  Dr.  Patrick  demanded 
the  Hospital  grant  him  a hearing 
to  review  the  committee’s 
recommendation.  An  ad  hoc 
committee,  chaired  by  a Clinic 
partner,  was  called  to  hear  the 
charges  against  Dr.  Patrick,  but, 
before  the  committee  reached  a 
final  decision,  he  submitted  his 
resignation  to  avoid  the  risk  of 
termination. 

Prior  to  the  hearing,  Dr.  Patrick 
filed  a lawsuit  in  the  U.S.  District 
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Court  for  the  District  of  Oregon, 
contending  that  “the  clinic  had 
initiated  and  participated  in  the 
hospital  peer  review  proceedings 
to  reduce  competition  from  [Dr. 
Patrick]  rather  than  to  improve 
patient  care.”2  At  the  trial,  a jury 
found  for  Dr.  Patrick  and  awarded 
him  $2.2  million  in  treble 
damages  and  attorney’s  fee.  On 
appeal,  the  Ninth  Circuit  Court  of 
Appeals  reversed.  The  Court  of 
Appeals  concluded, 
notwithstanding  its  finding 
substantial  evidence  that  Clinic 
doctors  had  acted  in  bad  faith  in 
the  peer  review  process  (the 
Court  of  Appeals  characterized 
the  doctors’  conduct  as  “shabby, 
unprincipled  and 
unprofessional”),3  that  even  if  the 
peer  review  process  was  used  to 
disadvantage  a competitior  rather 
than  to  improve  patient  care,  the 
doctors’  activities  and  conduct 
were  nonetheless  immune  from 
antitrust  liability  under  the  “state 
action”  doctrine.  This  doctrine 
holds  that  certain  actions  taken 
by  private  persons,  even  if 
anticompetitive,  are  shielded  from 
the  antitrust  laws.  However, 
private  persons  can  claim  “state 
action”  immunity  from  antitrust 
liability  only  when  their 
anticompetitve  acts  are  truly  the 
product  of  state  regulation.4 

The  “State  Action”  Doctrine 

The  Supreme  Court  has 
established  a two-pronged  test  to 


determine  when  anticompetitive 
conduct  engaged  in  by  private 
parties  should  be  deemed  “state 
action”  and  thus  shielded  from 
the  antitrust  laws.5  First,  the 
activities  undertaken  by  the 
private  persons  must  be  “clearly 
articulated  and  affirmatively 
expressed  as  state  policy.”6  For 
example,  a state  statute  requiring 
a hospital  to  establish  a peer 
review  committee  to  “evaluate  the 
qualifications  and  professional 
competence  of  persons 
performing  medical  and  health 
care  services,”7  and  to  deny 
privileges  to  those  determined  to 
be  unqualified,  provides  a clearly 
articulated  and  affirmatively 
expressed  state  policy  whereby  a 
decision  to  terminate  a doctor’s 
privileges,  made  pursuant  to  the 
statute,  will  satisfy  the  first  prong 
of  the  test,  even  if  that  decision 
results  in  anticompetitive 
consequences. 

The  second  prong  of  the  test 
requires  the  conduct  of  the 
private  persons  to  be  “actively 
supervised  by  the  state  itself.”8 
This  prong  requires  that  state 
officials  have  and  exercise  power 
to  review  particular 
anticompetitive  acts  of  private 
parties  and  disapprove  those  that 
fail  to  accord  with  state  policy.9 

The  Court  of  Appeals,  in 
assessing  these  two  factors, 
concluded  that  the  State  of 
Oregon  has  a clearly  articulated 
and  affirmatively  expressed  policy 
favoring  peer  review  and  actively 


supervises  the  peer  review 
process  through  the  State  Health 
Division,  Board  of  Medical 
Examiners  and  the  state 
judiciary.10  However,  the  Supreme 
Court  disagreed,  finding  that  the 
State  of  Oregon  does  not  “actively 
supervise”  peer  review  activities 
of  hospitals.  In  finding  no  active 
state  supervision,  the  Court 
concluded  that  Oregon’s  statutory 
scheme  does  not  provide  the 
State  Health  Division,  Board  of 
Medical  Examiners,  or  the  state 
judiciary  with  ultimate  authority 
over  private  peer  review 
determinations.  Specifically,  the 
statutory  scheme  does  not  provide 
any  state  official  with  the  power 
to  disapprove  private  privilege 
decisions.11  The  Health  Division’s 
statutory  authority  over  peer 
review  relates  only  to  a hospital’s 
peer  review  procedures,  the 
Health  Division  has  no  authority 
to  review  the  actual  decisions 
made  by  peer  review  committees; 
the  Board  of  Medical  Examiners 
regulates  the  licensing  of 
physicians  in  the  State  of  Oregon 
and  is  notified  of  decisions  to 
terminate  or  restrict  privileges, 
but,  it  has  no  statutory  authority 
to  disapprove  such  decisions; 
likewise,  while  the  state  judiciary 
may  indirectly  review  a private 
peer  review  decision  during  the 
course  of  a subsequent  lawsuit, 
the  judiciary  has  no  statutory 
authority  to  review  such 
decisions,  and  the  Court 
concluded  such  review  to  fall  far 
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short  of  satisfying  the  active 
supervision  requirements.  Absent 
active  state  supervision,  the  “state 
action”  doctrine  was  not  available 
to  protect  the  peer  review 
activities  challenged  by  Dr. 

Patrick.  Thus,  the  Court  had  no 
occasion  to  analyze  whether  the 
“state  action”  doctrine  would 
apply  if  the  physicians  on  the 
Hospital  Peer  review  committee 
were  found  to  have  acted  in  bad 
faith. 

1 1 Jhe  significance  of  the  actual 
K holding  in  the  Patrick  case 
is  lessened  somewhat  by  the 
enactment  of  the  Health  Care 
Quality  Improvement  Act  of 
1986, 12  which  immunizes  peer 
review  action  taken  “in  the 
reasonable  belief  that  [it]  was  in 
furtherance  of  quality  health 
care.”  This  statute  had  not  been 
enacted  at  the  time  of  the  dispute 
in  the  Patrick  case  and  thus  was 
not  applicable.  Should  the  same 
factual  situation  as  was  present  in 
the  Patrick  case  arise  in  the 
future,  however,  this  Act  would 
come  into  play  regardless  of  the 
applicability  of  the  “state  action” 
doctrine,  and  it  would  be  up  to 
the  court  to  assess  the 
reasonableness  of  the  peer  review 
activities  involved. 

Conclusion 

Although  the  Supreme  Court 
failed  to  address  the  issue  of 
whether  “state  action”  immunity 
is  available  foi  bad  faith  conduct, 
the  Court’s  holding  is, 
nonetheless,  important.  The 
Court’s  rationale  in  finding  no 
active  state  supervision  broke  new 
ground  in  “state  action”  analysis. 
In  prior  cases,  lower  courts  often 
found  the  “state  action”  doctrine 
to  be  applicable  in  almost  every 
situation  where  any  statute 
existed  which  arguably  could  be 
viewed  as  constituting  state 
supervision  over  peer  review 

activities.  The  Patrick  case 
indicates  that  future  courts  will 
look  more  closely  at  the  actual 
state  legislation  involved, 
requiring  specific  statutes 
satisfying  the  “active  supervision” 
prong  of  the  “state  action”  test 
before  allowing  the  doctrine  to 
shield  peer  review  activities  from 
antitrust  liability. 

Notes 

1.  Patrick  v.  Burget,  1988-1  Trade  Cas. 
(CCH)  1167,997  (U.S.  May  16,  1988). 

2.  Id.  at  58,113. 

3.  Patrick  v.  Burget,  800  F.2d  1498,  1509 
(1986). 

4.  Patrick  u.  Burget,  supra  note  1 , at 
58,114. 

5.  See,  California  Retail  Liquor  Dealers 
Assn.  u.  M ideal  Aluminum,  Inc.,  445  U.S. 

97  (1980). 

6.  Id.  at  105,  quoting  Lafayette  u. 
Louisiana  Power  & Light  Co.,  435  U.S. 
389,410  (1978). 

7.  See,  e.g„  O.C.G.A.  §31-7-15  (Supp. 
1988). 

8.  California  Retail  Liquors  Dealers 
Assn.  v.  Midcal  Aluminum,  Inc.,  supra  note 
5,  at  105,  quoting  Lafayette  v.  Louisiana 
Power  & Light  Co.,  supra  note  6,  at  410. 

9.  Patrick  v.  Burget,  supra  note  1,  at 
58,115 

10.  Id.  at  58,115. 

11.  Id.  at  58,115. 

12.  42  U.S.C.A.  §§11101-11152  (Supp. 
1987). 
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CNAs  group  medical  malpractice 
program... good  for  the  long  term. 


Is  your  group  medical  malpractice  insurer  finan- 
cially sound?  At  CNA  Insurance,  our  financial 
stability  ranks  among  the  highest  in  the  industry. 
Making  our  group  malpractice  protection  good 
now. . . and  for  the  long  term. 

Our  medical  malpractice  program  is  backed 
by  Continental  Casualty  Company-one  of  the 
CNA  Insurance  Companies  that  has  earned  an 
A+  rating  for  financial  strength  from  A.  M.  Best 
& Co.,  an  independent  rating  service.  We’re  also 
rated  AAA  by  Standard  & Poor’s  for  our  ability  to 
pay  claims.  With  our  financial  stability,  we  can 
support  our  commitment  to  one  of  the  leading 
medical  malpractice  programs. 


As  a leader,  we’ve  come  to  specialize  in  pro- 
tection for  multi-specialty  group  practices  of  five 
or  more  physicians.  This  protection  includes 
coverages  tailored  for  your  group  practice,  as  well 
as  for  individual  physicians  within  your  group. 

For  group  malpractice  protection  that’s 
financially  stable  and  good  for  the  long  term, 
contact  your  local  CNA  agent,  or 
CNA  Insurance  Companies 
Professional  Liability  Division 
CNA  Plaza 
Chicago,  IL  60685 
(312)822-4330 


OVA 


For  All  the  Commitments  You  Make* 


The  Medical  Group  Practice  Program  is  underwritten  by  Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


Specify  Adjunctive. 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al . , New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  128: 

45-47, 1982. 
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AVAILABLE  EXCLUSIVELY  FROM 


PALISADES 

PHARMACEUTICALS,  INC. 

21 9 County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
Outside  NJ  1-800-237-9083 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
ta] malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/ day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCI  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCI,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary’  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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When  it's  brain  versus  bowel, 


ITS  TIME 
FOR  THE 
PEACEMAKER 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HC1  and  2.5  mg  clidinium  bromide. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved.  Please  see  summary  of  prescribing  information  on  adjacent  page. 


AFFORDABLE  TERM  LIFE  INSURANCE 

FROM  JACOBS,  ACKERMAN  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non- 
decreasing graded  premium  life. 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

250.00 

455.00 

670.00 

30 

252.50 

460.00 

677.50 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males 
four  years  younger.  All  coverage  provided  by  companies 
rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description,  send 
your  date  of  birth  and  amount  of  coverage  desired  to: 

JACOBS,  ACKERMAN  & ASSOCIATES 

502  GLOUCESTER  STREET,  SUITE  6 
BRUNSWICK,  GEORGIA  31520 
(912)  265-2876 


NAVAL  RESERVE 
PHYSICIAN 

• Monthly  Stipend  for  Physicians  in  training 
leading  to  qualifying  as  General/Ortho- 
pedic/Neurosurgeon or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for 
Board  eligible  General/Orthopedic  sur- 
geons and  anesthesiologists. 

• CME  opportunities. 

• Flexible  drilling  options. 

Promotion  Opportunities  *Prestige 

For  graduates  of  AM  A approved 
Medical  Schools 

CALL  YOUR 

NAVAL  RESERVE  FORCE 
REPRESENTATIVE  TODAY. 

1-800-443-6419 
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“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories. 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Georgia  HERPECIN-L  is  available  at  all  Bee  Thrifty,  Drugs  Mutual,  Eckerd, 
Reed,  Revco,  RiteAid,  SupeRx  and  Treasury  and  other  select  pharmacies. 


MR  UPDATE 


MRI  Advances  the  Detection  of  AVM’s 
BRAIN  EXAMINATION 

HISTORY:  A 52  year  old  man  had  two  small  right  occipital 
hemorrhages,  18  months  apart.  After  resolution,  negative  studies 
included  two  cerebral  arteriograms  and  contrast  CT  scans. 

SCAN:  Several  dark  curvilinear  structures,  evidence  of  the 
flow  void  phenomenon,  indicate  abnormal  vasculature  in  the  right 
occipital  lobe.  Associated  high  signal  intensity  of  adjacent  white 
matter  is  compatible  with  edema,  hemorrhage,  or  gliosis.  To- 
gether these  findings  are  consistent  with  occult  arteriovenous 
malformation  (AVM). 

^^RI  HIGHLIGHTS:  MRI  is  highly  sensitive  for 

AVM’s  which  are  otherwise  occult  by  arteriography  or  CT  scanning. 

These  may  be  found  in  patients  with  spontaneous  hemorrhage, 
seizure  disorder,  or  other  clinical  presentations.  In  addition,  the 
sensitivity  of  MRI  for  intracranial  hemorrhage  is  being  increased 
through  the  use  of  new  partial  flip  imaging  techniques.  Refinements 
in  signal  processing,  surface  coils,  and  other  techniques  continue 
to  expand  the  clinical  indications  of  MRI.  Because  of  its  sensitivity, 
safety,  and  patient  comfort,  MRI  is  the  screening  technique  of 
choice  for  most  CNS  abnormalities. 


AMI,  AMIS,  and  ATMI  operate  their  MRI  systems  with  all  available 
upgrades  including  contiguous  slices  as  thin  as  1 mm,  high  resolu- 
tion head  and  body  coils,  state  of  the  art  surface  coils,  completely 
variable  field  of  view  in  data  collection,  cardiac  and  respiratory 
gating  with  real  time  monitoring,  and  multi-axis  oblique  imaging. 


ATLANTA 

MAGNETIC 

IMAGING 

800  Douglas  Road 
Atlanta,  Georgia  30342 

(404)  256-9296 


ATLANTA 

MAGNETIC 

IMAGING-SOUTH 

276  Medical  Way 
Riverdale,  Georgia  30274 

(404)  997-9313 


ATHENS 
MAGNETIC 
IMAGING,  LTD. 

2090-B  Prince  Avenue 
Athens,  Georgia  30606 

(404)  353-3873 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 


© HEALTH  IMAGES,  INC.  1988 
ALL  RIGHTS  RESERVED 


This  space  contributed  as  a public  service 


This  November  17,  dump  cigarettes  for  the  day. 

' You  may  even  decide  to  quit  for  life. 

Every  quitter  is  a winner. 

The  Great  American  Smokeout.  Nov.  17, 


CLASSIFIEDS 


PHYSICIAN  WANTED 

Family  Physicians.  BC/BE.  Group 
practice,  no  buy-in,  salary  guarantee 
plus  incentive  year  1,  shared  call. 
Resume  to  Medical  Director,  Box 
4568,  Spartanburg,  SC  29305. 

Georgia,  Northeast:  Excellent 
opportunity  for  experienced 
emergency  physicians  near  Lake 
Hartwell.  Annual  visits  of  5,000  and 
24-hour  coverage  setting.  Numerous 
recreation  opportunities  nearby  and 
chance  to  live  by  the  lake. 
Competitive  compensation  and 
professional  liability  insurance 
procured  on  your  behalf.  Contact: 
Physician  Recruiter,  Coastal 
Emergency  Services  of  Augusta,  Inc., 
519  Pleasant  Home  Road,  Dept.  SS, 
Suite  C-l,  Augusta,  GA  30907.  Call 
(800)  868-2627  or  (404)  868-0185 


min.  1 year  exp.  Our  company  offers 
an  outstanding  incentive  pay  plan  and 
provides  paid  malpractice  insurance, 
a pleasant  work  environment  free 
from  on-call  coverage,  and  flexible 
scheduling  arrangements.  If  interested 
and  qualified,  please  call  or  send 
C.V.  to  Leigh  Robbins,  PHP 
Healthcare  Corp.,  125  Belle  Forest 
Circle,  Suite  200,  Nashville,  TN  37221, 
615/662-1310. 

POSITION  WANTED 

Anesthesiologist,  Board  Certified, 

six  years  experience,  available  for 
locum  tenens  coverage.  Seeking 
permanent  position.  Contact  Marie 
Faucher,  M.D.,  P.O.  Box  439,  Conyers, 
GA  30207.  Telephone  (404)  985-0619. 

FOR  SALE 

3 hrs.  from  Atlanta  — N.C. 


algorithms  (flow  charts)  are  grouped 
according  to  sign,  symptom, 
complaint,  organ  and  system, 
specialty,  age,  and  MDC/DRG. 
Updated  medical  knowledge  at 
fingertips!  ONLY  $5,490  for  complete 
turnkey  system  [2V  STAT  software, 
knowledge  base  (69  specialties),  and 
computer  with  80286/10  CPU  Turbo, 
40  MB,  HD,  EGA  monitor  and  card, 
printer  and  40  MB  backup.]  Contact 
2V  STAT  — 2480  Windy  Hill  Rd., 

Suite  201,  Marietta,  GA  30067;  (404) 
956-1855. 

FOR  RENT 

Established  medical  office  complex 

in  affluent  northwest  Atlanta  suburb 
(East  Cobb).  Fully-equipped  existing 
suites  or  build-to-suite  from  $ 1 0/sq.  ft. 
(404)  977-0891. 


collect. 

Georgia:  BC/BE  physicians  in  primary 
specialties  interested  in  full-time  or 
part-time  emergency  medicine 
positions  are  needed  to  staff  hospitals 
EDs  throughout  the  state  of  Georgia. 
Staff  positions  and  directorships  are 
available  in  north  Georgia,  Atlanta, 
and  southwest  Georgia,  allowing  you 
to  choose  your  lifestyle,  patient 
volume,  and  level  of  trauma!  Join  one 
of  the  fastest  growing  groups  in  the 
industry  and  enjoy  professional 
challenge  and  growth  potential.  Send 
CV  or  call  Ginny  Henderson,  Coastal 
Emergency  Services  of  Atlanta,  Inc., 
1900  Century  Place,  Suite  340, 

Atlanta,  GA  30345;  1-800-333-3637  or 
404-325-1645. 

OB/GYN  or  Perinatal:  500-bed 
hospital,  16-bed  level  III  Perinatal 
Center  needs  clinician/teacher,  185K 
city,  Piedmont  area,  NC.  Competitive 
pkg.,  malpractice.  Contact  Sandy 
Cundiff,  TYLER  & CO.,  9040  Roswell 
Rd.,  Atlanta,  GA  30350,  404-641-6411. 

Physician  Opportunity:  PHP 

Healthcare  Corporation,  a leader  in 
healthcare  management  services,  has 
an  immediate  need  for  physicians  to 
staff  primary  care  clinics  located  in 
Columbus  and  Savannah,  GA; 
Charleston,  SC;  Riverside  and  San 
Diego,  CA;  and  Virginia  Beach,  VA. 

We  have  other  immediate  openings  in 
Arizona,  Northern  Virginia,  North 
Carolina,  Nebraska,  and  several  in 
California.  Other  potential  locations 
include  Jacksonville,  FL,  and 
Jacksonville,  NC.  Qualifications  are: 
BC/BE,  approp.  state  licensure,  and  a 
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Mountain  Home  — Lakefront, 
fabulous  view.  4 bedroom,  3 bath,  2 
levels.  2.07  acres.  Amenities,  golf, 
tennis  ski  slopes.  (704)  743-2072  or 
743-2484. 

OTHER 

2V  STAT  — Medical  diagnostic  and 
therapeutic  decision  support  software 
covering  69  specialties.  Medical 


OTHER  BUSINESS 
OPPORTUNITIES 

Unsecured  Signature  Loans: 

$10,000-$60,000.  For  Physicians  and 
Residents.  For  any  need  including 
taxes,  debt,  investments,  relocation, 
etc.  No  points  or  fees.  Best  rates. 
Level  payments  up  to  6 years.  No 
prepayment  penalty.  Call  MediVersa 
1-800-331-4952,  Dept.  114. 


ANNOUNCING 

I HEALTH  QVIpJlNC 

“Liquidators  for  the  Medical  Professions  ” 

FOR  SALE 

Brand  Name  Medical  Products 
and  Equipment 

BELOW 
RETAIL 


\^v 


— Exam  Room  Equipment 


Examination  Tables, 
Lamps,  Stainless  Steel  Carts, 
Stools 


ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

WED.-  FRI.  10:00  - 5:00  SAT.  10:00  - 3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 


733 
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MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  this 
Journal.  Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original  and  one  copy  should  be  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  Used  manuscripts  will  be  returned  only  if 
requested. 

STYLE  — Ordinarily  articles  should  not  exceed  3,000  words. 
Only  under  exceptional  circumstances  will  articles  of  over 
4,000  words  be  published.  Footnotes,  bibliographies,  and 
legends  should  be  typed  on  separate  sheets,  double-spaced. 
Bibliographies  should  conform  to  the  following  style:  name 
of  author  (with  initials),  title  of  article,  name  of  periodical, 
date,  volume  (number,  if  available),  and  pages. 

Sorter  NA,  Wasserman  SI,  Austen  KF.  Cold 
urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  fac- 
tor of  anaphylaxis  during  cold  challenge. 

N Engl  J Med  1976;294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies, 
Association  members,  and  readers  are  invited  to  send  in 
any  news  items  of  general  concern  to  members  of  the  Med- 
ical Association  of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  di- 
rectly to  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  Street. 
Fulton,  Missouri  65251.  Reprints  must  be  ordered  within  30 
days  after  publication,  since  all  type  will  be  destroyed  after 
that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  in 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author  s 
name  and  figure  number.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publication 
in  excess  of  three  average  illustrations  and/or  tables  will  be 
borne  by  the  author,  and  the  Journal  will  bill  the  author  for 
this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  de- 
mands on  its  space  permit.  The  right  to  reduce,  revise,  or 
reject  any  material  submitted  for  publication  is  always  re- 
served. The  Journal  is  not  responsible  for  statements  made 
by  any  contributor.  All  communications  regarding  editorial, 
advertising,  subscription,  and  miscellaneous  matters  should 
be  sent  to  The  Editor,  938  Peachtree  Street,  N.E.,  Atlanta, 
GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau. 
Inc.,  to  be  acceptable  for  publication.  Other  advertising  j 
copy  may  be  accepted  subject  to  the  approval  of  the  Editor. 
All  copy  or  negatives  must  reach  the  Journal  office  by  the 
10th  of  the  month  preceding  publication.  General  and  clas- 
sified advertising  rates  will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  of 
the  Journal  Editorial  Board,  material  submitted  for  publi- 
cation could  be  improved  by  a Medical  Editing  Service,  the 
Editor  will  contact  the  author  for  his  approval.  Association 
members  needing  assistance  in  preparation  of  material  for 
publications  may  also  use  this  service.  A reasonable  charge 
is  made  for  this  service  and  the  cost  of  this  will  be  borne 
by  the  author. 
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An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

makes  the  difference. 


As  a physician, 
you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
We’re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians  like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams  so  you  can  choose  the  one  most  appro- 
priate to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And  we’re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  From  our  service-oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 
because  we 
want  to  make 

the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)  842-5600  or  1-800-282-4882. 


fflUTum 

MAG  MUTUAL  INSURANCE  COMPANY 

Eight  Piedmont  Center,  Suite  600  3525  Piedmont  Road  Atlanta,  Georgia  30305-1533  (404)  842-5600 
Mailing  Address:  Post  Office  Box  52979  Atlanta,  Georgia  30355-0979  L800-282-4882 


PRE-TAX  DOLLARS  WORK  HARDER 
FOR  YOU  THAN  AFTER-TAX  DOLLARS 


The  chart  below  compares  the  net  after-tax 
results  of  accumulating  dollars  on  pay-as- 
you-go  basis  with  the  results  obtained  by 
accumulating  dollars  on  a tax-deferred 
basis.  At  the  end  of  20  years,  the  net 
tax-deferred  accumulation  is  70%  greater 
than  the  ordinary  accumulation. 

McCabe  Financial  Services  has  a powerful 
tax  plan  and  wealth  accumulation  plan 
which  features: 

■ Tax  deductible  contributions 
■ Flexible  Funding 
■ Tax-deferred  growth 
■ Liquidity 
■ Tax-Free  Death  Benefit 
E3  Defer  federal  income  taxes  for  a 
minimum  of  5 years 
H Confine  investments  to  low-risk  products 
■ Obtain  annually  adjusted  guaranteed 

rates  of  return 
H Protect  assets  from  creditors 
H Provide  security  to  family  with  effective 
estate  planning  measures 

Your  Future?  Through 
McCabe  Financial  Services 


Bert  McCabe, 
Program  Coordinator 


1 -800'292-BERT 

Inquiries  in  writing  to: 
McCabe  Financial  Services 
% John  C.  Norton,  Tax  Attorney 
Suite  910,  Ten  Piedmont  Center 
3495  Piedmont  Road,  N.E. 
Atlanta,  Georgia  30305 
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The  value  of  $1 
taxed  at  33%, 
invested  at  9%, 
gains  taxed  annu- 
ally at  33%. 


The  value  of  $1 
pre-tax  invested  at 
9%,  33%  tax- 
deferred  until  end 
of  investment 
period. 


The  value  of  $1 
pre-tax  invested  at 
9%,  no  taxes. 
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The  subscription  price  per  year  for  members  of 
the  Medical  Association  of  Georgia  is  $12.00, 
included  in  the  annual  membership  dues.  The  sub- 
scription price  for  nonmembers  is  $24.00  in  the 
United  States,  Canada  and  Mexico,  and  $26.00 
in  other  countries.  Single  copies  are  $2. 
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The  gift  of  life  through  organ  donation  when  a loved  one  dies  can  be  a source  of  strength 
for  a grieving  family.  The  cover  painting  by  Augusta  artist  Tony  Conway  beautifully  and 
poignantly  communicates  the  central  role  of  the  physician  as  the  vital  link  in  the  organ 
procurement  process.  Mr.  Conway  is  a graduate  of  Parsons  School  of  Design  in  N.Y.C.  and 
currently  completing  studies  at  the  Medical  College  of  Georgia’s  Medical  Illustration  Program. 
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This  year,  125,000  Americans  learned  the  truth  about  smoking 
when  they  were  diagnosed  with  lung  cancer.  So  quit. 
Because  ignoring  the  statistics  wont  stop  you  from  becoming  one. 

Every  quitter  is  a winner. 

The  Great  American  Smokeout.  Nov.  17. 

AMERICAN 
$ CANCER 
? SOCIETY 
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OFFERED  TO  THE  MEDICAL  ASSOCIATION  OF  GEORGIA 


A BETTER  WAY  TO  BUY 
OR  LEASE  YOUR  NEXT  VEHICLE 

Buy  or  lease  at  fleet  prices  and  save  between  $2000  to 
$4000  off  of  dealers  selling  price— Pay  our  fee  only  if  you 
accept  the  savings  we  provide— NO  FEE  PAID  IN 
ADVANCE. 

Let  us  locate  and  arrange  delivery  of  your  next  vehicle  at  a 
dealership  near  your  home  or  office.  This  service  is 
available  nationwide. 

NO  NEED  TO  DEAL  WITH  HIGH  PRESSURE  CAR  DEALERS. 

Extended  vehicle  service  contracts  offered  at  prices  close  to 
dealer  cost. 

Join  the  forces  of  the  other  medical  association  members 
who  are  currently  using  this  program  for  purchasing  their 
vehicles. 

WE  REPRESENT  YOU,  NOT  THE  DEALER 


SOUTHERN  FLEET  ASSOCIATES 

1866  Independence  Sq.—  Atlanta,  Ga.  (404)  698-9511 


A SPECIAL  PLACE 


Woodridge 


P.O.  Box  1764 
Clayton,  Georgia  30525 


Woodridge,  a free  standing  center  for  the  treatment  of  addic- 
tive  diseases,  is  located  in  the  beautiful  Blue  Ridge  Mountains  of 
northeast  Georgia.  The  Woodridge  approach  to  treatment  is  unique, 
combining  a carefully  chosen  well  trained  staff  with  a modern  facility 
and  a total  care  program  that  offers  hope,  help,  and  the  tools  for  ad- 
diction free  living.  At  Woodridge  recovery  is  a way  of  life  that  is  prac- 
ticed as  well  as  taught  by  the  staff.  We  invite  you  to  call  our  toll  free 
number  for  more  information  regarding  our  inpatient  and  aftercare 
treatment  programs  for  alcoholism,  drug  addiction,  and  eating 
disorders. 

I— 


CALL  NOW 
TOLL  FREE 


IN  GEORGIA 

1-800-342-8863 


OTHER  STATES 

1-800-235-7759 


THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 

Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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LETTERS 


Dear  Editor: 

I was  disappointed  to  read  your 
magazine’s  use  of  the  word  “wife” 
in  its  invitation  for  submissions  to 
the  “Quiet  Thoughts”  department. 
As  a wife  of  a Georgia  physician 
and  a friend  to  two  female 
physicians  in  our  community,  I 
remind  you  of  the  many, 
hardworking  physicians  in  this 
state  who  are  female,  some  of 
whom  may  have  husbands  who 
could  submit  material.  In  the 
future  I hope  to  see  the  Journal’s 
language  reflect  these  facts  by 
using  the  word  “spouses,”  etc. 
Language  sometimes  has  a way, 
intentional  or  not,  of  reflecting 
our  biases  and  view  of  the  world. 

1 look  forward  to  watching  the 
progress  of  the  “Quiet  Thoughts” 
page. 

Sincerely, 

Linda  Browne 

Dalton 

Ed.  Note:  We  are  aware  of  the  sexual  bias 
that  often  occurs  in  our  language  and  do 
eliminate  it  when  we  catch  it.  This  was  one 
that  got  away.  We  sincerely  regret  this  un- 
intended, unfortunate,  but,  we  hope,  not  un- 
forgiueabie  error. 

Dear  Editor: 

1 enjoyed  reading  your  recent 
editorial  in  the  July  issue.  1 was 
particularly  interested  to  see  your 
quotation  from  Montaigne.  1 didn’t 
know  that  there  were  any 
contemporary  physicians  who  had 
ever  read  this  author.  I have  read 
a few  of  his  essays  but  certainly 
not  all  of  them.  I remember  that 
he  was  described  as  being  the 
wisest  of  Frenchmen. 

From  an  editorial  point  of  view, 

1 want  to  mention  the  most 
common  error  I see  and  hear  in 
everyday  speech  and  even  in  well 
written  presentations.  1 refer  to 
the  use  of  a singular  subject  with 
a plural  pronoun  or  adjective 
following.  1 was  dismayed  and 
distressed  to  see  that  this  had 
crept  into  your  editorial  near  the 
end,  where  you  mention  the 
autonomy  of  the  individual! 


Please  forgive  my  nit-picking.  1 
guess  I have  become  accustomed 
to  your  pride  in  excellent 
expression  and  construction  in 
your  writing. 

It  is  interesting  to  find 
references  to  the  classics  in  a 
medical  journal.  In  time  past, 
doctors  were  much  more  widely 
educated,  for  example,  consider 
Sir  William  Osier. 

It  seems  to  me  that  you  are 
doing  an  excellent  job  with  the 
Journal,  and  I hope  you  continue 
for  an  extended  time. 

With  every  kind  regard, 

Sincerely  yours, 

Arthur  G.  Singer,  M.D. 

Toccoa 

Dear  Editor: 

I enjoy  the  Journal,  though 
retired,  and  am  happy  to  see  your 
planned  Department,  “Quiet 
Thoughts.” 

For  some  time  now,  I have 
been  contributing  a bit  called 
“Poetry  and  Things”  from 
Bynum’s  Scrap  Book.  They  have 
gone  hither  and  yon,  and  several 
have  been  published.  I would  like 
to  contribute  to  “Quiet  Thoughts” 
on  a more  or  less  regular  basis, 
for  what  it’s  worth.  And  am 
enclosing  my  first  “Thought.”  [Ed. 
note:  See  p.  693.] 

I am  a graduate  of  The  Medical 
College  of  Georgia,  in  Augusta, 
class  of  ’25.  My  father  graduated 
from  the  same  school  in  1900.  My 
wife  is  the  daughter  of  the  late  Dr. 
Asbury  Hull,  and  the 
granddaughter  of  the  late  great  Dr. 
James  Meriweather  Hull.  She  is 
77.  I celebrated  86  one  week  ago 
today  (August  8,  1988). 

I have  been  keeping  a 
scrapbook  most  of  my  life,  mostly 
poetry  and  folklore.  Even  worked 
at  it  overseas  (ETO)  1944-45, 
using  cardboard  and  wrapping 
paper.  I have  three  rather  full 
books  now.  Constant  reading  of 
my  material  tends  to  help  keep 
me  young  and  happy. 


My  main  sources  of  youth  and 
happiness  are  my  wife,  Katharine 
H;  friends;  keeping  busy  with 
hobbies  — reading,  writing,  and, 
yes  — arithmetic,  painting  in  oils, 
and  wood-working.  I do  very  little 
walking  for  walking’s  sake,  but 
walk  all  day  around  my  yard  and 
my  house  — well,  nearly. 

I am  a Life  Member  of  The  Fifty 
Year  Club  of  Medicine.  The  last 
meeting  I attended  was  two  years 
ago  in  Chicago.  I wasn’t  the 
oldest  by  any  means.  It  was  great. 

With  every  good  wish  for  your 
new  Department,  and  EVERY 
Department. 

Sincerely, 

Richard  Bynum  Weeks,  M.D. 

Saint  Simons  Island 


The  following  comments  were 
addressed  to  Dr.  Harrison  “ Jack  ” 
Rogers,  of  Atlanta,  who  authored 
“Unity  — Facing  the  RVS.  ” 

Dear  Jack, 

I want  to  compliment  you  on 
your  article  in  the  July  issue  of 
the  Journal  of  MAG.  It  was  a 
masterful  piece,  and  I hope  you 
won’t  mind  if  I quote  it  on 
occasion,  of  course,  with 
attribution.  I would  hope  that 
others  of  your  stature  might  be 
inclined  to  write  similar  articles  in 
both  their  state  and  specialty 
organizations.  We  all  know  that 
physician  reimbursement  will  not 
solve  the  problems  of  health  care 
costs,  but  if  we  can  get  that  issue 
oft  the  table  and  move  on  to  the 
other  issue  of  volume  and 
appropriateness  we  cannot  help 
but  occupy  a higher  level  of 
esteem  in  the  eyes  of  the  public 
while,  at  the  same  time,  making 
significant  contributions. 

Cordially, 

James  S.  Todd,  M.D. 

Senior  Deputy  Executive 
Vice  President 

AM  A,  Chicago 
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The  Future  Effect  Of  AIDS 
On  Yxir  Insurance  Plans 

Answer  This  Question: 

If  in  the  1970’s  and  early  1980’s  you  had  known  what  you 
know  now  about  medical  malpractice  premiums,  would  you 
have  been  willing  to  purchase  your  coverage  on  a fixed, 
guaranteed  cost  basis? 

Of  course  you  would. 


That  type  of  opportunity  exists  today  in  an  area 
that  is  likely  to  be  as  volatile  as  the  malpractice 
area  has  been.  I am  referring  to  nonguaranteed 
life  and  disability  plans. 

The  spectre  of  AIDS  is  casting  a long  shadow  in 
the  insurance  community.  Because  of  actual 
claims  and  expected  claims,  most  nonguaranteed 
plans,  and  plans  offered  by  companies  that  are 
not  rock  solid,  will  be  severely  affected.  Unless 
you  are  positioned  properly,  you  will  see  a 
doubling  and  tripling  of  your  insurance  rates, 


and  many  plans  will  be  cancelled  altogether. 

Professional  Resource  Group  works  only  with 
physicians.  We  are  committed  to  helping  them 
keep  their  plan  costs  as  low  as  possible  without 
sacrificing  quality. 

Though  costs  can  not  be  guaranteed  on  medical 
insurance,  thousands  of  dollars  can  be  saved  each 
year;  in  fact,  Professional  Resource  Group  was 
able  to  offer  an  annual  savings  in  excess  of 
$19,000  for  a medical  practice  in  Atlanta. 


Compare: 

Sample  rates  for  one  of  our  medical  plans  are  listed  below.  It  is 
with  an  “A+  rated”  carrier  and  is  priced  very  competitively. 


Typical  Association  Rate 
as  of  10-01-87 
$300  Deductible 


*A+  Rated”  Carrier 
as  of  05-01-88 
$250  Deductible 


AGE 

EMPLOYEE 

FAMILY 

Under  35 

$ 50.00 

$157.00 

35-39 

$ 63.00 

$189.00 

40-49 

$ 93.00 

$260.00 

50-59 

$148.00 

$370.00 

60-64 

$211.00 

$498.00 

AGE  EMPLOYEE  FAMILY 


Under  29 

$ 34.00 

$ 91.00 

30-39 

$ 38.00 

$113.00 

40-44 

$ 49.00 

$127.00 

45-49 

$ 59.00 

$142.00 

50-54 

$ 70.00 

$155.00 

55-59 

$ 84.00 

$169.00 

60-64 

$101.00 

$186.00 

*The  “A  + Rated”  carrier’s  premiums  would  be  slightly  higher  in  the  Atlanta  area.  Rates  and  contracts  are  subject  to  change.  A number  of  options 
are  available  including  Maternity,  Prescription,  Dental,  etc.  at  additional  premiums.  All  premiums  are  subject  to  underwriting  acceptance. 


Name j 

Address  | 

City /State  i 

Phone  

Contact  Person 1 

□ Group  Health  □ Disability  Income  □ Pension  Design/ Administration  I 

□ Life  □ Business  Overhead  Expense  □ Future  Tail  Coverage  Buyout  | 


Professional  Resource  Group 
P.O.  Box  7190 
2045  Peachtree  Rd.,  NE 
Atlanta,  GA  30357 
(404)  351-7257 

Robert  E.  Dudley 
President 
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A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 

I 

j 

■ Highly  active  in  vitro  against  a broad  range  of 

gram-positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 

For  treatment  of  infections  in  the: 

-lower  respiratory  tract'  -urinary  tracf 
-skin/skin  structure1  -bones  and  jointst 


Convenient  B.I.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

+Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 


/& 

MILES 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 

Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information. 


© April  1988,  Miles  Inc. 


Printed  in  U S. A. 


C09327  MLR-261 


TABLETS 


' ciprofloxacin  HCI /Miles) 


500  mg  B.I.D.  for  most  infections; 

750  mg  B.I.D l for  severe  or  complicated  infections. 


CONVENIENT  B.I.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 
Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  B.I.D. 

Severe/Complicated 

750  mg  B.I.D. 

Urinary  Tract* 

Mild/Moderate 

250  mg  B.I.D. 

Severe/Complicated 

500  mg  B.I.D. 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  B.I.D. 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro®  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lower  Respiratory  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis,  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  paramfluenzae.  and  Strep- 
tococcus pneumoniae. 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Proteus  vulgaris,  Providencia  stuartn.  Morganella  morganii,  Citrobacter  freundn. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpemcillinase-producing  strains).  Sta 
phylococcus  epidermidis.  and  Streptococcus  pyogenes. 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens,  and  Pseudomonas 
aeruginosa. 

Urinary  Tract  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens.  Proteus  mirabilis.  Providencia  rettgeri.  Morganella  morganii,  Citrobacter  diversus.  Citrobacter 
freundii.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecalis. 

Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains).  Campylobacter  jejuni.  Shigella 
flexnen*  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated. 

‘Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro® 
may  be  initiated  before  results  of  these  tests  are  known;  once  results  become  available  appropriate  therapy 
should  be  continued.  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin.  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance. 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
qumolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight  bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage.  Related  drugs  such  as  nalidixic  acid,  cinoxacm, 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General: 

As  with  other  gumolones,  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  io 
tremor,  restlessness,  lightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS) 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  freguently  in  the 
urine  of  laboratory  animals  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man,  because 
human  urine  is  usually  acidic  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Dmg  Interactions: 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired;  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum.  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly. 

As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken. 

Information  for  Patients 

F’atients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals.  The  preferred  time  of  dosing  is 
two  hours  after  a meal  fatients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
lightheadedness;  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertihtv 

Eight  in  vitro  mutagenicity  tests  have  been  conducteo  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results: 

Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy- Pregnancy  Category  C 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin.  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion  No  teratogenicity  was  observed  at 
either  dose  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed  There  are,  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women.  SINCE  CIPROFLOXACIN,  LIKE  OTHER  DRUGS  IN  ITS  CLASS.  CAUSES  ARTHROPATHY  IN 
IMMATURE  ANIMALS,  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS) 

Nursing  Mothers: 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk;  however,  it  is  known  that  ciprofloxacin  is 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk.  Because  of  this, 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  the 
mother. 

Pediatric  Use: 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals  ISEE 
WARNINGS). 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation,  2,799  patients  received  2,868  courses  of 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7.3%  of  courses,  possibly 
related  in  9.2%,  and  remotely  related  in  3.0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3.5%  of  courses,  primarily  involving  the  gastrointestinal  system  (15%).  skin  (0  6%).  and  central  nervous  system 
(0.4%). 

The  most  frequently  reported  events,  drug  related  or  not,  were  nausea  (5  2%),  diarrhea  (2  3%).  vomiting 
(2.0%).  abdominal  pain/discomfort  (1.7%).  headache  (1  2%).  restlessness  (1.1%).  and  rash  (11%) 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  ate  listed  below.  Those  typical  or 
qumolones  are  italicized 

GASTROINTESTINAL:  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding 

CENTRAL  NERVOUS  SYSTEM:  /See  above),  dizziness,  lightheadedness,  insomnia,  nightmares,  hallucina- 
tions. manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness , 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia. 

SKIN/HYPERSENSITIVITY:  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema.  edema  of  the  face.  neck.  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta- 
tion,  erythema  nodosum 

SPECIAL  SENSES,  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lights), 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste. 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achiness.  neck  or  chest  pain,  flare-up  of  gout. 
RENAL/UROGENITAL,  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis 

CARDIOVASCULAR:  palpitations,  atrial  flutter,  ventricular  ectopy,  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis. 

RESPIRATORY:  epistaxis,  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  was 
discontinued,  and  required  no  treatment 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  wit" 
ciprofloxacin. 

Adverse  Laboratory  Changes  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  drug 
relationship. 

Hepatic  - Elevations  of:  ALT  (SGPT)  (1.9%),  AST  (SGOT)  (17%).  alkaline  phosphatase  (0  8%).  LDH  i0  4%) 
serum  bilirubin  (0.3%) 

Hematologic  - eosmophilia  (0  6%).  leukopenia  (04%),  decreased  blood  platelets  (01%).  elevated  blood 
platelets  (01%).  pancytopenia  (0.1%). 

Renal  - Elevations  of:  Serum  creatinine  (11%).  BUN  (0.9%) 

CRYSTALLURIA,  CYLINDRURIA.  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  0.1%  of  courses  were  Elevation  of  serum  gammaglutamyl  transferase, 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis 

OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available.  In  the  event  of  acute  overdosage,  the  stomach  should  be 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  observed  and  given  supportive 
treatment  Adequate  hydration  must  be  maintained  In  the  event  of  serious  toxic  reactions  from  overdosage 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  renal 
function  is  compromised. 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  For  patients  with 
complicated  infections  caused  by  organisms  not  highly  susceptible.  500  mg  may  be  administered  every  12  hours 
Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treatec 
with  500  mg  every  12  hours.  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12 
hours 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours. 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro®  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg.  500  mg.  and  750  mg  in  bottles  of  50  and  in 
Unit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION) 


* Due  to  susceptible  strains  ot  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 


For  further  information,  contact  the  Miles  Information  Service: 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 
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Now  is  the  time  to  plan  for  participation  in  the  1989 

Legislative  Session  for  the  State  of  Georgia.  In  so  planning, 
it  is  of  the  utmost  importance  that  you  develop  a relationship 
with  your  State  Senators  and  Representatives.  The  mutual 
respect  that  can  evolve  from  such  activity  will  make  it  possible 
for  your  legislators  to  call  on  you  for  advice  and  for  you  to  offer 
them  your  opinions  about  medically  related  issues.  It  is  also 
highly  valuable  to  medicine  if  you  will  participate  in  both  the 
Doctor  of  the  Day  and  Physician  Involvement  Programs  during 
the  Legislative  Session. 

Never  before  have  we  as  a profession  had  so  much  attention 
from  our  lawmakers  at  both  the  State  and  National  level.  If  we 
are  not  involved  in  influencing  their  actions  you  can  be  certain 
that  others  will  be.  I know  that  each  of  you  share  my  concern 
for  medicine’s  future.  We  are  all  dedicated  to  our  patients’ 
needs  while  simultaneously  having  to  guard  against  further 
erosion  of  our  position  to  have  the  wherewithal  to  meet  these 
needs  and  those  of  our  own  families. 

Ido  earnestly  plead  with  each  physician  who  reads  these 
words  to  communicate  with  your  legislators.  Be  certain  that 
you  know  them  but  more  importantly  that  they  know  you.  Do 
this  before  you  find  it  necessary  to  ask  for  their  help.  Your 
support  of  their  efforts  will  never  guarantee  a positive  response, 
but  it  most  certainly  will  guarantee  being  heard  as  to  your 
opinion. 

We  are  in  an  age  of  change.  Much  of  this  change  emanates 
from  political  influence.  We  cannot  fail  our  profession  by  being 
at  arms  length  with  those  who  are  integral  to  the  process  of 
legislative  decision  making. 


Joseph  P.  Bailey,  Jr.,  M.D. 
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NEW  MEMBERS 

Bailey,  Daniel  H.,  Obstetrics/ 
Gynecology  — Thomas  Area  — 
(Active)  950  Fourth  St.,  Cairo 
31728 

Balsley,  Robert  S.,  Internal  Med./ 
Emergency  Med.  — Georgia 
Medical  Society  — (Active)  P.O. 
Box  570,  Savannah  31402 

Brewton,  Lloyd  C.,  Radiology  — 
Troup  — (Active)  P.O.  Box  850, 
LaGrange  30240 

Cohen,  Steven  L.,  Internal  Med.  — 
Douglas  — (Active  N2)  1001 
Thornton  Rd.,  Box  36,  Lithia 
Springs  30057 

DeGross,  Joseph  M.,  Nephrology 
— Colquitt  — (Active)  1317-A 
South  Main  St.,  Moultrie  31768 

Dixon,  Frederick  E., 

Cardiovascular  Diseases  — 
Whitfield-Murray  — (Active) 

1436  Broadrick  Dr.,  Ste.  B, 
Dalton  30720 

Dowling,  Robert  A.,  Urology  — 
Crawford  W.  Long  — (Active 
N2)  1010  Prince  Ave.,  Athens 
30606 

Erfe,  Antonia  M.  — Crawford  W. 
Long  — (Active)  Beaver  Dam 
Dr.,  Winterviile  30683 

Greer,  John  A.,  Urology  — MAA 
— (Resident)  1002  Biltmore 
Dr.,  Atlanta  30329 

Guttman,  David,  Pediatrics  — 
Decatur-Seminole  — (Active) 
1605  E.  Shotwell  St.,  Bainbridge 
31717 

Hardman,  Norman  C.,  Jr.,  Internal 
Med.  — Whitfield-Murray  — 
(Active  N2)  1109  Burleyson  Dr., 
Dalton  30720 

Hassanyeh,  Akram  M.,  General 
Surgery  — Ogeechee  River  — 
(Active)  P.O.  Box  856,  Metter 
30439 


ION  NEWS 


Holman,  Ronald  E., 
Ophthalmology  — Troup  — 
(Active  N2)  303  Smith  St., 
LaGrange  30240 
Hudgins,  Patricia  A., 
Neuroradiology  — MAA  — 
(Active  Nl)  1365  Clifton  Rd., 
Atlanta  30322 

Hudson,  William  S.,  Psychiatry  — 
MAA  — (Active  N2)  1938 
Peachtree  Rd.,  Ste.  612,  Atlanta 
30309 

James,  Robysina  L.,  Orthopaedic 
Surgery  — MAA  — (Active  N2) 
35  Butler  St.,  Ste.  302,  Atlanta 
30335 

Johnson,  Carl  D.,  Ill,  Family 
Practice  — Tift  — (Active  N2) 
1824  N.  Lee  Ave.,  Tifton  31794 
Johnson,  J.  Steven,  Radiation 
Oncology  — Thomas  Area  — 
(Active  Nl)  116  Mimosa  Dr., 
Thomasville  31792 
Kabbani,  Azmi,  Internal  Med.  — 
Bibb  — (Resident)  4241  Wood 
Forest  PL,  Macon  31210 
Kopchick,  Margaret  A., 
Dermatology  — Stephens- 
Rabun  — (Active)  800  E.  Doyle 
St.,  Toccoa  30577 
Leblang,  Michael,  Family  Practice 
— Georgia  Medical  Society  — 
(Active)  P.O.  Box  23089, 
Savannah  31403 
Lopez,  Frank,  Internal  Med./ 
Gastroenterology  — Ware  — 
(Active)  1921  Alice  St., 
Waycross  31501 

Luke,  Joseph  P.,  General  Surgery 
— MAA  — (Active  N2)  980 
Johnson  Ferry  Rd.,  Ste.  430, 
Atlanta  30342 

Martin,  Zack  Z.,  Internal  Med./ 
Gastroenterology  — Gwinnett- 


Forsyth  — (Active)  100  Med. 
Center  Blvd.,  Ste.  130., 
Lawrenceville  30245 
Millner,  Michael  R.,  Radiology  — 
South  Georgia  — (Active  N2) 

207  DeOsta  Dr.,  Valdosta  31604- 
3499 

Nezhat,  Farr  R.,  Endocrinology  — 
MAA  — (Active  N2)  5555 
Peachtree  Dunwoody  Rd.,  Ste. 
276,  Atlanta  30342 
Peacock,  Lisa  Marie,  Obstetrics/ 
Gynecology  — MAA  — 
(Resident)  811  Drewry  St., 
Atlanta  30306 

Price,  Kathleen  N.,  Radiology  — 
MAA  — (Resident)  3090  Valley 
Cir.,  Decatur  30033 
Ramsingh,  Kulwant  K.,  Nuclear 
Med./Radiation  Oncology  — 
Richmond  — (Active)  3567 
Pebble  Beach  Dr.,  Martinez 
30907 

Seltman,  Marc  A.,  Internal  Med. 

— MAA  — (Active  N2)  1221 
Druid  Oaks  Dr.,  Atlanta  30329 
Shapiro,  Jeffrey  D.,  Anesthesiology 
— MAA  — (Active)  353 
Parkway  Dr.,  Ste.  101,  Atlanta 
30312 

Turk,  Althea  L.,  Ophthalmology  — 
MAA  — (Associate)  970  MLK 
Jr.,  Dr.,  Atlanta  30314 
Ward,  Ann  P.,  Endocrinology/ 
Internal  Med.  — Floyd-Polk- 
Chattooga  — (Active)  P.O.  Box 
139,  Taylorville  30178 
Williams,  Robert  L.,  Pediatrics  — 
Stephens-Rabun  — (Active)  800 
E.  Doyle  St.,  Toccoa  30577 


Be  civil  to  all;  sociable  to  many; 
familiar  with  few. 

Benjamin  Franklin 
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Family  Practitioners,  Internists 
& Obstetricians  Needed 

Public  Health  Departments  in 
every  area  of  the  state  need 
physicians  who  are  willing  to 
accept  patients  who  test  positive 
for  antibodies  to  the  AIDS  (HIV) 
virus  for  routine  care  and  follow- 
up. 

Each  month,  approximately 
125-150  HIV-positive  individuals 
are  identified  in  the  public  health 
testing  clinics.  They  are 
counseled  about  being  HIV 
infected  and  advised  to  see  a 
physician  for  a complete 
examination  and  follow-up 
treatment.  Many  of  them  have  no 
regular  physician  or  are  reluctant 
to  go  to  their  family  physician. 
Most  of  them  are  asymptomatic 
and  clinically  well  and  only 
require  counseling,  regular  follow- 
up, and  routine  care.  Many  will 
not  become  ill  or  need 
specialized  care  for  5 to  10  years. 

The  Office  of  Infectious 
Disease,  Division  of  Public 
Health,  Department  of  Human 
Resources,  is  compiling  a list  of 
physicians  willing  to  accept 
referral  of  these  patients.  If  you 
are  interested,  please  respond  in 
writing  to: 

Joseph  A.  Wilber,  M.D. 

Medical  Director, 

AIDS  Projects 

Office  of  Infectious  Disease 

878  Peachtree  St. 

Atlanta,  GA  30309 

(404)894-5307 


Fate  laughs  at  probabilities. 
Edward  Bulwer-Lytton 


ASSOCIATION  NEWS 


QUOTES 

Make  friends  and  you  will  make 
greater  progress.  The  way  to  make 
a true  friend  is  to  be  one. 
Friendship  implies  loyalty,  esteem, 
cordiality,  sympathy,  affection, 
readiness  to  aid,  to  help,  to  stick, 
to  fight  for.  Friends  are  essential  to 
success,  they  are  still  more 
essential  to  happiness.  To  win 
place,  power,  honor  and 
happiness,  begin  by  assiduously 
and  unselfishly  winning  friends. 
B.C.  Forbes 

Talk  is  by  far  the  most  accessible 
of  pleasures,  it  costs  nothing  in 
money,  it  is  all  profit,  it  completes 
our  education,  founds  and  fosters 
friendships,  and  can  be  enjoyed  at 
any  age  and  in  almost  any  state  of 
health. 

Robert  Louis  Stevenson 

/ never  found  the  companion  that 
was  companionable  as  solitude. 
Henry  David  Thoreau 


Reuben  S.  Roberts,  Jr.,  M.D.  (left), 
of  Hawkinsville,  presents  Rep.  Newt 
Hudson  a $500  check  for  the  “Rep. 
Newt  Hudson  Campaign  Fund ” 
from  the  Georgia  Medical  Political 
Action  Committee.  Rep.  Hudson  has 
been  a good  friend  and  supporter 
of  MAG. 


The  more  extensive  a man ’s 
knowledge  of  what  has  been  done, 
the  greater  will  be  his  power  of 
knowing  what  to  do. 

Benjamin  Disraeli 

Failure  to  accord  credit  to  anyone 
for  what  he  may  have  done  is  a 
great  weakness  to  do. 

Benjamin  Disraeli 

Misfortunes  are  like  knives,  that 
either  serve  us  or  cut  us,  as  we 
grasp  them,  by  the  blade  or  by  the 
handle. 

James  Russell  Lowell 


A wise  man  will  make  tools  of 
what  comes  to  hand. 

Thomas  Fuller 

Victories  that  are  easy  are  cheap. 
Those  only  are  worth  having  which 
come  as  the  result  of  hard  fighting. 
Henry  Ward  Beecher 

The  recipe  for  perpetual  ignorance 
is:  Be  satisfied  with  your  opinions 
and  content  with  your  knowledge. 
Elbert  Hubbard 

The  worst  handicap  is  to  be 
unloved,  the  second  worst 
handicap  is  to  be  unloving. 

Frank  Tyger 
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Georgia’s  Nursing  Shortage 
Becomes  More  Acute 

A new  Georgia  Hospital 
Association  survey  shows  that  the 
state’s  hospitals  are  experiencing 
a growing  shortage  of  registered 
as  well  as  licensed  practical 
nurses  and  nurse’s  aides.  The 
survey,  which  was  taken  for  the 
week  of  Oct.  25,  1987,  set  the 
1987  RN  vacancy  rate  at  17.8%, 
compared  to  Georgia’s  1986 
vacancy  rate  of  13.8%. 

Georgia’s  figures  are  higher 
than  the  national  rate,  which  the 
American  Hospital  Association 
calculates  at  11%  for  1986  and 
11.3%  for  1987. 

The  growing  demand  for 
hospital  nurses  in  Georgia  was 
also  seen  in  the  actual  number  of 
vacancies.  In  1986,  with  187 
hospitals  responding  to  the  GHA 
survey,  about  3,000  vacancies 
were  reported.  Yet  the  1987 
survey,  with  only  133  hospitals 
responding,  showed  the  number 
of  vacancies  still  at  about  3,000. 

The  vacancy  rate  for  LPNs, 
measured  at  5%  in  1986,  tripled 
to  slightly  higher  than  15%  in  the 
1987  study  period,  while  the  need 
for  nursing  assistants  reached  a 
15.7%  vacancy  rate  in  1987. 

For  non-nursing  health  care 
positions,  hospitals  reported  a 
14.6%  vacancy  rate,  with  the 
greatest  need  being  for  medical 
technologists,  radiology 
technologists,  and  respiratory 
therapists. 

Hospital  Association 
Participates  In  Health 
Careers  Recruiting  Across 
State 

The  Georgia  Hospital 
Association  is  participating  in  a 
state-wide  tour  of  secondary 
schools  to  promote  health  careers 
recruitment. 

The  tour,  which  is  sponsored 
by  the  Georgia  Education 


T A L NEWS 


Articulation  Committee,  is  an 
annual  event  in  which  many 
Georgia  colleges  participate.  This 
is  the  first  year  that  it  has 
included  a program  on  health 
care  careers  in  general. 

At  each  presentation  site  on  the 
tour,  GHA  representatives  will  set 
up  a booth  providing  information 
on  health  careers  in  hospitals  as 
well  as  other  health  settings. 

Hospitals  Campaign  To 
Protect  Medicare 

“Elect  to  Protect  Medicare”  is 
the  theme  of  a new  promotional 
program  sponsored  by  the 
American  Hospital  Association  to 
prevent  further  cuts  in  the 
Medicare  program.  The  AHA’s 
goal  is  to  bring  about  1.5  million 
congressional  contacts  by 
concerned  voters  during  this  year 
and  next. 

Hospitals  throughout  Georgia 
are  participating  in  the  effort 
through  media  contacts  and  by 
encouraging  their  employees  and 
communities  to  contact  their  U.S. 
congressional  representatives 
about  the  problem  Medicare  cuts 
are  placing  on  hospitals. 

According  to  AHA  calculations, 
the  cost  of  uncompensated 
hospital  care  in  Georgia  alone 
came  to  more  than  $1  billion  in 
1986. 

Government  Tightens  The 

Purse  Strings  on  Indirect 

Medical  Education  Costs 

Continuing  the  ever-tightening 
squeeze  on  Medicare  payments  to 
hospitals,  the  General  Accounting 
Office  has  advised  Congress  to 
cut  payments  for  indirect  medical 
education  by  2.5%  in  FYs  1989 
and  1990  — from  7.6%  to  5.1%. 

The  cuts,  says  the  GAO,  would 
save  $1.6  billion  during  those 
years.  The  logic  behind  the 
proposal  is  a government  estimate 


that  teaching  hospitals  saw  a 
10.5%  Medicare  profit  in  1987, 
whereas  non-teaching  hospitals 
saw  only  a 2.9%  profit  during  the 
same  year. 

General  Motors  Now 
Looking  at  Hospital  Costs 

Hospital  operations  came  under 
further  scrutiny  last  month,  this 
time  from  consumers. 

The  General  Motors  Corp.  of 
Detroit  has  announced  it  has 
begun  an  audit  of  the  50  hospitals 
that  provide  the  most  care  to  its 
employees.  The  company  is 
looking  specifically  at  the 
appropriateness  of  length  of  stay, 
room  and  board  charges,  and  the 
costs  of  ancillary  services.  Each 
of  the  hospitals  chosen  for  the 
audit  provides  at  least  $3.8 
million  in  health  care  to  GM 
employees  each  year. 

Last  year  alone,  GM  spent  $3 
billion  on  health  care,  and  it 
reports  that  amount  to  be  $600 
million  more  than  its  health  care 
expenses  in  1986. 

Hospitals  to  Receive 
HCFA’s  Mortality  Rates 
This  Month 

By  the  end  of  this  month, 
hospitals  will  receive  their 
individual  Medicare  mortality 
rates  compiled  by  the  Health  Care 
Financing  Administration. 

The  government  will  allow 
institutions  30  days  to  respond  to 
the  data  and  will  then  include  the 
comments  in  its  release  of  the 
rates  to  the  public.  That  release  is 
expected  to  take  place  in 
December. 

This  is  HCFA’s  third  annual 
report  of  hospital-specific 
mortality  data  on  Medicare 
patients. 

(This  department  is  sponsored 
by  the  Georgia  Hospital 
Association.) 
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20- 21  — Atlanta:  Interventional 
Radiology  for  Physicians. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

21  — Atlanta:  SLE  Symposium 
— Update  1988.  Category  1 
credit.  Contact  Andriette  Ward, 
Office  of  CME,  Morehouse 
School  of  Medicine,  720 
Westview  Dr.,  Atlanta  30310. 

PH:  404/752-1770. 

21- 22  — Atlanta:  Managing 
Preterm  Labor  & Electronic 
Fetal  Monitoring.  AMA  Category 
1 and  ACOG  cognate  credits. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

24-28  — Atlanta:  Modern 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

24-25  — Atlanta:  Quantitative 
Thallium  Myocardial 
Tomography.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

27-28  — Atlanta:  Health 
Manpower  Issues  in  Georgia 
and  Alabama.  Category  1 credit. 
Contact  Pauletta  Graves,  Office 
of  CME,  Morehouse  School  of 
Medicine,  720  Westview  Dr., 
Atlanta  30310.  PH:  404/752- 
1629. 

31 -Nov.  1 — Atlanta:  Health 
Care  Needs  of  Today’s 
Women.  Category  1 credit. 


CALENDAR 


Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 


31 -Nov.  4 — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 Credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


NOVEMBER 

4-6  — Atlanta: 

Gastroenterology  for  Primary 
Care  Physicians.  Category  1 
credit.  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

6-9  — Helen,  GA:  25th  Institute 
on  Group  Behavior  and  Group 
Leadership.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

7 — Atlanta:  Hyperalimentation. 

Category  1 credit.  Contact 
Donna  Cannon,  HCA  West 
Paces  Ferry  Hospital,  3200 
Howell  Mill  Rd.,  Atlanta,  30327. 
PH:  404/350-5600. 

10- 12  — Atlanta:  Georgia 
Academy  of  Family  Physicians 
Annual  Meeting.  AAFP 
prescribed  and  AMA  Category  1 
credit.  Contact  Camille  Day, 
GAFP,  3760  LaVista  Rd.,  Ste. 
100,  Tucker,  30084.  PH:  404/ 
321-7445  or  800/392-3841. 

11- 13  — Sea  Island:  Georgia 
Obstetrical-Gynecological 
Society.  Contact  Chester  Lane, 
69  Butler  St.,  Atlanta,  30309.  PH: 
404/659-0289. 


11-13  — Atlanta:  Medical 
Association  of  Georgia 
Scientific  Assembly.  Category 
1 credit.  Contact  Steve  Davis, 
MAG,  938  Peachtree  St.,  Atlanta, 
30309.  PH:  404/876-7535  or 
800/282-0224. 


14-18  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


DECEMBER 

3-4  — Atlanta:  Regional 
Anesthesia:  Surgery, 
Obstetrics,  and  Pain.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

5-9  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

7-9  — Atlanta:  Nuclear  Medicine 
Update:  Infection,  Renal  and 
Cardiac  Imaging.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

12-16  — Atlanta:  Modern 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 
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The  Experience 


had  said  to  myself 
all  week  that  the  sheer 
convenience  of  the 
Thing  made  a visit  into 
town  a necessary  effort 
in  the  ever  continuing 
task  of  not  missing 
anything  in  this  one 
way  trip  through  life.  J 


I THOUGHT  THE  OTHER  DAY  of  what 
I had  been  told  of  changing  a 
light  bulb  in  California.  “How 
many  people  does  it  take?” 

“Three.  One  to  hold  the  ladder, 
one  to  change  the  bulb,  and  one 
to  savor  the  experience.” 

That’s  the  way  it  was  with  the 
Democrats  and  their  gathering  in 
Atlanta  this  past  summer.  1 had 
thought  that  one  could  read  about 
it.  Lord  knows  enough  printer’s 
ink  flowed  onto  paper  in  doing 
so.  If  not,  the  “visual  media” 
flooded  the  airwaves  to  the  point 
of  tedium. 

Wrong!  Remember  Thou  the 
light  bulb!  Should  one  with 
serious  intent  wish  to  accurately 
grasp  this  accumulation  of  issue- 
motivated  fellow  beings,  then  he 
or  she  must  have  experienced  it. 

1 had  said  to  myself  all  week 
that  the  sheer  convenience  of  the 
Thing  made  a visit  into  town  a 
necessary  effort  in  the  ever 
continuing  task  of  not  missing 


anything  in  this  one  way  trip 
through  life.  And  so  we  went,  we 
political  inactivists,  into  the  maw 
of  the  city.  It  was  a day  of  magic 
— warm  with  summer  sun,  dry 
from  lack  of  rain,  wet  as  time 
passed  into  evening  and  thus 
possessed  with  the  same 
unpredictability  of  the  trip  into 
town. 

We  got  there  on  MARTA. 
Remember,  the  Metropolitan 
Atlanta  Rapid  Transit  Authority. 

It’s  a bit  like  the  Massachusetts 
Transit  Authority  (MTA).  Too 
young  for  the  Kingston  Trio?  Too 
bad.  They  wrote,  and  sang,  a little 
tune  called  “Riding  on  the  MTA.” 
It’s  a happy  little  song  about  a 
fellow  who  got  on  the  MTA  and 
just  kept  riding  round  and  round 
the  endless  tracks,  being  handed 
necessary  supplies  — sandwiches 
and  the  like  — as  he  traveled  by 
friends  waiting  in  the  station. 

We  should  have  done  it.  Gone 
round  and  round,  that  is.  But,  we 
exited  at  the  Five  Points  Station. 
Up  the  escalator  to  great  throngs 
of  placard-bearing,  flag-waving, 
button-festooned  delegates,  all 
espousing  a personally  held  view 
of  the  manner  in  which  grave 
matters  of  universal  concern 
should  be  viewed. 

“Save  The  Babies.” 

“Nuke  ’em.” 

“Get  ’em  Duke.” 

“Gays  Have  Rights,  Too.” 

“Save  Our  Forests.” 

“Women  Against  Ladies.” 
“Fetuses  Have  Rights,  Too.” 
Dear  Lord,  preserve  us  — “Docs 
For  The  Duke.” 

They  were  all  there:  the  radical 


right,  the  radical  left,  the  radical 
middle  of  the  roaders,  the  “I  think 
this,”  the  “I  think  that,”  the  “I  am 
not  sure  what  I think.”  Everyone 
was  present. 

And  there  in  the  midst  of  the 
swirling,  sweating,  professing 
mob  stood  I.  What  did  I believe? 
Who  did  I really  think  would 
make  the  best  President  of  the 
Republic?  Was  abortion  an  issue 
at  all?  Were  the  Irrational  Iranians 
worth  worrying  about?  Is  the 
deficit  really  a problem  or  a fiscal 
mirage?  Do  I really  give  a damn 
anyway? 

I walked  the  streets,  inhaled  the 
odors,  tasted  the  indecision,  and 
gazed  at  the  ever-changing  vista.  I 
tried  with  no  success  to 
remember  what  the  last  GaMPAC- 
AMPAC  epistle  said  — something 
about  involvement  in  the  political 
process  — contribute,  vote.  I 
tried,  oh,  how  I tried,  to 
experience  it  all. 

It  was  soon  over.  We  settled 
into  the  crowded  MARTA  train. 
Eighty-five  cents  from  Peachtree 
Station  to  the  Arts  Center  Station. 
Quite  a change,  mind  you. 
Political  chaos  to  artistic  chaos. 
But,  out  of  the  central  city  at  last. 
Out  of  the  turmoil  into  the  quiet 
and  peace  of  the  cultural  oasis 
that  Bob  Woodruff  had  helped 
give  to  the  City. 

Where  are  we  in  this  never- 
ending  quest  for  concensus 
building  in  the  nation?  Are  the 
PACS  truly  effective?  Do  they 
convey  to  those  they  represent  a 
fair  return  on  investment  for 
influencing  the  decisions  upon 
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those  matters  of  interest  to  them? 
Do  political  conventions,  as  in 
Atlanta  and  New  Orleans  this 
summer,  provide  a method  of 
expressing  the  will  of  the  people 
or  are  they  but  a gathering  of 
influence  seekers  and  media 
elite?  My  conscious  self  found 
itself  but  little  helped  by  the 
throng  of  people  espousing  a 
personally  held  view  toward  the 
myriad  issues  in  question.  Was  I 
so  ingrained,  so  rigid,  with 
preconceived  notions  that  no 
amount  of  persuation  could  sway 
or  impact  them? 

Well,  we  got  out  of  it  all  right 
— home  to  peace,  the  papers,  the 
T.V.,  the  indecision.  Home  to 
ponder  the  experience  in  the  days 
that  followed.  Home  to  ask  myself 
if  the  person  who  had  with 
singular  effort  brought  his  home 
state  hazardously  close  to  a 
socialized  state  of  medicine  as 
had  any  governor  in  the  nation, 
racing  ahead  of  those  liberals  of 
national  stature  we  had  so  long 
feared  and  opposed,  could  he 
safely  and  effectively  lead  us  into 
areas  equally  as  threatening  to 
our  safety  if  not  our  survival. 

There  were  in  Atlanta  that  day 
many  who  thought  him  possessed 
of  such  talents  and  capable  of 
such  feats.  I wondered. 

We  face  a similar  decision- 
making process  ourselves, 
we  of  the  Medical  Association  of 
Georgia,  for  in  May,  1989,  we 
shall  choose  that  person  who  will 
be  our  President.  We  will  make  a 
choice  — for  once  in  some  time 
it  will  not  be  made  for  us  — 


between  two  individuals  seeking 
our  presidency.  Not  so  much  flag 
waving,  button  festooning,  or 
placard  carrying  surely,  but 
nonetheless  the  questions  we 
must  ask  ourselves  appear 
strikingly  similar  to  those  I asked 
that  afternoon  in  Atlanta.  Does 
our  candidate  understand  the 
issues?  Will  he  be  willing  to  or 
capable  of  reasonable 
compromise?  Will  he  make  a 
desirable  and  impressive 
representation  of  the  MAG  to  the 
public?  Will  he  pay  attention  to 
and  consider  my  (our)  feelings 
regarding  issues  or,  with  callous 
disregard  armed  with  the  power 
of  office,  plunge  forward  into  the 
future  with  only  his  own  concerns 
and  opinions  to  guide  him? 

ey  were  all  there: 
the  radical  right, 
radical  left,  the  radical 
middle  of  the 
roaders.  . . . And  there 
in  the  midst  of  the 
swirling,  sweating, 
professing  mob  stood 

It  seems  to  me  that  races, 
contested  elections,  are  good  for 
us.  They  show  involvement, 
interest,  concern,  and  a hundred 
other  virtues  which  the 
unconcerned  care  not  to 
experience.  They  force  us  out  of 
the  listless  doldrums  and  demand 
that  we  ask  questions.  They 


demand  that  we  think.  One  of 
those  two  persons  running  for  the 
Presidency  of  MAG  will  be  seen 
as  you  and  I in  the  eyes  of  the 
public  for  an  entire  year.  His 
choice  of  clothes  will  reflect  our 
taste.  The  cars  he  drives  will 
reflect  our  values  of  money.  The 
issues  he  defends,  or  opposes, 
our  feelings  and  concerns  about 
those  we  serve  and  live  amongst. 
The  maturity,  judgment,  and 
compassion  — the  character  — 
he  exhibits  will  reflect  our 
maturity,  our  judgment,  our 
compassion,  and  our  character. 

He  will  be  us. 

Surely,  and  with  effort,  must  we 
think  about  it.  But  then,  not 
too  deeply.  Perhaps  more  in  the 
form  of  casual  reflection.  More 
akin  to  the  random  thoughts  that 
rise  from  nothingness  as  one 
comes  home  from  work  well  done 
and  sits  to  savor  the  first  cool 
dusk  of  fall.  Thinking  can  be 
dangerous.  Joseph  Conrad  knew 
that.  He  told  us  in  the  preface  to 
his  novel,  Victory. 

. . self  assertion , . . . the  mere 
way  of  it,  the  trick  of  the  thing, 
the  readiness  of  mind  and  the 
turn  of  the  hand  that  come 
without  reflection  and  lead  the 
man  to  excellence  in  life,  in  art, 
in  crime,  in  virtue  and  for  the 
matter  of  that,  even  in  love. 
Thinking  is  the  great  enemy  of 
perfection.  The  habit  of 
profound  reflection  is  the  most 
pernicious  of  all  the  habits 
formed  by  the  civilized  man.  ” 
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MRI  UPDATE 


Figure  A 

HISTORY:  This  patient  is  a 

3 1 year  old  female  presenting  with 
vertigo,  tinnitus,  and  a history  of 
forgetfulness  for  several  months. 
The  left  corneal  reflex  was  decreas- 
ed, there  were  bilateral  Babinski 
signs,  and  there  was  right  leg 
weakness. 


Figure  B 

SCAN  I Midline  sagittal  images 
demonstrate  descent  of  the  tonsils 
into  the  upper  cervical  canal. 

There  is  some  compression  of  the 
posterior  aspect  of  the  tonsils.  As 
there  was  no  beaking  of  the  tectum 
or  other  stigmata  of  an  Arnold 
Chiari  II  malformation,  this  was 
considered  to  represent  a Chiari  I 
malformation. 

A finding  relevant  to  the  pa- 
tient’s symptoms  is  an  unusual 
posterior  curvature  of  the  odontoid 
(Fig.  A,  small  arrow). 
Craniovertebral  junction  malfor- 
mations are  common  in  the  Chiari 
I malformation  although  this  par- 
ticular variant  is  somewhat  less 
common.  The  posterior  aspect  of 
the  odontoid  compresses  the  upper 
brainstem  (Fig.  A,  large  arrow). 
There  is  an  area  of  low  intensity 
within  the  caudal  brainstem  which 
appears  cystic  (Fig.  B,  large  arrow). 


MRI  HIGHLIGHTS: 

This  case  demonstrates  several  ad- 
vantages of  MRI.  Myelography  at 
the  craniocervical  junction  is 
usually  difficult  due  to  the  tenden- 
cy for  contrast  to  spill  over  the 
clivus.  Intrathecal  contrast 
enhanced  CT  can  demonstrate  this 
area  but  has  some  morbidity.  To 
obtain  equivalent  sagittal  images 
thin  contiguous  overlapping  CT 
slices  would  have  to  be  obtained  to 
derive  an  acceptable  reformatted 
image.  This  can  result  in  a con- 
siderable increase  in  radiation 
dose  above  that  of  a standard  CT. 


r Atlanta 

L*  Magnetic 


Imaging 

800  Douglas  Road  / Atlanta,  GA  30342 
(404)  256-9296 


Atlanta 
Magnetic 
Imaging-South 

276  Medical  Way  / Riverdale.  GA  30274 
(404)  997-9313 


Athens 
Magnetic 
Imaging,  Ltd. 

2090-B  Prince  Ave.  / Athens,  GA  30606 
(404)  353-3873 

Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolution  head 
and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 

Copyright  © 1988  Health  Images,  Inc.  All  Rights  Reserved. 
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Transplantation:  Today’s  Decisions 

Kenneth  E.  Wheeler 


aint  Joseph’s 
Hospital’s  decision  to 
enter  transplantation 
service  represents  the 
natural  evolution  of  a 
religiously  sponsored 
community  hospital 
providing  tertiary 
services.  Its  ability  to 
deal  with  ethical  issues 
presents  a model  of 
decision  making  for 
other  institutions  and 
medical  staffs  as  such 
advanced  programs 
come  under 
consideration,  y 


It  was  George  James,  M.D.,  then 
Dean,  Sinai  School  of 
Medicine,  New  York,  who 
observed  in  the  1960s  that  there 
were  no  less  than  six  places  on 
the  island  of  Manhattan  where  the 
city’s  poor  could  undergo  open 
heart  surgery,  and  none  where 
they  could  get  their  teeth  fixed. 
Decisions  about  how  we  as  a 


society  and  as  a profession  use 
and  allocate  resources  continue 
to  be  with  us  and  promise  to  be 
an  evermore  persistent  concern  as 
resources  available  to  the  healing 
professions  continue  to  be 
limited. 

Saint  Joseph’s  Hospital  of 
Atlanta  has  a distinguished  record 
of  medical  innovation  dating  to  its 
origin  as  the  city’s  first  hospital  in 
1880.  The  hospital’s  decision  in 
1987  to  enter  the  field  of 
transplantation  was  characteristic 
of  the  continuing  concern  of  the 
Sisters  of  Mercy  who  sponsor  the 
hospital  to  balance  our  desire  to 
provide  better  service  to  the  sick 
with  the  need  to  use  our 
resources  effectively.  To  consider 
the  feasibility  of  adding  transplant 
services  to  its  tertiary  care 
services,  the  hospital 
management  created  a task  force 
consisting  of  management, 
religious,  and  medical  staff 
members.  It  was  chaired  by  a 
physician  on  the  medical  staff. 
This  group  was  charged  with 
investigating  the  economics, 
facility  and  staff  requirements, 
medical  practice  issues,  and 
ethical  questions  surrounding 
transplantation. 

The  prominence  of  such  a 
program  led  the  hospital 


Mr.  Wheeler  is  President/CEO  of  Saint  Joseph’s 
Hospital  of  Atlanta,  5665  Peachtree  Dunwoody 
Rd.,  Atlanta,  GA  30342-1701.  Send  reprint 
requests  to  him. 


immediately  to  seek  the  counsel 
of  the  Province  of  Baltimore, 
Sisters  of  Mercy.  After  reviewing 
the  opportunities  and  issues  as 
presented,  the  Province  created 
three  threshold  questions  for  the 
task  force  to  answer  as  a 
condition  for  Provincial  consent 
to  proceed  with  the  program: 

1 . Demonstrate  that  the  costs  of 
the  program  do  not  require 
transplantation  services  to  be 
priced  out  of  reach  of  the 
ordinary  citizen. 

2.  Demonstrate  that  the  costs  or 
subsidies  of  the  program  do 
not  cause  the  hospital  to 
eliminate  or  reduce  any 
existing  charity  care  services. 

3.  Demonstrate  there  is  nothing 
inherent  in  the  program  which 
discriminates  unfairly  between 
recipient  and  donor. 

These  questions  together  with 
many  more  related  to  space  and 
staffing  requirements  were 
answered  as  the  task  force 
proceeded.  On  June  25,  1987,  the 
task  force  report  to  the  hospital’s 
Board  of  Directors  was  approved, 
and  on  July  15,  1987,  the  first 
transplant  was  performed.  The 
hospital  completed  a very 
thorough  analysis  from 
presentation  of  question  through 
board  approval,  training  of 
personnel,  and  operation  in  56 
days. 
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The  role  of  universities  and 
academic  medicine,  in 
addition  to  basic  research  and  the 
pioneering  of  new  technology, 
lies  in  diffusing  new  knowledge 
and  skills  to  community 
institutions  and  practitioners.  The 
success  of  community  institutions 
in  adapting  these  techniques  and 
technologies  to  general 
community  service  is  one 
indicator  of  quality  of  services 
available  to  the  population. 

Physicians  and  hospitals  have 
observed  the  average  acuity  of 
patients  in  community  hospitals 
rise  as  prospective  payment  and 
managed  care  programs  have 
reduced  utilization  through 
shorter  lengths  of  stay.  This  has 
left  the  patients  in  the  hospital 
more  acutely  ill  on  the  average 
than  before.  The  role  of  the 
community  hospital  and  the 
university  hospital  begin  to  merge 


in  the  tertiary  community  hospital 
which  provides  specialty 
physician  service  and 
sophisticated  diagnostics  and 
treatment  facilities  convenient  to 
the  patient’s  location. 

Saint  Joseph’s  Hospital’s 
decision  to  enter 
transplantation  service  represents 
the  natural  evolution  of  a 
religiously  sponsored  community 
hospital  providing  tertiary 
services.  Its  ability  to  deal  with 
ethical  issues  presents  a model  of 
decision  making  for  other 
institutions  and  medical  staffs  as 
such  advanced  programs  come 
under  consideration. 

The  hospital’s  experience  to 
date  with  the  resource  demands 
of  the  transplantation  program 
has  been  positive.  The  proforma 
analysis  done  in  advance  showed 
a start  up  loss  with  the  program. 


The  Board  of  Directors  approved 
the  program,  recognizing  the 
economic  risk  because  it  found  it 
important  to  demonstrate  the 
hospital’s  commitment  to 
community  service  through 
universal  access.  No  patient  is 
denied  access  to  service  at  Saint 
Joseph’s  Hospital  for  lack  of 
ability  to  pay.  A larger  level  of 
activity  than  expected  has  brought 
the  program  closer  to  breakeven. 

Additionally,  the  Board’s 
decision  anticipated  a level  of 
clinical  success  which  has  been 
surpassed.  A community  hospital 
works  hard  for  its  reputation  and 
places  that  reputation  on  the  line 
with  caution.  Only  when  the  task 
force  report  convinced  the  Board 
that  the  quality  of  service  and  the 
success  ratio  in  the  program  was 
achievable  did  the  Board  make 
that  level  of  commitment  to  this 
community.  ■ 


NAVAL  RESERVE 
PHYSICIAN 
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Board  eligible  General/Orthopedic  sur- 
geons and  anesthesiologists. 

• CME  opportunities. 


* Flexible  drilling  options. 
Promotion  Opportunities 


Prestige 


For  graduates  of  AM  A approved 
Medical  Schools 

CALL  YOUR 

NAVAL  RESERVE  FORCE 
REPRESENTATIVE  TODAY. 
1-800-443-6419 


ANNOUNCING 

I HEALTH  "QMPjlNC. 

“Liquidators  for  the  Medical  Professions  ” 

FOR  SALE 

Brand  Name  Medical  Products 
and  Equipment 

40%  rItail 


\A 


-Exam  Room  Equipment- 


Examination  Tables, 
Lamps,  Stainless  Steel  Carts, 
Stools 


ALL  PRICES  CASH  & CARRY 
Visit  Our  Showroom 


WED  - FRI.  1 0:00  - 5:00  SAT.  1 0:00  - 3:00 


SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 
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Quiet  Thoughts 


“ Whether  therefore  you  eat  or  drink  or  whatever  You  do, 
do  all  to  the  glory  of  God ” 

I Corinthians  30-31 

Archibald  Rutledge  tells,  in  one  of  his  books,  of  a Negro  fer- 
ryman who  ran  his  boat  on  a South  Carolina  river.  The  author, 
knowing  how  unkempt  most  of  such  craft  are  allowed  to  be,  was 
delightfully  surprised  to  find  the  engine  of  that  vessel  spotless  and 
shiny  and  every  appointment  shipshape.  He  inquired  of  the  man 
how  it  came  about  that  he  kept  everything  clean  and  neat,  and  his 
reply  was,  “I  got  a glory.” 

Berton  Braley  has  taken  the  cue  and  confronted  our  consciences 
with  it  thus: 

“Oh,  you  gotta  get  a glory 
in  the  work  you  do; 

A hallelujah  chorus 
in  the  heart  of  you. 

Paint  or  tell  a story; 

sing  or  shovel  coal, 

But  you  gotta  get  a glory, 
or  the  job  lacks  soul. 

Oh,  Lord,  give  me  a glory, 

And  a workman’s  pride, 

For  you  gotta  get  a glory 
Or  you’re  dead  inside!” 

Richard  Bynum  Weeks,  M.D. 
Saint  Simons  Island 


We  invite  contributions  to  this  Department.  Please  send  them  c/o  the  Journal, 
938  Peachtree  St.,  Atlanta  30309. 
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An  outline  of  Georgia’s  newest 
physical  rehabilitation  center 


I.  Palmyra  Regional  Rehabilitation  Center 

A.  Comprehensive  rehabilitation 

1.  Major  physical  and/or  cognitive  disabilities 

2.  Inpatient  and  outpatient  services 

B.  Acute  care  hospital  setting 

1.  Modern  48-bed  facility 

2.  Located  adjacent  to  HCA  Palmyra  Medical  Centers 

C.  Southwest  Georgia’s  only  inpatient  rehabilitation  facility 

II.  Diagnoses  treated 

A.  Stroke  and  neurological  diseases 

B.  Spinal  cord  injury 

C.  Head  injury 

D.  Arthritis 

E.  Pediatric  neuromuscular  diseases 

F.  Amputee 

G.  Burns 

III.  Services  available 

A.  Rehabilitative  nursing 

B.  Rehabilitiative  therapy 

1 . Physical  therapy 

2.  Occupational  therapy 

3.  Speech  and  language  pathology 

4.  Therapeutic  recreation 

C.  Psychology 

D.  Social  work 

E.  Vocational  counseling 

F.  Prosthetics  and  orthotics 

IV.  Special  procedures 

A.  Nerve  conduction  studies 

B.  Electromyography 

C.  Evoked  potentials 

V.  Medical  Director 

A.  Board  certified  physiatrist 

B.  Oversees  medical  and  physical  rehabilitation  of  all  patients 

C.  On  campus  office 

VI.  Multidisciplinary  team  approach 

A.  Individualized  treatment  plans 

B.  Weekly  team  conferences 

C.  Outside  consults  as  needed 


Pursuing 


Learning 


X > 

vi  Palmyrer Regional 
Rehabilitation  Center 

2000  Palmyra  Road 
Albany,  GA  31703-1908 

For  information,  call  toll  free  in  Georgia: 

1-800-422-1189 

In  the  Albany  area  or  outside  Georgia  call: 

(912)  434-8660 

Achieving 
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Organ  and  Tissue  Procurement 

A limiting  factor  in  health  care  for  Georgians 

John  D.  Whelchel,  M.D. 


During  the  past  decade,  major 
advances  in  immunosup- 
pressive techniques  and  methods 
of  immune  modification  have  in- 
creased the  success  of  organ  trans- 
plantation. Presently,  there  are  224 
hospitals  with  vascular  organ  trans- 
plant programs  in  the  United  States.1 
This  number  is  expected  to  multi- 
ply as  tertiary  care  hospitals  view 
transplantation  as  a way  to  fill  empty 
beds,  boost  their  prestige  in  the 
medical  community,  and  project  a 
positive  consumer  image.  This  in- 
crease is  occurring  despite  a per- 
sistent shortage  of  cadaver  organs, 
with  resulting  struggles  over  the  al- 
location of  these  limited  resources. 
Hopefully,  future  advancements 
may  lead  to  the  successful  utiliza- 
tion of  primate  tissues  or  artificial 
devices  to  reduce  the  growing  de- 
mand for  cadaver  organs.  However, 
such  alternative  solutions  are  highly 
experimental,  and  their  possible 
clinical  application  remains  on  the 
distant  horizon.  Thus,  the  present 
shortage  of  cadaver  organs  and  tis- 
sues will  continue.  The  reduction 


In  1987,  the  Georgia 
legislature  passed 
“required  referral” 
legislation  mandating 
that  all  hospitals  in 
Georgia  initiate 
relationships  with  the 
state’s  organ  and  tissue 
procurement  agencies 
and  establish  methods 
of  referring  all 
potential  organ  and 
tissue  donors  for 
consideration  of 
donation. 


of  this  shortage  will  require  the 
commitment  of  physicians  and  the 
public  toward  increasing  organ  do- 
nation. 


Dr.  Whelchel  is  with  the  Department  of  Surgery, 
Emory  University  School  of  Medicine,  1365  Clifton 
Rd.,  Atlanta,  GA  30322.  Send  reprint  requests  to 
him. 


Organization 

In  addition  to  public  participa- 
tion, the  correction  of  the  disparity 
between  the  need  for  and  the  sup- 
ply of  cadaver  organs  requires  the 
development  and  implementation 
of  improved  procurement  efforts.  In 
1976,  the  Centers  for  Disease  Con- 
trol (CDC)  in  Atlanta,  Georgia,  col- 
laborated with  the  Emory  University 
School  of  Medicine  and  the  Medical 
College  of  Georgia  to  study  the  ef- 
fect of  an  organized  regional  ca- 
daver organ  procurement  program 
on  kidney  donation.  The  results  of 
this  effort  indicated  an  eight-fold  in- 
crease in  organ  donation  over  the 
3-year  period  of  study.2  Similar  or- 
gan procurement  efforts  in  the 
United  States  and  abroad,  staffed  by 
fulltime  procurement  personnel, 
confirmed  the  CDC  report.3  4 

Following  completion  of  the  CDC 
study  in  1979,  two  programs 
were  developed  to  provide  organ 
procurement  services  in  Georgia. 
One  was  an  independent  procure- 
ment agency,  the  Atlanta  Regional 
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TABLE  1 — Organ  Donor  Review  Chart:  Major 

factors  for  consideration  in  single  or 

multiorgan  donations 

Kidney 

Heart 

Liver 

Pancreas 

Age 

1-65 

0-45 

0-55 

1-60 

No  active  infection 

important 

important 

important 

important 

No  organ  disease 

mandatory 

mandatory 

mandatory 

mandatory 

No  history  of 
communicable  disease 

mandatory 

mandatory 

mandatory 

mandatory 

Hypotension 

sensitive 

very  sensitive 

very  sensitive 

sensitive 

Vasopressors,  i.e. 
dopamine  sensitive 

yes 

very 

very 

yes 

Weight  important 

no 

yes 

yes 

no 

Physical  build 

no 

yes 

yes 

no 

Additional  MD 
consults  required 

rare 

yes 

rare 

rare 

Laboratory  tests 

kidney  specific 

heart  specific 

liver  specific 

pancreas  specific 

Additional  time  need 
to  set  up  teams 

no 

yes 

yes 

yes 

Organ  Procurement  Agency  [now 
LifeLink  of  Georgia],  and  the  other 
was  established  by  the  Medical  Col- 
lege of  Georgia  in  Augusta.  Geo- 
graphically, the  Atlanta  based  pro- 
gram covers  the  north  and  mid- 
western  portions  of  the  State  and 
the  Medical  College’s  program  the 
remainder. 

Both  programs  use  nurses  and/ 
or  physician’s  assistants  trained  in 
organ  procurement  and  preserva- 
tion techniques  to  coordinate  or- 
gan donations  with  community 
hospitals  and  physicians.  The  pro- 
grams promote  organ  donation 
through  public  and  professional 
education  endeavors  throughout  the 
state.  Through  the  United  Network 
for  Organ  Sharing  (UNOS),  these 
programs  maintain  local  and  na- 
tional cadaver  recipient  waiting  lists 
and  assist  the  transplant  centers  in 
identifying  suitable  recipients  for 
available  organs. 

Tissues,  i.e.,  transplantable  bone 
and  skin,  are  procured  by  divisions 
or  affiliates  of  the  two  previously 
mentioned  procurement  organiza- 
tions in  Atlanta  and  Augusta.  Eye 
procurement  is  performed  by  the 
Georgia  Lions  Eye  Bank,  Inc,  and 
the  Eye  Bank  of  the  Medical  College 
of  Georgia.  Similar  to  cadaver  or- 
gans, the  state’s  supply  of  tissue  and 


eyes  is  consistently  less  than  area 
patient  need. 

The  End  Stage  Renal  Disease  Act 
passed  by  Congress  in  1974  pro- 
vided funding  for  procurement  pro- 
grams in  the  United  States.  Further 
legislation  in  1986  and  1987  re- 
quired that  all  procurement  pro- 
grams be  (1)  non-profit  organiza- 
tions, (2)  audited  annually,  (3) 
members  of  the  United  Network  for 
Organ  Sharing,  and  (4)  approved  by 
the  Department  of  Health  Care  Fi- 
nancing Administration. 

Donor  Selection  and 
Management 

The  ideal  organ  donor  is  a person 
less  than  40  years  of  age  who  has 
suffered  brain  death,  remains  he- 
modynamically  stable  on  artificial 
support  systems,  has  no  evidence 
of  significant  pre-existing  illness  or 
organ  dysfunction,  and  is  free  of 
infection,  communicable  diseases, 
or  extra-cranial  malignancy.  Since 
the  majority  of  lethal  brain  injuries 
are  the  result  of  trauma,  seldom  is 
the  ideal  donor  encountered.  Thus, 
in  many  instances,  compromise 
may  be  necessary.  Careful  and 
timely  management,  however,  can 
convert  a marginal  potential  donor 
to  a suitable  or  ideal  candidate. 


Donor  selection  criteria  depend 
on  the  organ  or  organs  desired  and 
the  urgency  of  the  potential  recip- 
ient. Most  heart,  heart-lung,  liver, 
and  pancreas  transplant  teams  pre- 
fer donors  of  age  from  newborn  to 
40  years.  Older  patients  in  excellent 
physiologic  condition  may  be  ac- 
ceptable if  there  is  no  evidence  of 
dysfunction  in  the  specific  organ  of 
interest.  Donors  of  these  organs 
must  be  brain-dead,  hemodynami- 
cally  stable,  and  maintained  on  a 
ventilator  until  procurement  is 
completed,  i.e.,  “heart  beating  ca- 
davers.” The  age  range  for  renal  do- 
nors is  generally  1 to  55  years.  Again, 
older,  excellent  physiologic  donors 
may  be  acceptable.  The  majority  of 
renal  transplant  programs  prefer 
“heart  beating  cadaver”  donors  but 
with  prior  preparation,  kidneys  may 
be  occasionally  procured  from 
“non-heart  beating”  donors.  Spe- 
cific and  general  factors  consid- 
ered in  the  selection  of  donor  or- 
gans are  included  in  the  Organ 
Donor  Review  Chart  (Table  1). 

Management  of  the  potential  ca- 
daver donor  begins  with  a detailed 
history  of  the  events  leading  to  the 
donor’s  death,  the  medical  treat- 
ment of  these  events,  the  physical 
injuries  present,  and  a past  medical 
history.  These  data  are  necessary 
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Figure  1.  En  bloc  dissection  for  cadaver  nephrectomy.  The  kidneys 
are  later  flushed  with  preservation  solution  via  the  aorta. 


for  evaluation  of  organ  function  and 
the  preparation  of  a donor  man- 
agement plan.  The  primary  objec- 
tive in  the  management  of  a poten- 
tial donor  is  to  ensure  optimal 
function  of  the  desired  organ  or  or- 
gans by  maintaining  hemodynamic 
stability  and  adequate  ventilation. 
Management  may  require  correc- 
tion of  hypovolemia  with  appropri- 
ate fluids,  blood  or  blood  products, 
maintaining  adequate  ventilation, 
and  careful  administration  of  agents 
such  as  catecholamines,  diuretics, 
Pitressin,  and  electrolytes.  Volume 
replacement  and  low  dose  cate- 
cholamines will  usually  provide  ad- 
equate blood  pressure  in  the  po- 
tential donor.  Vasopressor  drugs 
such  as  Levophed  and  high  dose 
catecholamines  should  never  be 
used  for  blood  pressure  support 
over  prolonged  periods.  These 
agents  will  shunt  blood  away  from 
the  organs  of  interest  with  resulting 
ischemic  damage.5 

Laboratory,  radiologic,  and  other 
diagnostic  procedures  may  be  re- 
quired to  determine  the  functional 
status  of  the  desired  organ  (Table 
1).  Aggressive  anesthetic  and 
hemodynamic  management  of  the 
donor  is  necessary  before  and  dur- 
ing the  procurement  procedure  to 
improve  the  probability  of  obtain- 
ing a satisfactory  organ  for  trans- 
plantation.6 

Tissue  donor  requirements  are 
less  straingent  than  that  of  organ 
donors  in  that  these  procurements 
do  not  require  the  donor  be  “heart 
beating”  and  can  take  place  hours 
following  cessation  of  cardiac  func- 
tion. The  absence  of  systemic  in- 
fection, communicable  disease,  and 
extra-cranial  malignancy  is  neces- 
sary. The  age  of  the  donor  varies 
according  to  the  tissues  donated, 
with  bone  being  from  17-65  and 
eyes,  any  age. 

Organ  Procurement  Techniques 

Presently,  most  organ  procure- 
ment procedures  are  carried  out  in 
the  operating  room  of  the  donor’s 
hospital.  The  general  exception  is 
heart-lung  donation  which  may  re- 
quire transfer  of  the  donor  to  the 
transplant  hospital  where  the  or- 


gans can  be  removed  at  the  same 
time  the  recipient  is  being  pre- 
pared. Kidney  excision  is  now  per- 
formed by  community  physicians 
in  most  regions  of  the  nation, 
whereas  liver,  heart,  and  pancreas 
excisions  are  performed  by  a sur- 
gical member  of  the  receiving  trans- 
plant team. 

The  surgical  technique  or  organ 
procurement  is  usually  dependent 
on  the  number  of  organs  donated. 
A midline  incision  extending  from 
the  sternal  notch  to  the  symphysis 
pubis  allows  adequate  exposure  for 


the  removal  of  all  presently  trans- 
planted organs. 

The  standard  method  of  cadaver 
kidney  procurement  is  an  en-bloc 
removal  of  both  kidneys,  ureters, 
the  abdominal  vena  cava  and  aorta 
(Figure  1).  The  renal  vessels  ini- 
tially remain  attached  to  the  cava 
and  aorta.  Division  of  the  kidneys 
and  vessels  is  performed  on  a back 
table  under  hypothermic  condi- 
tions. 

Liver  procurement  requires  the 
careful  dissection  of  the  common 
bile  duct,  hepatic  and  celiac  arter- 
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Figure  2.  En  bloc  cadaver  donor  liver  preparation  including  the 
intact  arterial  supply,  portal  vein  and  vena  cava  segments  nec- 
essary for  transplantation.  The  liver  is  flushed  with  preservation 
solution  via  the  hepatic  artery  and  portal  vein. 


ies,  with  care  being  taken  to  pre- 
serve any  anomalous  arterial  sup- 
ply, the  portal  vein,  the  inferior  and 
superior  hepatic  vena  cava,  and  the 
liver  (Figure  2).  The  liver  is  initially 
perfused  with  hypothermic  preser- 
vation fluid  through  the  portal  vein 
then  via  the  hepatic  artery.  The  ves- 
sels and  common  bile  duct  are  di- 
vided at  anatomically  strategic 
points,  and  the  liver  is  removed. 
Further  dissection  and  preparation 
of  the  vascular  structures  and  com- 
mon bile  duct  are  performed  on  a 
back  table  under  hypothermic  con- 
ditions. 

Both  total  and  segmental  pan- 
createctomies have  been  used  to 
procure  pancreatic  tissue  for  trans- 
plantation. Segmental  pancreatec- 
tomy requires  transection  of  the 
pancreas  at  its  neck,  with  division 


of  the  splenic  artery  near  the  celiac 
artery  and  the  vein  near  the  portal 
vein.  Total  pancreatectomy  re- 
quires the  removal  of  an  intact  ce- 
liac-hepatic-pancreatic-duodenal 
arterial  arcade,  the  splenoportal  ve- 
nous system,  and  a cuff  of  duo- 
denum containing  the  papilla  of 
vater.  Liver  and  total  pancreas  pro- 
curement cannot  be  performed  to- 
gether. 

Heart  procurement  requires  the 
dissection  of  all  great  vessels  of  the 
heart.  Hypothermic  cardioplegia 
solution  is  infused  retrograde  into 
the  coronary  vessels  through  the 
proximal  aorta  for  core  cooling,  and 
cold  saline  is  placed  in  the  open 
pericardium  for  surface  cooling  of 
the  heart.  All  the  great  vessels  are 
divided  (Figure  3),  and  the  heart  is 
packaged  for  transportation. 


En-bloc  dissection  of  the  heart- 
lung  specimen  requires  mobiliza- 
tion of  the  aorta,  inferior  and  su- 
perior cava,  and  the  trachea.  Total 
donor  hypothermia  is  then  initiated 
using  the  cardio-pulmonary  bypass 
perfusion  machine.  Simultaneously 
with  the  infusion  of  cold  cardiople- 
gia solution  via  the  proximal  aorta, 
the  lungs  are  perfused  by  infusing 
cold  preservation  solution  into  the 
pulmonary  arteries. 

Organ  Preservation 

Two  methods  of  organ  preser- 
vation are  now  used  in  the  clinical 
setting  of  organ  transplantation: 
simple  hypothermic  storage  and 
pulsatile  perfusion.  Simple  hypo- 
thermic preservation  after  a brief 
“flush”  of  the  organ  with  a hypo- 
thermic, hyperosmolar,  high  potas- 
sium, and  low  sodium  perfusate  is 
presently  the  simplest  and  most 
commonly  used  method  for  ca- 
daver renal  preservation.7  Success- 
ful preservation  periods  with  this 
technique  of  up  to  50  plus  hours 
have  been  reported;  however,  the 
average  desired  time  is  24-36  hours. 
Delayed  or  non-function  rates  as  a 
result  of  acute  tubular  necrosis  in- 
crease with  preservation  periods 


Two  methods  of 
organ  preservation  are 
now  used  in  the  clinical 
setting  of  organ 
transplantation:  simple 
hypothermic  storage 
and  pulsatile  perfusion. 


exceeding  24-30  hours.  Liver  pres- 
ervation by  simple  hypothermic 
means  with  Eurocollins  II  solution 
is  limited  to  a maximum  “safe”  pe- 
riod of  8 hours.  Recently,  Belzer8 
has  reported  the  successful  24-hour 
preservation  of  human  livers  using 
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Figure  3.  En  bloc  dissection  of  a cadaver  heart  with  placement  of 
the  aortic  preservation  solution  perfusion  catheter.  The  great  ves- 
sels are  divided  as  the  final  step  in  excision. 


the  University  of  Wisconsin  Pres- 
ervation Fluid.  Cardiac  preservation 
after  cardioplegic  “flush”  is  limited 
to  a period  of  approximately  4 hours 
of  hypothermic  storage  in  the  clin- 
ical setting. 

Continuous  hypothermic  pulsi- 
tile  machine  perfusion,  initially  de- 
veloped by  Belzer  and  associates,9 
using  perfusates  that  are  oxygen- 
ated and  contain  albumin,  electro- 
lytes, and  various  substrates,  has 
successfully  extended  the  preser- 
vation of  human  kidneys  for  pe- 
riods in  excess  of  50  hours.  How- 
ever, this  technique  is  more  costly 
and  complicated  than  simple  hy- 
pothermic storage,  with  no  statis- 
tical evidence  of  improvement  in 
the  quality  of  preservation  under  30 
hours.3  7 Perfusion  preservation  has 
been  studied  experimentally  for 
other  organ  systems,  but  in  general 
this  technique  has  not  improved 
either  the  quality  or  length  of  time 
of  successful  preservation  over  that 
presently  achieved  by  simple  hy- 
pothermia. 


Tissue  Preservation 

Bone  and  skin  may  be  preserved 
at  temperatures  slightly  above 
freezing  when  immediate  use  is 
planned  or  by  cryopreservation 
techniques  for  long-term  preserva- 
tion. Small  bone  segments  can  be 
freeze  dried  and  stored  for  use  “off 
the  shelf.” 

Procurement  and 
Transplantation  Activity  in 
Georgia 

In  the  past  3 years,  566  kidneys, 
1 1 8 hearts , 94  livers , 1 4 pancreases , 
and  4 heart-lungs  have  been  pro- 
cured by  the  state’s  two  organ  pro- 
curement agencies.  As  a result  of 
this  activity,  the  state’s  organ  trans- 
plant programs  have  transplanted 
641  renal,  118  heart,  34  liver,  and 
3 heart-lung  recipients  in  this  pe- 
riod. Despite  these  numbers,  over 
600  Georgians  now  await  cadaver 
kidneys,  50  await  cadaver  hearts, 
and  10  await  cadaver  livers.  The 
waiting  list  will  continue  to  grow  as 
the  rate  of  patients  developing  end- 


stage  organ  disease  will  exceed  the 
present  rate  of  donation.  This  short- 
age need  not  be,  as  there  are  ade- 
quate numbers  of  potential  donors 


in  Georgia  each  year  to  supply  the 
needed  organs.  In  1975,  CDC’s  study 
indicated  that  there  were  a mini- 
mum of  52  excellent  donors  per 
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million  population  in  Georgia  each 
year.2  Thus,  in  1987,  there  were  over 
300  ideal  organ  donors  who  died 
in  Georgia  hospitals.  Potentially  600 
kidneys,  300  hearts,  and  300  livers 
and/or  pancreases  were  available 
last  year.  Unfortunately,  in  1987  only 
110  Georgians  became  organ  do- 
nors. This  discrepancy  is  due  in  part 
to  lack  of  public  education  and  par- 
ticipation, lack  of  physician  sup- 
port, and  lack  of  hospital  partici- 
pation in  the  donor  program. 
Georgia’s  potential  transplant  re- 
cipient needs  will  not  be  met 
through  regional  sharing,  as  the  or- 
gan and  tissue  shortage  is  a na- 
tional problem. 


The  primary 
objective  in  the 
management  of  a 
potential  donor  is  to 
ensure  optimal  function 
of  the  desired  organ  or 
organs  by  maintaining 
hemodynamic  stability 
and  adequate 
ventilation. 


In  1986,  the  Georgia  legislature 
passed  “required  referral”  legisla- 
tion mandating  that  all  hospitals  in 
Georgia  initiate  relationships  with 
the  state’s  organ  and  tissue  pro- 
curement agencies  and  establish 
methods  of  referring  all  potential 
organ  and  tissue  donors  for  con- 
sideration of  donation.  Medicare 
also  requires  that  hospitals  have 
working  agreements  for  cadaver 
donor  referral  with  organ  procure- 
ment programs.  Many,  but  not  all, 
Georgia  hospitals  have  responded 
favorably  to  both  the  state  and  Med- 
icare requirements.  However,  over- 
all physician  support  for  organ  do- 
nation and  public  participation 
continues  to  lag  behind  hospital 
commitment. 


Issues 

For  many  reasons,  improvement 
in  patient  survival  following  organ 
transplantation  has  encouraged  an 
increasing  number  of  tertiary  hos- 
pitals to  establish  organ  transplant 
programs.  During  1987,  approxi- 
mately 11,500  kidney,  liver,  and 
heart  transplants  were  performed  in 
the  transplant  programs  of  224  U.S. 
hospitals.  Despite  these  numbers, 
at  the  end  of  1987,  over  12,000  pa- 
tients awaited  the  availability  of  ca- 
daver organs.  Ninety  percent  of 
these  patients  await  cadaver  kid- 
neys. Of  the  1000-plus  awaiting 
hearts  or  livers,  approximately  one- 
third  will  die  before  suitable  organs 
are  donated.1 

In  general,  the  interest  in  estab- 
lishing organ  transplant  programs 
has  not  been  accompanied  by  an 
equal  interest  in  increasing  organ 
donations.  Thus,  nationally,  the 
number  of  patients  receiving  trans- 
plants has  not  proportionately  in- 
creased in  relation  to  the  growing 
number  of  transplant  programs.  In 
1987,  only  10-14%  of  the  estimated 
23,000  brain  deaths  in  the  United 
States  resulted  in  organ  or  tissue 
donations.1  Therefore,  the  supply  of 
organs  and  tissues,  not  transplant 
facilities,  continues  to  be  the  major 
limiting  factor  in  the  clinical  use  of 
transplantation  to  improve  or  ex- 
tend life. 

The  present  shortage  of  cadaver 
organs  has  resulted  in  passionate 
pleas  for  donation  through  the  news 
media  instigated  by  the  families  of 
those  in  critical  need.  As  these  pub- 
licized pleas  were  specifically  an- 
swered, less  fortunate  individuals 
awaiting  cadaver  organs  inspired 
“investigative  reporters”  and  many 
legislators  to  assume  the  absence 
of  a fair  and  equitable  system  for 
organ  distribution.  In  1986,  a Task 
Force  on  Organ  Transplantation  ap- 
pointed by  Congress  to  study  na- 
tional procurement  and  transplant 
needs  issued  a report10  which  in- 
cluded the  following  recommen- 
dations: (1)  required  request  leg- 
islation to  mandate  that  all  potential 
donor  families  be  offered  the  op- 
portunity to  donate  in  all  50  states; 
(2)  a national  organ  sharing  net- 
work be  established;  (3)  equitable 


access  of  all  patients  to  transplan- 
tation through  federal  funding  of 
transplant  procedures  be  assured; 
(4)  prohibit  commercialization  in 
the  distribution  of  organs;  and  (5) 
limit  the  current  wave  of  expansion 
of  transplant  centers. 

Several  issues  addressed  by  these 
recommendations  have  been  acted 
upon  in  part,  while  others,  such  as 
equitable  access  through  federal 
funding,  remain  unresolved.  UNOS 
was  awaraded  the  federal  govern- 
ment contract  to  establish  criteria 
for  approving  organ  transplant  cen- 
ters that  receive  federal  funds  and 
devising  a fair  and  equitable  organ 
sharing  system.  This  Agency  is 
presently  struggling  with  the  many 
complex  local,  regional,  and  na- 
tional issues  in  organ  procurement 


Through  the  United 
Network  for  Organ 
Sharing,  these  (2 
Georgia)  programs 
maintain  local  and 
national  cadaver 
recipient  waiting  lists 
and  assist  the 
transplant  centers  in 
identifying  suitable 
recipients  for  available 
organs. 


and  distribution  brought  about  by 
area  need  and  competitive  demand 
for  these  limited  donor  resources. 

Legal  concerns  pertaining  to  do- 
nation remain  an  obstacle  for  many 
hospitals  and  physicians.  The  fed- 
eral and  Georgia  Uniform  Anatom- 
ical Gift  Acts  were  passed  to  alle- 
viate many  of  these  concerns,  but 
doubt  still  lingers.  Although  several 
courts  have  upheld  the  diagnosis  of 
death  based  on  brain  death  criteria, 
the  acceptance  of  the  concept  of 
“brain  death”  remains  a debated  is- 
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Medical  College  of  Georgia  Eye  Bank  (800)223-6005 
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Bum  Foundation  Tissue  Bank  (800)223-6005 

Augusta,  Georgia 
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sue.  Required  request  legislation  for 
organ  donation  has  not  been  gen- 
erally well  received  by  hospitals  or 
medical  communities  (Georgia  re- 
quires only  referral). 

Lack  of  public  understanding  and 
participation  in  the  organ  donor 
program  remains  a major  limiting 
factor  to  increasing  organ  dona- 
tion. A recent  survey  conducted  by 
the  Georgia  Chapter  of  the  Public 
Relations  Society  of  America  re- 
vealed that  83%  of  the  Georgians 
were  aware  of  organ  donation,  and 
60%  agreed  with  the  concept  of 
brain  death.  Twenty-five  percent 
claimed  to  be  organ  donors  and  to 
have  signed  organ  donor  cards.  Of 
those  surveyed  who  had  made  no 
such  decision  (non-donors),  44% 
indicated  they  might  consider  being 
an  organ  donor  at  the  time  of  their 
death,  whereas  50%  indicated  they 
would  not  be  donors.  Fifty-two  per- 
cent of  all  Georgians  surveyed  in- 
dicated that  they  would  likely  give 
permission  for  the  donation  of  a 
family  member’s  organs.  Twenty- 
five  percent  of  those  surveyed  in- 
dicated they  did  not  know  how  to 
become  a donor,  and  50%  indi- 
cated they  did  not  have  enough  in- 
formation about  organ  donation  to 
make  a decision.  Forty  percent  of 
the  surveyed  group  indicated  they 
felt  their  doctor  would  be  their  pre- 
fered  source  for  information  about 
donation,  and  21%  would  turn  to 
their  local  hospitals.  Fifty  percent 
of  those  surveyed  felt  that  hospitals 
should  be  required  by  law  to  ask 
families  of  dead  or  dying  patients 
to  donate  those  patient’s  organs. 
While  this  survey  indicated  most 
Georgians  are  aware  of  transplan- 
tation and  organ  donation,  the  ma- 
jority of  responses  indicated  a need 
for  more  information  and  a large 
percentage  who  did  not  wish  to  be 
donors.  Thus,  there  is  an  obvious 
need  in  Georgia  for  increased  ef- 
forts in  public  education  to  improve 
participation  in  the  donor  program. 

A survey  of  5000  Georgia  physi- 
cians was  attempted,  with  a re- 
sponse rate  of  only  12%.  The  ma- 
jority responding  (88%)  were  aware 
of  the  critical  need  for  donor  organs 
and  tissues.  Of  these  physicians, 
75%  had  positive  attitudes  toward 


personal  donation,  62%  indicated 
they  had  discussed  organ  donation 
with  their  families,  and  84%  felt  that 
organ  donation  should  be  sug- 
gested to  every  family  member  of  a 
potential  donor.  Unfortunately,  only 
54%  of  responding  physicians  in- 
dicated they  knew  how  to  contact 
a donor  agency.  Approximately  30% 
felt  they  were  not  legally  protected 
from  lawsuits  arising  from  the  do- 
nation process.  Of  interest,  spe- 
cialists in  family  practice  and  in- 
ternal medicine  showed  the  highest 
level  of  interest  in  the  donor  pro- 
gram and  willingness  to  inform  their 
patients. 

Summary 

Advancements  in  surgical  tech- 
niques and  immunosuppression 
therapies  have  increased  the  suc- 
cess of  organ  and  tissue  transplan- 
tation. Such  procedures  as  corneal, 
bone,  kidney,  liver,  and  heart  trans- 
plants are  now  clinically  accept- 
able methods  of  replacing  injured, 
diseased  or  “worn-out”  tissues  to 
improve  and/or  extend  patients’ 
lives.  During  the  past  3 years,  the 
transplant  facilities  and  procure- 
ment organizations  in  this  state  have 


expanded  their  activity  in  an  at- 
tempt to  meet  the  growing  need  of 
Georgia  patients  for  their  services. 
Unfortunately,  the  ability  to  in- 
crease the  number  of  transplants 
performed  remains  limited  by  the 
availability  of  donor  organs  and  tis- 
sues. Improvement  in  the  present 
supply  of  organs  and  tissues  will 
require  greater  participation  of  both 
the  public  and  physicians  in  en- 
couraging donation  at  the  time  of 
death.  Until  widespread  participa- 
tion in  the  donor  program  occurs, 
Georgians  will  continue  to  wait  in- 
creasing periods  of  time  for  gifts  of 
sight,  rehabilitation,  or  life  through 
organ  and  tissue  transplantation. 
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What  will  you  tell 
her  about  screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a pro- 
gram launched  by  the  American  Cancer 
Society  and  the  American  College  of  Radi- 
ology and  they  may  come  to  you  with 
questions.  What  will  you  tell  them9 

We  hope  you'll  encourage  them  to 
have  a screening  mammogram,  because 
that,  along  with  your  regular  breast  exam- 
inations and  their  monthly  self  examina- 
tions, offers  the  best  chance  of  early  detec- 
tion of  breast  cancer,  a disease  which  will 
strike  one  woman  in  10. 

If  you  have  questions  about  breast 
cancer  detection  for  asymptomatic 
women,  please  contact  us. 


AMERICAN 
4?  CANCER 
? SOCIETY 


Professional  Education  Dept. 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 
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Georgia’s  Two  Organ 
Procurement  Programs 
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James  J.  Wynn,  M.D.,  P.  Allen  Bowen,  II,  M.D. 


Introduction 

Twenty  years  ago,  William  van 
Burren  was  given  a heart  trans- 
plant. Today,  he  plays  with  his 
grandchildren.12  It  has  been  20 
years  since  brain  death  was  defined3 
and  neurosurgeons  were  first  en- 
couraged to  begin  asking  families 
to  donate  organs.3  4 And  2 decades 
have  passed  since  organ  procure- 
ment programs  were  initiated  in  Au- 
gusta and  Atlanta.  These  two  pro- 
grams, now  called  the  Medical 
College  of  Georgia  Organ  Procure- 
ment Program  and  LifeLink  of  Geor- 
gia were  given  formal  and  legal  ap- 
proval as  the  organ  procurement 
programs  for  Georgia  in  March, 
1988,  by  the  Health  Care  Financing 
Administration  (HCFA).5 

Successful  heart  and  liver  trans- 
plantation was  greatly  enhanced  5 
years  ago  with  the  advent  of  the  new 
immunosuppressant,  cyclospor- 
ine.6 To  illustrate  this  point,  there 
have  been  no  deaths  within  the  first 
post-operative  month  out  of  the  first 
106  heart  transplants  performed  in 
Atlanta  by  Murphy  and  his  associ- 
ates.7 The  liver  transplant  team  at 


In  Georgia,  the 
northwest  service  area 
was  formally  awarded 
to  LifeLink  of  Georgia 
(404-872-1782  or  800- 
544-6667)  and  the 
southeast  service  area 
to  the  Medical  College 
of  Georgia  Organ 
Procurement  Program 
(404-721-3893  or  800- 
222-6005). 


Emory  University  has  performed  44 
liver  transplants.  There  have  been 
four  persons  in  Georgia  to  receive 
combined  heart-lung  transplants, 
and  one  California  man  with  such 
has  resumed  construction  work  and 
scuba  diving.8  Heart  recipients  can 
expect  80%  function  for  1 year  and 
78%  for  5 years;  liver  recipients  can 
expect  70%  function  at  1 and  68% 
function  at  5 years.6  Persons  await- 


The  authors  are  from  the  Departments  of  Surgery 
and  Medicine  of  the  Medical  College  of  Georgia 
Hospital.  Send  reprint  requests  to  Dr.  Humphries 
at  the  Department  of  Surgery,  Medical  College  of 
Georgia,  Augusta,  GA  30912-4090. 


ing  such  transplants,  however,  are 
often  critically  ill;  many  die  during 
the  waiting  interval.  Of  the  20,000 
to  30,000  potential  organ  donors 
each  year,  only  4,000  to  5,000  be- 
come actual  donors. 

In  response  to  the  lower  cost  of 
successful  renal  transplantation  in 
comparison  to  chronic  dialysis  and 
in  recognition  of  the  shortage  of  do- 
nor organs,  the  U.S.  Congress  in 
1976  directed  the  Centers  for  Dis- 
ease Control  to  study  and  encour- 
age organ  procurement;  seed 
money  for  additional  personnel  was 
allocated  to  procurement  programs 
in  Kansas  City,  Atlanta,  and  Au- 
gusta. Hospital  audits  revealed  that 
there  were  many  more  potential  do- 
nors than  had  been  thought.9  Organ 
procurement  programs  and  trans- 
plantation programs  have  ex- 
panded greatly  over  the  decade 
since  that  pilot  study,  but  donor  uti- 
lization remains  woefully  low.10'11 

Clearly,  for  a potential  donor  to 
become  an  actual  donor,  the  at- 
tending physician  or  his/her  desig- 
nee must  request  permission  for 
donation  from  the  potential  donor’s 
next-of-kin.  This  is  the  most  diffi- 
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cult  step  in  the  entire  procurement 
process,  but  without  the  support  of 
the  physician,  donation  is  very  un- 
likely to  occur.  To  make  certain 
physicians  at  a symposium  in  Phil- 
adelphia realized  how  much  he 
wanted  to  find  a liver  donor  for  his 
child,  the  child’s  father  stood  on  the 
stage  and  pleaded  with  them  di- 
rectly. A donor  was  found,  and  the 
transplant  was  successfully  accom- 
plished at  the  University  of  Minne- 
sota. In  another  child’s  behalf,  Pres- 
ident Reagan  spoke  on  television. 
Less  dramatic  stories  are  told  daily 
by  the  news  media.  As  a conse- 
quence, there  are  now  state  and  na- 
tional regulations  requiring  hospi- 
tals to  identify  potential  donors  and 
offer  their  families  the  option  of  do- 
nation. Organ  procurement  pro- 
grams regularly  strive  to  increase 
public  awareness  of  the  need  for 
organ  donation.  There  remains, 
however,  a chronic  shortage  of  do- 
nor organs.  In  the  United  States 
there  are  about  16,000  persons 
waiting  for  kidneys  or  for  other  or- 
gans. In  1984,  a national  task  force,12 
chaired  by  transplant  surgeon  Olga 
Jonasson,  M.D.,  was  appointed  by 
the  U.S.  Congress.  It  emphasized 
that  the  attending  physician  too  fre- 
quently did  not  ask  the  family  to 
donate  organs. 

The  Dilemma  of  the 
Neurosurgeon 

Although  one  neurosurgeon13' 14 
editorialized  about  the  neurosur- 
geon’s responsibility  for  organ  pro- 
curement, not  every  neurosurgeon 
has  been  comfortable  serving  as  a 
“double  agent.” 

Dr.  Richard  G.  Nilges,4  as  he  ap- 
proached retirement,  described  his 
years  as  a neurosurgeon.  He  had 
worked  hard  and  learned  to  per- 
severe despite  his  inability  to  save 
every  patient  with  brain  injury.  Dr. 
Nilges  wrote  that  he,  “had  no 
qualms.”  But  in  1968,  a definition 
of  brain  death  was  promulgated  by 
an  ad  hoc  committee  at  Harvard 
University  chaired  by  Henry  K. 
Beecher,  M.D.,  Chief  of  Anesthe- 
siology at  Massachusetts  General 
Hospital.3' 14  The  criteria  were  de- 
signed to  permit  cessation  of  ven- 


tilator support  of  brain  dead  per- 
sons, but  were  also  helpful  to  those 
transplant  surgeons  seeking  trans- 
plantable organs  from  “heart-beat- 
ing cadavers.”15 


UNOS  is  the 
federally  designated 
national  organ 
procurement  and 
transplantation  network 
responsible  for 
ensuring  the  equitable 
distribution  of  donor 
organs.  . . . 


Since  1968,  Dr.  Nilges  and  many 
other  neurosurgeons  have  felt  pres- 
sure — never  subtle  and  not  always 
gentle  — to  consider  the  brain  dead 
patient  as  a potential  organ  donor. 
They  experienced  anxiety  because 
of  the  potential  conflict  of  interest. 
The  dilemma  might  not  be  severe 
in  the  case  of  a person  who  has  just 
shot  himself  in  the  head,  although 
even  here  the  neurosurgeon  feels 
awkward  because  he  is  probably 
meeting  the  family  for  the  first  time. 
In  the  case  of  a 10-year-old  girl  on 
whom  he  operated  3 days  ago,  but 
whose  brain  has  continued  to  swell 
and  deteriorate,  the  neurosurgeon’s 
commitment  is  total.  His  first  charge 
is  to  help  the  patient  and  his  sec- 
ond is  to  prepare  the  family  for  the 
worst  and  provide  them  emotional 
and  physical  comfort.  A distant  third 
charge  is  to  make  a decision  re- 
garding a request  for  organ  dona- 
tion. He  wants  to  give  the  family 
time  to  go  through  the  grieving 
process,  but  he  knows  that  the 
sooner  he  acts,  the  more  viable  the 
organs  will  still  be.  He  must  deter- 
mine when  brain  death  occurs;16' 17 
and  usually  a second  physician,  in 
a thankless  and  unrewarding  task, 
must  concur.18 

Now  the  primary  physician  must 
speak  to  the  family  again,  hoping 


that  thoughts  about  organ  donation 
will  not  aggravate  their  grief.  He  may 
want  someone  else  to  ask  permis- 
sion from  the  family.  Some  hospi- 
tals have  a designated  person  who 
makes  the  request  — a person  who 
is  knowledgeable  and  caring  (e.g. , 
the  hospital  chaplain).  A procure- 
ment coordinator  will  always  be 
willing  to  participate,  but  procure- 
ment is  regional  and  the  coordi- 
nator might  have  to  come  from 
some  distance.  When  permission  is 
granted,  the  coordinator’s  formal 
role  is  initiated.  The  physician  with 
prior  concern  regarding  cerebral 
edema  will  have  limited  intrave- 
nous fluid  administration;  the  pro- 
curement team  will  recommend  in- 
creased fluids  to  enhance  kidney 
function.  Hours  might  pass  before 
all  of  the  surgical  teams  are  able  to 
remove  the  organs  and/or  tissues. 

Hopefully,  the  family  who  denies 
donation  will  not  have  remorse  and 
guilt  added  to  their  sorrow.  The 
family  who  permits  donation  fre- 
quently has  a positive  feeling19 
which  helps  to  lessen  their  grief. 


The  Procurement 
Coordinator’s  Roles 


When  organ  donation  is  being 
considered,  the  procurement  co- 
ordinator affiliated  with  the  pro- 
gram with  which  the  hospital  works 
should  be  contacted.  Often  the  in- 
itial contact  should  be  made  before 
consent  for  donation  is  requested, 
in  order  to  resolve  any  uncertainty 
about  suitability  for  donation  (Ta- 
ble 1).  The  designated  service  areas 
for  the  Medical  College  of  Georgia 
Organ  Procurement  Program  and 
LifeLink  of  Georgia  are  illustrated 
in  Figure  1;  LifeLink  personnel  may 
be  reached  at  (404)872-1782  or 
(800)544-6667;  the  MCG  Program’s 
numbers  are  (404)721-3893  or 


(800)222-6005. 

The  coordinator  is  a paramedical 
specialist  who  combines  the  skills 
of  a psychologist,  administrator,  and 
critical  care  nurse.15  His  or  her  first 
role  is  to  educate  physicians, 
nurses,  hospital  personnel,  and  the 
public.15  The  coordinator  makes 
speeches,  conducts  seminars,  and 
visits  hospitals  for  educational  and 


Medical  College  of  Georgia 

Organ  Procurement 
Program 

Potential  Donor  Referral: 

(24  hour  numbers) 

404-721-3893  - in  Augusta  area 
912-234-2213  - in  Savannah  area 
912-333-5348  - in  Valdosta  Area 
912-228-2000  - in  Thomasville  Area 
1-800-222-6005  - Toll  Free  (if  outside  the  above  areas) 

ORGAN  & TISSUE  DONOR  CRITERIA  CHART: 
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No 

No 

No 
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Lung 

specific 
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Liver 
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No 
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EVERY  DEATH  IS  A POTENTIAL  ORGAN  &/OR 

TISSUE  DONOR. 

Please  work  with  the  Organ  & Tissue  Donor 
Programs  in  your  area. 
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coordinating  sessions.  The  coor- 
dinator has  another  role,  that  of 
transplant  surgeons’  associate. 
When  there  is  a donor,  he  or  she 
confirms  the  donor’s  suitability,  may 
assist  in  the  management  of  the  do- 
nor, and  arranges  appropriate 
placement  of  the  donor  organs.20 
Surgical  procurement  teams  from 
the  local  hospital  or  transplant  pro- 
gram and  teams  from  the  heart  and/ 
or  liver  transplant  programs  jointly 
perform  the  donor  operation.21  The 
coordinator  assists  with  surgical 
and  administrative  procedures. 

Organs  are  allocated  by  a point 
system  devised  by  Dr.  Thomas 
Starzl22  of  Pittsburgh,  Pennsylvania, 
and  modified  by  the  United  Net- 
work for  Organ  Sharing  (UNOS).23 
(UNOS  is  the  federally  designated 
national  organ  procurement  and 
transplantation  network  responsi- 
ble for  ensuring  the  equitable  dis- 
tribution of  donor  organs  as  spelled 
out  in  its  by-laws.)  Factors  consid- 
ered include  urgency,  time  on  wait- 
ing list,  distance  involved,  and  his- 
tocompatibility match.6  Depending 
on  the  circumstances,  organs  may 
be  used  for  recipients  in  the  local 
area  or  may  be  shared  between 
transplant  programs.23 

Although  organ  wastage  is  very 
low,  there  remain  some  difficulties 
with  the  current  sharing  systems. 
The  computerized  waiting  lists  are 
not  always  current,  and  phone  con- 
tact with  several  transplant  centers 
is  often  required  for  successful 
placement  of  extrarenal  organs. 
Unfortunately,  some  hearts  and 
lungs  cannot  be  used  because  re- 
cipients of  suitable  size  and  blood 
type  are  not  available.24 


Recent  Legislation 

On  July  1,  1987,  “required  re- 
quest” legislation,  passed  the  pre- 
vious year  by  the  Georgia  General 
Assembly,  went  into  effect.25  Simi- 
lar legislation  has  been  adopted  by 
42  other  states  and  the  District  of 
Columbia,  and  federal  regulations 
mandate  similar  programs  nation- 
wide.2627 This  law  and  its  regula- 
tions were  designed  to  increase  the 
number  of  donors  and  make  it  eas- 


Without  the  support 
of  the  physician,  organ 
donation  is  very 
unlikely  to  occur. 


ier  for  the  physician  to  discuss  or- 
gan or  tissue  donation  with  the  fam- 
ilies of  potential  donors.  For  every 
hospitalized  patient  who  is  about 
to  die  or  has  died,  and  whose  or- 
gans or  tissues  are  suitable  (Table 
1),  someone  must  approach  the 
family  for  permission  for  donation. 
Procurement  coordinators  are 
available  for  phone  or  on-site  con- 
sultation to  assist  in  determining 
whether  the  potential  donor  is  med- 
ically suitable.  Obviously,  medical 
suitability  should  be  ascertained 
prior  to  approaching  the  family  for 
permission.  When  a medically  suit- 
able donor  is  identified,  it  is  the 
responsibility  of  the  physician  or  a 
designated  hospital  representative 
to  approach  the  family  and  offer 
them  the  option  of  donation.  The 
decision  made  by  the  family  must 
be  noted  in  the  patient’s  record,  as 
well  as  in  the  Anatomical  Gift  Log. 
The  Joint  Commission  on  the  Ac- 
creditation of  Health  Care  Organi- 
zations (JCAHO)28  has  passed 
guidelines  requiring  hospitals  to 
have  organ  and  tissue  donor  poli- 
cies in  effect.  The  Sixth  Omnibus 
Reconciliation  Act29  of  1986  also  re- 
quires that  hospitals  have  such  pol- 
icies in  order  to  receive  Medicare 
and  Medicaid  reimbursements. 

Each  hospital  in  Georgia  has  been 
required  by  HCFA29  to  affiliate  with 
one  or  the  other  organ  procurement 
programs;  for  practical  reasons, 
most  have  contracted  with  and  will 
refer  donors  to  the  program  in  their 
service  area  (Figure  1).  The  north- 
west service  area  was  formally 
awarded  to  LifeLink  of  Georgia 
(previously  called  the  Atlanta  [then 
Georgia]  Regional  Organ  Procure- 
ment Program)  by  HCFA5  in  March, 
1988,  and  the  southeast  service  area 
to  the  Medical  College  of  Georgia 
Organ  Procurement  Program.29  Each 
procurement  program  is,  and  must 


be,  a member  of  UNOS.30  The  Amer- 
ican Society  of  Transplant  Surgeons 
will  publish  soon  its  guidelines  and 
recommendations.31 

All  costs,  from  the  time  the  pa- 
tient is  referred  as  a potential  donor 
(including  fees  from  a cardiologist 
or  other  consultant) , whether  or  not 
the  donation  is  ever  consummated, 
are  paid  by  the  procurement  pro- 
gram. The  program  is  reimbursed 
by  a system  which  places  an  “ac- 
quisition cost”  for  any  organ  used 
onto  the  recipient’s  medical  bill. 
This  bill  will  be  paid  by  a third  party, 
a commercial  insurance  company 
or  Medicare.15  Medicare  will  pay 
only  if  the  organs  and  tissues  are 
transplanted  by  hospitals  that  meet 
its  requirements.  Medicare  pays  for 
most  kidney  transplants  and  for 
some  liver  and  heart  transplants  un- 
der very  specific  circumstances.  The 
sale  or  purchase  of  organs  or  tis- 
sues is  prohibited  by  federal12  as 
well  as  state  legislation.  Procure- 
ment programs,  whether  hospital- 
based  or  independent,  are  non- 
profit organizations. 

These  expanded  procurement 
activities  have  been  effective.33  In 
the  past  6 months,  there  have  been 
multiple  organ  and  tissue  donors 
(heart,  liver,  kidneys,  eyes,  bone, 
and  skin)  in  cities  in  Georgia  in- 
cluding Fitzgerald,  Thomasville, 
Brunswick,  and  Valdosta.  There 
have  been  many  more  donations  of 
tissues  — eyes,34  35  skin,36  bone 
marrow,  bones,  joints,  fascia,  dura, 
pericardium,  and  heart  valves37  — 


The  physician  with 
prior  concern  regarding 
cerebral  edema  will 
have  limited 
intravenous  fluid 
administration;  the 
procurement  team  will 
recommend  increased 
fluids  to  enhance 
kidney  function. 
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When  a medically 
suitable  donor  is 
identified,  it  is  the 
responsibility  of  the 
physician  or  a 
designated  hospital 
representative  to 
approach  the  family 
and  offer  them  the 
option  of  donation. 


than  in  previous  years.  As  trans- 
plants become  increasingly  suc- 
cessful, the  donor’s  family  should 
become  even  more  gratified. 
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Health  Care  in  Juvenile  Justice 
Facilities  in  Georgia 

Bethanne  Jenks,  M.D.,  Victor  Polizos,  M.D.,  Edward  Gotlieb,  M.D. 


Introduction 

The  American  Medical  Associa- 
tion began  to  establish  stand- 
ards for  health  care  in  juvenile  and 
adult  correctional  facilities  in  1972. 
Private  physicians  in  Georgia  were 
involved  in  drafting  these  initial 
guidelines.  In  the  past  15  years, 
however,  there  has  been  minimal 
interaction  between  the  private  and 
public  sectors  in  planning  health 
care  in  juvenile  justice  facilities. 

In  1987,  there  were  21  short-term, 
regional  youth  detention  centers  in 
Georgia  (20  are  state-operated;  one 
is  operated  by  Fulton  County  and  is 
partially  state  subsidized) . There  are 
four  long-term  centers,  Youth  De- 
velopment Centers,  for  youths  re- 
quiring institutionalization.  All  24 
state  centers  are  under  the  Division 
of  Youth  Services  (DYS)  of  the  De- 
partment of  Human  Resources. 
During  FY87, 25,600  youths  in  Geor- 
gia aged  7 to  1 6 years  were  involved 
with  court  services.  Of  these,  12,224 
were  held  in  detention  for  a period 
of  weeks  in  the  Regional  Youth  De- 
velopment Centers  (RYDCs).  Only 
1,792  required  long-term  institu- 
tional placement  in  the  Youth  De- 
velopment Centers  (YDCs).  Georgia 
has  made  steady  progress  over  the 
past  10  years  in  de-institutionaliz- 
ing  over  half  the  committed  youth 


In  1987,  a group  of 
pediatricians, 
representing  the 
Committee  on 
Adolescents  of  the 
Georgia  Chapter, 
American  Academy  of 
Pediatrics,  approached 
the  Division  of  Youth 
Services  to  inquire 
about  advocacy  needs 
for  children  in 
detention. 


to  “alternative  placements”  such  as 
group  homes  and  community  treat- 
ment centers. 

The  20  state-operated  juvenile 
detention  centers  are  administered 
in  eight  regions.  Each  RYDC  serves 
a specific  geographic  area  of  the 
state  and  provides  supervision  while 
the  youth  awaits  disposition  of  his/ 
her  juvenile  court  case.  There  is  not 
an  exact  correlation  between  court 
circuits,  RYDC  catchment  areas,  and 


Drs.  Jenks,  Polizos,  and  Gotlieb  practice  pediat- 
rics. Send  reprint  requests  to  Dr.  Jenks  at  878  Art- 
wood  Rd.,  Atlanta,  GA  30307. 


county  health  departments.  Rela- 
tionships between  juvenile  centers 
and  physician-providers,  health  de- 
partments and  local  hospitals  are 
diverse,  varying  substantially  across 
the  state.  There  is  at  the  present 
time  no  statewide  medical  director 
or  system-wide  coordination  of 
health  care  for  the  Division  of  Youth 
Services. 


Survey  of  Needs 

In  1987,  a group  of  pediatricians, 
representing  the  Committee  on  Ad- 
olescents of  the  Georgia  Chapter, 
American  Academy  of  Pediatrics, 
approached  the  Division  of  Youth 
Services  to  inquire  about  advocacy 
needs  for  children  in  detention.  The 
concern  was  timely,  because  DYS 
was  recognizing  that  medical  care 
was  a major  barrier  in  its  effort  to 
have  Georgia  facilities  meet  ac- 
creditation standards  of  the  Amer- 
ican Correctional  Association 
(ACA). 

Methods 

A questionnaire,  designed  by  the 
American  Academy  of  Pediatrics, 
was  circulated  to  directors  of  the 
25  facilities.  The  purpose  was  to 
determine  the  level  of  compliance 
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TABLE  1 — Levels  of  On-Site  Medical  Staffing  in  Georgia’s  Juvenile  Justice  Facilities 


Facility 

Total  Served 
1986 

1987 

Average  ’ 87 
Daily  Census 

Sick  Call 
Days/Week 

Med.  Staff 
HrsIWeek 

RYDCs: 

Albany 

522 

537 

26 

1 

3 

Athens 

377 

393 

21 

1 

2 

Augusta 

976 

901 

19 

1 

1 

Blakely 

308 

281 

20 

0* 

0 

Claxtont 

— 

193 

21 

1 

3-4 

Clayton 

562 

608 

26 

1 

2-3 

Columbus 

712 

687 

25 

1 

2 

Dalton 

679 

584 

26 

1 

1 

DeKalbt 

— 

488 

40 

2 

Eastman 

451 

478 

19 

2 

2 

Gainesville 

741 

693 

25 

1 

2 

Griffin 

592 

662 

26 

1 

— 

Lawrenceville 

801 

875 

30 

1 

4 

Macon 

794 

795 

29 

2 

6 

Marietta 

1211 

1232 

42 

1 

2 

Rome 

717 

671 

28 

1 

— 

Sandersville 

400 

368 

20 

1 

2 

Savannah 

1595 

1570 

41 

1-2 

3Vz 

Thomasvillet 

— 

26 

9t 

0* 

0 

Waycross 

653 

670 

25 

every  other 

— 

Fulton? 

2000  + 

week* 

3-4 

9-10 

* Not  in  compliance  with  ACA  minimum  standards 
t Claxton,  Thomasville,  and  DeKalb  opened  in  1987 
I Fulton  is  a county-operated  facility 


with  ACA  standards  and  to  identify 
common  problem  areas  among  the 
centers.  An  additional  set  of  ques- 
tions focused  on  minimal  stand- 
ards for  medical  screening  proce- 
dures, financial  planning  for 
medical  care,  and  local  priorities 
for  equipment  and  services. 

The  response  was  brisk,  with 
100%  reply  within  1 month,  due  to 
endorsement  by  leading  DYS  ad- 
ministrators. In  examining  the  data, 
however,  it  became  evident  that 
there  had  been  no  physician  in- 
volvement in  answering  the  ques- 
tionnaire. It  had  been  completed  by 
21  lay  administrators  and  three 
nurses.  Since  one  key  element  in 
meeting  accreditation  standards  is 
accountability  and  responsibility  of 
a physician,  a supplemental  poll  of 
the  25  physicians  who  work  in  the 
juvenile  facilities  was  then  con- 
ducted. 

Results 

ACA  standards  stipulate  that  a 
youth  should  have  a complete 


health  appraisal  (including  review 
of  past  medical  records,  physical 
examination,  and  laboratory  stud- 
ies) if  he  or  she  remains  longer  than 
7 days;  a mental  health  appraisal  is 
required  within  30  days.  In  addi- 
tion, sick  call  for  non-emergencies 
should  be  held  at  least  once  a week 
for  facilities  holding  less  than  50 
residents,  at  least  twice  a week  for 
those  with  50-200  census.  The  data 
for  on-site  presence  of  medical  staff 
performing  initial  health  appraisal 
and  sick  call  (updated  to  1987)  are 
presented  in  Table  1. 

Discussion 

Overall,  the  survey  revealed  that 
the  Division  of  Youth  Services  has 
an  inadequate,  fragmented  system 
of  medical  care  in  its  24  facilities. 
Beyond  the  baseline  of  sick  call,  the 
facilities’  staff  have  frequent  diffi- 
culty in  having  medically  untrained 
workers  define  which  situations  are 
emergencies.  Inappropriate  use  of 
hospital  emergency  rooms  occurs 


often,  because  of  inadequate  avail- 
ability of  on-site  medical  staff  and 
liability  concerns  of  administrators. 
These  off-site  trips  incur  such  hid- 
den costs  as  staff  time  for  personnel 
to  transport  and  accompany  the 
child,  time  which  takes  them  from 
other  supervisory  and  counseling 
duties.  These  trips  sometimes  in- 
volve overtime  due  to  long  waits  at 
the  emergency  room.  Moreover, 
there  is  always  the  security  risk  of 
runaways  in  these  instances. 

Medical  care  for  female  youths 
exemplifies  the  problem  of  non- 
standardized  screening  in  the  Geor- 
gia system.  Currently,  only  syphilis 
and  tuberculin  testing  are  offered 
in  the  RYDCs  with  any  uniformity. 
Gonorrhea  and  pregnancy  tests 
were  only  reported  as  routine  at 
seven  centers.  Several  of  the  phy- 
sicians reported  feeling  unprepared 
in  terms  of  available  time  and 
equipment,  and  at  times  uncom- 
fortable, in  doing  adequate  pelvic 
examinations  in  this  high-risk  pop- 
ulation. 
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The  lack  of  financial  resources  is 
critical.  There  is  no  standard  allot- 
ment for  medical  expenses  in  the 
RYDCs.  (In  contrast,  adult  correc- 
tion allots  10%  of  its  total  prison 
budget  for  medical  care,  which  av- 
erages $1600  per  inmate  annually.) 
Several  other  states  currently  budget 
in  the  $1500-2000  range  for  juve- 
niles. In  contrast  to  an  older  pop- 
ulation, a juvenile  population  is 
more  active,  has  a greater  turnover, 
and  is  susceptible  to  more  pre- 
ventable medical  conditions.  Most 
RYDCs  have  funds  to  contract  with 
private  physicians  for  basic  physi- 
cal examinations  and  sick  call, 
however,  any  hospitalization  (e.g., 
broken  femur,  appendicitis,  tubal 
pregnancy,  diabetic  acidosis)  is  an 
unplanned  expense  which  can  cre- 
ate chaos  in  the  RYDC’s  operating 
budget.  Money  for  prescriptions  and 
emergency  room  visits  comes  out 
of  the  general  operating  account. 
Policy  requires  parents  to  pay  for 
non-committed  youth,  and  DYS  at- 
tempts to  have  parents  pay  for 
emergency  and  elective  medical 
care  for  committed  youth.  The  sur- 
vey indicated,  however,  an  actual 
collection  rate  of  less  than  5%  in 
all  but  three  centers.  Medical  spe- 
cialists who  provide  consulting 
services  often  do  not  bill,  some  are 
not  paid,  and  many  assume  this 
work  is  a charity.  It  was  impossible 
to  get  retroactive  data  on  quarterly 
medical  expenses.  This  lack  of  con- 
sistent recordkeeping  renders  it  dif- 
ficult to  prospectively  plan  a health 
budget. 

Medical  personnel  involved  with 
Youth  Services  have  a significant 
turnover  and  varying  morale.  The 
level  of  involvement  ranges  from 
enthusiastic  to  perfunctory.  A core 
few  are  dedicated,  competent  phy- 
sicians and  staff,  willing  to  make  a 
“house  call”  to  the  RYDC  in  a spirit 
of  community  service,  supervising 
and  communicating  effectively  with 
nurses  and  other  staff,  despite  ob- 
vious restrictions  on  time  and  funds. 
The  majority,  however,  are  part-time 
contractors  who  can  spare  minimal 
investment  in  time  or  energy  and 
who  see  little  hope  of  giving  com- 
prehensive care. 


Statewide,  the  20  RYDCs  are  ex- 
pected to  provide  24-hour  care  for 
an  average  daily  census  of  508  de- 
linquent youths  with  no  on-site 
medical  service  capability.  Be- 
cause of  the  above  constraints, 
some  youths  who  become  ill  or  in- 
jured are  simply  discharged  from 
the  facility  to  the  care  of  their  par- 
ents or  other  guardian.  ACA  stand- 
ards specify  that  health  care  serv- 
ices for  institutions  must  be  under 
the  guidance  of  a single  responsi- 
ble physician.  Over  50%  of  the 
RYDCs  do  have  a physician  desig- 
nated and  paid  for  regular  visits,  yet 
the  majority  do  not  yet  have  anyone 
responsible  for  arranging  24-hour 
coverage.  The  AAP  survey  found  that 
18  of  the  21  detention  facilities  had 
sick  call  at  least  once  a week.  On 
all  other  days,  the  initial  assess- 
ment, screening,  and  medical  re- 
ferral for  illness  or  injury  to  youths 
are  currently  being  done  by  medi- 
cally untrained  staff. 


A survey  designed  by 
the  American  Academy 
of  Pediatrics  and 
conducted  in  Georgia 
found  that  current  level 
of  health  service 
provided  to  youths  in 
juvenile  justice 
facilities  is  not  uniform 
and  is  inadequate  to 
meet  American 
Correctional 
Association  standards. 


The  interface  of  medical  and  le- 
gal rights  was  also  often  obscure  at 
these  facilities.  Concepts  of  “con- 
fidentiality” and  “right  to  refuse” 
non-emergency  care  were  not  gen- 
erally understood  by  line-staff  at  the 


juvenile  centers  and  were  not  con- 
sistently applied.  At  11  centers, 
medical  records  were  not  kept  sep- 
arately. 

In  summary,  the  AAP  survey 
found  that  current  level  of  health 
service  provided  is  not  uniform  and 
is  inadequate  to  meet  American 
Correctional  Association  stand- 
ards. 


Further  Issues 

While  the  pediatricians  were 
asked  to  focus  on  physical  health, 
mental  health  has  been  the  critical 
management  problem  addressed  by 
previous  audits,  task  forces,  and 
ACA  consultation  in  1981,  1983, 
1984  and  1985.  About  one  in  seven 
detained  youths  have  special  needs 
(mental  retardation  or  psychoses) 
and  do  not  respond  either  to  a tra- 
ditional correctional  setting  or  to 
traditional  treatment  programs  in 
the  private  sector.  Special  pro- 
grams designed  for  these  juveniles 
are  a priority  for  the  Division  of 
Youth  Services. 

The  four  long-term  Youth  Devel- 
opment Centers  have  bed  capaci- 
ties from  100  to  300  youths  each. 
The  need  to  plan  and  fund  the  nec- 
essary staff  to  therapeutically  han- 
dle the  mental  health  needs  of  com- 
mitted youth  is  paramount. 


Recommendations 

Based  on  the  survey  conducted 
by  the  AAP,  on  task  force  reports 
by  medical  and  justice  system 
professionals,  and  on  in-house  ex- 
amination by  Division  administra- 
tors, the  following  recommenda- 
tions are  proposed: 

1 . Create  a position  of  Medical  Di- 
rector within  the  Division  of 
Youth  Services  of  Department  of 
Human  Resources.  A Medical 
Director  with  background  in  ad- 
olescent medicine  is  needed  to 
supervise  quality  of  health  care 
delivery,  planning,  and  training. 
A central  authority  could  coor- 
dinate achievement  of  adequate 
standards  of  care. 
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2.  Formalize  cooperative  agree- 
ments between  Youth  Services 
and  Public  Health  to  improve 
health  care  delivery  in  the  24  fa- 
cilities. Interagency  agreements 
between  DYS  and  Department  of 
Public  Health  could  clarify  the 
roles  and  responsibilities  of  each 
to  better  meet  the  needs  of  high 
risk  youths.  Subsequently,  local 
arrangements  between  DYS  re- 
gional centers  and  county  health 
departments  should  encourage 
maximal  overlap  of  resources. 


Financing  is  needed 
to  raise  juvenile  health 
care  to  the  level  of 
staffing  provided  to 
adult  offenders. 


3.  Designate  a responsible  physi- 
cian for  each  of  the  20  RYDCs 
and  for  each  of  the  four  YDCs. 
The  authority  and  accountability 
of  the  physician-in-charge  should 
be  created  contractually  and 
compensated  accordingly,  with 
due  awareness  of  liability  com- 
pensation. Each  of  the  24  phy- 
sicians would  report  to  the  Med- 
ical Director.  The  regional 
physician  in  charge  would  im- 
plement medical  policies  and 
procedures  designed  and  stand- 
ardized with  the  Medical  Direc- 
tor, would  directly  supervise  and 
coordinate  ancillary  medical  staff 
to  provide  24-hour  access  to 
medical  care,  would  coordinate 
with  facility  administrators  and 
counselors  in-service  basic 
medical  training  of  direct  care 
staff,  supervise  needs  for  equip- 
ment and  supplies,  and  submit 
quarterly  reports  and  annual  sta- 
tistical summaries. 


4.  Part-time  on-site  medical  per- 
sonnel should  be  hired  for  all  20 
RYDCs.  These  could  be  nurse- 
practitioners  or  physicians  as- 
sistants where  appropriate.  This 
would  reduce  the  facilities’  de- 
pendence on  local  emergency 
rooms  and  allow  monitoring  of 
juveniles  currently  on  medica- 
tions and  other  follow  up  for 
chronic  conditions. 

Conclusion 

The  first  systematic  survey  of 
physical  health  services  in  Geor- 
gia’s juvenile  centers  was  con- 
ducted in  1987.  The  health  delivery 
system  suffers  from  lack  of  coor- 
dination in  both  staffing  and  level 
of  care,  has  disorganized  screening 
and  over-utilization  of  off-site  serv- 
ices for  non-emergency  health 
needs,  lacks  health  training  for  fa- 
cility staff,  and  has  marginal  rec- 
ordkeeping. 

Recommendations  are  to  fund  a 
Medical  Director,  accountable  phy- 
sicians, on  site  paraprofessional 
medical  staff,  and  to  coordinate  ex- 
isting resources  with  public  health. 

With  the  traditional  budget  cycle 
taking  18-24  months,  system-wide 
changes  could  not  normally  be 
made  until  FY90  or  later.  With  the 
Governor’s  Commission  on  Chil- 
dren and  Youth  targeting  juveniles 
as  a political  priority  for  this  term, 
however,  we  are  encouraged  to  seek 
initiatives  to  upgrade  medical  serv- 
ices in  the  Division  as  soon  as  pos- 
sible. These  services  should  at  the 
very  least  be  comparable  to  those 
provided  by  the  state  for  adult  in- 
mates. 

Lack  of  consistent  policy  and  re- 
sources for  medical  care  to  juvenile 
offenders  ultimately  affects  physi- 
cians and  other  health  profession- 
als from  all  primary  care  and  con- 
sulting specialties.  Continuing 
communication  and  support  is 
needed  from  the  private  medical 
community. 


Recommendations  to 
improve  the  health  care 
of  juveniles  in 
detention  centers 
include  funding  a 
Medical  Director, 
accountable  physicians, 
on-sight 

paraprofessional 
medical  staff,  and 
coordinating  existing 
resources  with  public 
health. 
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##  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling-Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 
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Consult  the  package  literature  for  prescribing 
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Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients. 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever):  15%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%. 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest®  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly).  loeioea.! 

Additional  information  available  from  PV  2351  amp 

Eli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
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lOut  Of  Every  4 Medic  Computer  Systems 
Is  Bought  To  Replace  Another  System. 


Here’s  Why. 


Too  many  practices  find  out  about  weak  support 
too  late.The  smallest  glitch  takes  hours  of  searching 
for  help  that  never  comes.The  distributor  went  out  of 
business.The  software  people  say  it’s  the  hardware. 
And  the  hardware  people  don’t  answer  the  phone. 

With  Medic,  that  can’t  ever  happen.  Since  we  are 
the  system  developers,  we  can  provide  all  the  hard- 
ware and  software  expertise  you’ll  need. 

We  start  by  assessing  your  practice’s  current 
needs  and  even  the  space  you’ve  got  for  computer 
stations.Then  we  follow  through, with  everything  from 
helping  you  custom  design  your  bills  to  seminars  on 
getting  the  maximum  benefit  from  your  system. 

That’s  the  security  Medic  provides  to  more  than 
6,000  doctors  in  2,000  practices  from  coast  tocoast. 
And  it’s  backed  by  a $2.5  billion  organization.  Plus 
Texas  Instruments  hardware,  with  its  excellent  track 
record  for  reliability  and  expandability. 


For  a system  you  can  start  with  and  stay 
with, call  Medic.Specialists  in  computer 
systems  for  America's  medical  community. 
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Medic  Computer  Systems 

8601  Six  Forks  Rd.,  Suite  300,  Raleigh  NC  27615 
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8601  Six  Forks  Rd.,  Suite  300,  Raleigh,  NC  27615,  919-847-8102.  In  NC  Call:  1-800-877-5678.  Outside  NC  Call:  1-800-334-8534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Dallas,  Denver,  Ft.  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 
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Endobronchial  Brachytherapy 


Thomas  W.  Phillips,  M.D. 


Lung  cancer  is  the  most 
common  form  of  cancer 
diagnosed  in  the  United  States 
and  also  the  major  cause  of 
cancer  death.  In  1987,  there  were 
approximately  150,000  new  cases 
of  and  136,000  deaths  from  lung 
cancer.  Two-thirds  of  the  new 
cases  and  deaths  will  occur 
among  males.  Incidence  has 
increased  about  240  percent  over 
the  past  5 years,  with  a similar 
increase  in  mortality.  Five-year 
relative  survival  rates  are  only  13 
percent,  although  if  detected 
while  the  tumor  is  still  localized 
to  the  lung,  the  5-year  relative 
survival  rate  increases  to  35 
percent.  Recently,  however,  there 
has  been  a decrease  in  incidence 
among  white  males  and 
essentially  no  change  in  mortality. 
These  positive  signs  are 
associated  with  a reduction  in 
cigarette  smoking  since  1 965. 1 

Patients  with  large  cell 
carcinoma  of  the  lung  are  often 
found  to  be  inoperable. 
Inoperability  is  due  to  patient 
refusal,  insufficient  pulmonary 
function,  concomitant  severe 
disease(s),  locally  advanced 
carcinoma,  or  distal  metastases. 
The  response  rate  for  non-oat  cell 
carcinomas  to  chemotherapy  is 
very  low,  so  most  of  these 
patients  receive  radiation  therapy 
as  their  primary  treatment. 
Radiation  therapy  for  lung  cancer 
is  often  quite  successful  in 
controlling  the  local  disease  (65% 


resently  available  in 
the  Atlanta  area  are 
second  generation 
devices  to  deliver 
endobronchial 
radiation.  They  are 
high  intensity  Iridium- 
192  sources  attached 
to  the  end  of  a flexible 
steel  cable  of  0.6  mm 
diameter.  J 


treated  with  at  least  6000  cGy). 
But  75-80%  of  these  patients 
develop  distal  metastases.  Perez, 
et  al2  have  shown  that  local 
control  of  lung  cancer  is  related 
to  the  dose  of  radiation  given. 

In  an  effort  to  deliver  higher 
doses  of  radiation  to  lung 
cancers,  several  institutions  have 
used  intracavitary  radiation  with 
radiation  sources  of  Cobalt-60,3 
Radon-222,  Iodine-125,  and 


Dr.  Phillips  is  Director,  Radiation  Oncology 
Department,  Crawford  W.  Long  Hospital.  Send 
reprint  requests  to  him  at  25  Prescott  St., 
Atlanta,  GA  30365. 

This  paper  was  sponsored  by  the  Georgia 
Division  of  the  American  Cancer  Society.  Those 
wishing  to  contribute  papers  to  the  CANCER 
Section  should  send  them  to  Dr.  Phillips, 
CANCER  Section  Editor,  at  the  above  address. 


Iridium- 192. 4 5 Schray,  et  al6  have 
used  Iridium-192  in  combination 
with  laser  therapy  to  relieve 
bronchial  obstruction. 

Presently  available  in  the 
Atlanta  area  are  second 
generation  devices  to  deliver 
endobronchial  radiation.  These 
devices  have  high  intensity 
Iridium- 192  sources  attached  to 
the  end  of  a flexible  steel  cable  of 
0.6  mm  diameter.  This  Iridium 
source  is  mechanically  passed 
into  a number  5 Fr.  catheter  in 
stepped  increments  to  deliver  a 
prescribed  dose  within  the 
bronchus.  Control  of  the  stepping 
device  is  by  an  IBM  computer 
system  which  is  programmed  for 
each  application  according  to  the 
specific  needs  of  each  patient. 
With  this  technique,  much  higher 
doses  of  radiation  can  be  given  to 
small  controlled  volumes  of 
tissue. 

To  date,  60  procedures  have 
been  performed  at  Crawford  Long 
Hospital.  There  have  been  no 
acute  complications  associated 
with  the  procedure.  One  patient 
was  hospitalized  the  day  after  the 
procedure  because  of  shortness 
of  breath.  No  direct  association 
with  the  procedure  could  be 
found.  The  procedure  is 
performed  on  an  outpatient  basis 
and  requires  sedation  for  the 
bronchoscopic  examination  only. 

There  has  been  marked 
regression  of  endobronchial 
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DOSE  DISTRIBUTION 

A typical  example  of  a lung  implant 
using  two  flexible  catheters  of  1.9 
mm  diameter.  The  applicators  are 
inserted  through  the  bronchoscope. 
Once  the  applicators  have  been 
positioned  radiographic  markers  are 
placed  and  A.P.  and  lateral 
radiographs  are  taken  from  which  the 
position  of  the  applicators  can  be 
determined  and  the  corresponding 
isodose  distribution  calculated  with 
the  Nucletron  Planning  System. 


sm 


tumor  in  all  patients.  External 
radiation  is  given  concomitantly. 
Laser  therapy  preceded  the 
endobronchial  treatment  in  one 
patient.  Follow-up  is  too  short  to 
evaluate  long  term  complications 
and/or  benefits. 


Summary 

Endobronchial  brachytherapy  is 
a new  outpatient  technique 
available  for  selected  lung  cancer 
patients.  It  allows  the  delivery  of 
higher  doses  of  radiation  which 
may  result  in  improved  local 
control.  It  also  is  very  useful  for 
palliation  of  airway  obstruction 
and  bleeding. 
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Follow  Up  on  Emory  University  v.  Houston 

Robert  N.  Berg 


In  the  July,  1988,  issue  of  the 
Journal,  we  discussed  the 
case  of  Emory  University  v. 
Houston,  which  had  been  recently 
decided  by  the  Georgia  Court  of 
Appeals.1  This  case  involved  an 
alleged  cover-up  of  improper  eye 
surgery  by  a physician.  Following 
review  by  three  different  peer 
review  committees,  information 
was  leaked  to  the  press, 
indicating  that  the  committees 
had  concluded  the  physician  had 
not  engaged  in  malpractice. 

Based  upon  this  publication  of 
the  results  of  the  committee 
proceedings,  as  well  as  certain 
other  arguments,  the  plaintiff  had 
contended  that  the  statutory 
confidentiality  accorded  to  peer 
review  proceedings  and  records2 
had  been  waived,  and  that  he  was 
entitled  to  discover  the  substance 
of  the  committee’s  peer  review 
proceedings. 

The  Georgia  Court  of  Appeals 
had  agreed,  holding  that  the 
correct  interpretation  of  the  Peer 
Review  Statute  allowed  for  a 
waiver  of  confidentiality,  just  as 
other  types  of  confidential 
communications  (e.g. , husband/ 
wife,  accountant/client,  etc.)  may 
be  waived.  The  Court  of  Appeals 
was  also  persuaded  by  the  fact 
that  the  Peer  Review  Statute  itself 
provided  no  sanction  for  breach 
of  the  privilege  granted  to  peer 
review  committee  records  and 
proceedings,  thus  indicating  to 
the  Court  that  the  intent  of  the 


eorgia  Supreme 
Court  imposes 
(<  absolute  embargo”  on 
the  discovery  and  use 
of  peer  review 
proceedings  and 
records . y 

Peer  Review  Statute  was  not  to 
prohibit,  in  all  circumstances,  the 
disclosure  of  confidential  peer 
review  records  and  proceedings. 

In  the  July  Legal  Section,  we 
pointed  out  that  the  Court  of 
Appeals’  decision  had  been 
appealed  to  the  Georgia  Supreme 
Court  and  that,  if  the  Supreme 
Court  affirmed  the  lower  court’s 
decision,  the  expansive  nature  of 
the  protection  provided  by  the 
Peer  Review  Statute  would  be 
substantially  limited,  should 
patients,  physicians,  or  others 
seek  successfully  to  obtain 
information  generated  or 
produced  by  peer  review 
committees,  on  the  basis  of 
claims  that  the  statutory  privilege 
with  respect  to  peer  review 
proceedings  and  records  had 
been  waived.  We  also  pointed  out 


This  article  was  prepared  at  the  request  of  the 
Journal.  Mr.  Berg  is  a partner  in  the  law  firm  of 
Vincent,  Chorey,  Taylor  & Feil,  Suite  1700,  The 
Lenox  Building,  3399  Peachtree  Rd.,  Atlanta,  GA 
30326.  Send  reprint  requests  to  Mr.  Berg. 


that,  should  these  types  of  waiver 
claims  be  successful,  the  entire 
peer  review  process  might  be 
jeopardized,  as  physicians 
became  less  likely  to  exercise  the 
degree  of  candor  necessary  for 
the  effective  functioning  of 
physician  peer  review 
committees. 

Supreme  Court  Imposes 
“Absolute  Embargo” 

Perhaps  recognizing  this 
possibility,  the  Georgia  Supreme 
Court  reversed  the  lower  court’s 
decision,  holding  that  the 
protection  granted  to  peer  review 
records  and  proceedings  under 
the  Peer  Review  Statute  could  not 
be  waived.3  As  stated  by  the 
Court,  “the  [Georgia]  General 
Assembly  has  placed  an  absolute 
embargo  upon  the  discovery  and 
use  of  all  proceedings,  records, 
findings  and  recommendations  of 
peer  review  groups  and  medical 
review  committees  in  civil 
litigation.”  (Emphasis  Supplied.)4 

Thus,  the  Supreme  Court 
specifically  held  that,  even  if  the 
results  of  the  pertinent  committee 
proceedings  had  been  leaked  to 
the  Atlanta  papers,  this  action 
could  under  no  circumstances 
result  in  the  waiver  of  the 
protection  afforded  to  those 
proceedings  under  the  Peer 
Review  Statute.  In  particular,  the 
Court  noted  that  “(a)  person  who 
has  nothing  to  waive  can  waive 
nothing.  Hence,  prior  newspaper 
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reports  of  peer  review  information 
cannot  alter  the  prohibition  on 
discovery  of  peer  review 
information  in  civil  litigation.”5 

The  Court  similarly  noted  that 
the  source  of  the  information 
leaked  to  the  press  also  was 
irrelevant,  in  terms  of  determining 
whether  or  not  the  statutory 
privilege  for  peer  review 
proceedings  and  records  could  be 
waived.  Thus,  regardless  of  who 
provided  information  to  the  press, 
or  how  the  press  got  that 
information,  the  information  — if 
constituting  the  proceedings  or 
records  of  peer  review 
committees  — simply  cannot  be 
discovered  in  a civil  lawsuit.6 

“Candor”  v.  “Cover-Up” 

The  Supreme  Court’s  decision 
was  not  without  dissent.  Indeed, 
one  of  the  Justices  severely 
criticized  the  majority’s  decision 
on  the  grounds  that  “(t)he 
‘absolute  embargo’  construction 
allows  the  worst  kind  of  abuse 
(i.e.,  fraud,  deceit  and 
conspiracy).  The  construction 
enhances  the  potential  for  a 
decrease  in  the  quality  of  health 
care  rather  than  fostering  quality 
health  care.  . . . We  cannot  allow 
health  care  providers  to  be 
unaccountable.”7 

To  this  dissenting  Justice,  the 
majority’s  construction  of  the  Peer 
Review  Statute,  totally  precluding 
discovery  of  the  proceedings  and 
records  of  peer  review 


committees,  served  to  allow 
physicians  to  engage  in  the  worst 
kinds  of  negligence  or 
misconduct,  by  providing  them 
with  the  ability  to  keep  these 
actions  from  being  discovered. 
Thus,  the  decision  served,  in  this 
Justice’s  view,  to  raise  more 
questions  than  it  answered: 

The  [Georgia]  legislature  never 
intended  for  the  [peer  review] 
statutes  to  be  used  to  prevent 
the  truth.  The  goal  of  the 
legislature  was  to  foster  the 
delivery  of  quality  health  care 
services.  There  are  some 
important  questions  which 
must  be  addressed.  Is  the 
delivery  of  quality  health  care 
fostered  by  silencing  doctors 
who  wish  to  testify  regarding 
statute  abuses?  Is  the  delivery 
of  quality  health  care  fostered 
by  allowing  health  care 
providers  absolute  power  over 
discovery  in  the  face  of  alleged 
abuse?  Is  the  delivery  of  quality 
health  care  fostered  by  granting 
health  care  providers  with  the 
power  to  be  accountable  only 
to  themselves  in  the  face  of 
alleged  abuse?  Is  there  any 
other  big  business  in  this  state 
that  is  afforded  the  absolute 
power  over  discovery?  Is  there 
any  other  big  business  in  this 
state  that  is  afforded  the  power 
to  be  accountable  only  to 
themselves?  The  answers  to  the 
questions  indicate  that  the 


majority  is  wrong.  The  goal  of 
the  legislature  is  to  foster 
“candor”  not  “cover-up.”* 

Conclusion 

The  decision  of  the  majority  of 
the  Supreme  Court  arguably 
represents  a narrow  legalistic 
view  of  the  Peer  Review  Statute, 
albeit  one  that  is  clearly  in  line 
with  that  Court’s  prior 
interpretations  of  that  Statute.9  By 
the  same  token,  the  dissenting 
opinion  clearly  reflects  an 
acknowledgement  of  the  “bad 
facts”  involved  in  the  case  (e.g., 
allegations  that  the  defendant 
physician  operated  on  the  wrong 
eye  and  thereafter  spearheaded  an 
effort  to  cover-up  the  negligence). 
It  remains  to  be  seen,  however, 
whether  the  majority  Court’s 
opinion  will  result  in  the  horrible 
consequences  suggested  by  the 
dissenting  Justice  — or  whether  it 
will  allow  efficient,  quality  peer 
review  to  continue  to  be 
conducted  by  hospitals  and 
physicians  throughout  the  State. 
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(July  15,  1988). 
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9.  See,  e.g.,  Eubanks  v.  Ferrier,  245  Ga.  763, 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ® is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1'3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
Outside  NJ  1-800-237-9083 


YOCON* 

xohimbjne  hydwocnu*«* 

M tup  0«2  as*n>  pr«  t*l«* 

1000  TABLETS 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  maybe  present  and  protective  measures  necessary. 
Vanable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCI  is  used  aione, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skm  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  dunng  and  after  treatment;  blood  dvscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCI,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxtde;  more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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When  it's  brain  versus  bowel, 


IT'S  TIME  | 
FOR  THE 


In  irritable  bowel  syndrome*,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  ©1988  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


GIVE 

YOURSELF 

A BREAK 


Pro-Med  Practice 
Management  Systems 

Whatever  happened  to  the  traditional  Wednesday 
afternoon  off?  Many  physicians  are  finding  the  com- 
plexities of  today's  medical  practice  overwhelming  both 
in  terms  of  compromising  the  time  they  have  with 
patients  and  the  time  they  have  to  pursue  personal 
interests. 

As  you  respond  to  your  patients'  needs,  we  respond 
to  yours  by  providing  the  management  services  that 
will  enable  you  to  enjoy  your  career  and  life  to 
its  fullest. 

+ Contract  Management  Services  - We  can  manage  all 
of  the  day-to-day  non-medical  functions  of  your  practice 
including  implementing  a management  system 
designed  to  give  you  control  of  all  operational  and 
financial  aspects. 

+ Management  Consulting  - We  can  advise  you  on  a 
variety  of  issues  including  cost  benefit  analyses,  practice 
development,  equipment  procurement,  risk  manage- 
ment, marketing,  and  long-range  planning. 

+ Staff  Recruitment  and  Training  - We  can  help  to 
define  your  needs,  develop  an  appropriate  job  descrip- 
tion, conduct  the  search  and  interview  process,  and 


recommend  candidates  best  suited  to  your  practice 
environment. 

+ Accounts  Receivable  Management  - We  will  render 
bills  to  your  patients  and  submit  claims  to  third-party 
payors,  either  by  mail  or  electronically.  Because  third- 
party  payors  represent  a large  segment  of  today's 
receivables,  we  continually  monitor  changes  which 
may  impact  your  practice  income  such  as  medical-legal 
legislation,  HCFA,  and  other  health  care  related  govern- 
ment agency  mandates. 

Our  experience  with  a broad-base  of  medical  clients 
is  your  assurance  that  the  services  you  need  will  be 
performed  by  recognized  professionals.  If  you  have 
questions  or  need  more  information  about  how7  our 
services  might  benefit  your  practice,  please  contact 
us  today. 


PR© -MED 

Simplifying  the  Complexities  of  Today  s 
Health  Care  Environment 

PROFESSIONAL  MEDICAL  RESOURCES,  INC. 
5901  Peachtree-Dunwoody  Rd.,  N.E.  Suite  B-100 
Atlanta,  Georgia  30328  ’ (404)  393-8834 
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Jame  (Please  Print) Office  Phone  ( ) 

)ffice  Address __ 

'ity/State — Zip  Code 


□ Allergy  & Immunology 

□ Chest  Disease 

□ Neurology 

□ Neurosurgery 

□ Ophthalmology 

□ Otolaiyngology/Head  & Neck  Surgeiy 

□ Pathology 

□ Plastic  Surgery 

□ Psychiatry 


PHYSICIAN 

□ $80  MAG  Member 

RESIDENT  PHYSICIAN 

□ No  Fee  Member 

STUDENT 

□ No  Fee  Member 


□ $125  Non-Member 

□ $15  Non-Member 

□ $10  Non-Member 


OTHER  HEALTH  PROFESSIONAL 

□ $40 

PROGRAM  CHAIRMAN  OR  SPEAKER 

□ No  Fee 


DETACH  THE  TOP  PORTION  OF  THIS  FORM 
AND  MAIL  TO: 

MAG  SCIENTIFIC  ASSEMBLY 
938  Peachtree  Street,  NE 
Atlanta,  Georgia  30309 


CHECKS  SHOULD  BE  MADE  PAYABLE  TO 
THE  MEDICAL  ASSOCIATION  OF  GEORGIA. 
Payment  must  accompany  this  form.  No 
refunds  may  be  given  after  November  9. 


IF  YOU  WISH  HOTEL  ACCOMMODATIONS  AT  THE  RITZ-CARLTON  BUCKHEAD, 

PLEASE  COMPLETE  AND  MAIL  THIS  CARD. 


THE  RITZ-CARLTON  BUCKHEAD  HOTEL,  ATLANTA  (Phone  404/237-2700  or  800/241-3333) 


ime 

idress  

jty/State/Zip  Phone  ( ) 

i rival  Date  — - Time  

| parture  Date  Time  

ase  mail  ta  RITZ-CARLTON  BUCKHEAD  HOTEL,  3434  Peachtree  Rd.,  N.E.,  Atlanta,  GA  30326 


Group  And  Meeting  Dates 

Medical  Association  of  Georgia 
Scientific  Assembly 

November  10-14,  1988 

Reservations  must  be  received  by  October  24,  1988. 
Rates 

If  rate  requested  is  not  available,  nearest  rate  will  be  reserved. 
Single  - 1 Person  $93.00 

Double  - 2 Persons  - 1 Bed  $93 .00 


. Guaranteed  Reservations 

Reservation  request  must  be  received  30  days  prior  to  arrival.  Reservations  will  be  held  until  6:00 

I pm  unless  accompanied  by  a deposit  or  accepted  credit  card  and  signature.  Check  one. 

[ | 6 pm  arrival 

|~  ] Credit  card  guarantee 

□ m/C  Qv  isa  | | American  Express  | | Diners  Club  | | Carte  Blanche 

j Card  No Expiration  Date 

[ 1 Advance  Deposit  enclosed  ($100) 


1 understand  all  guaranteed  reservations  will  be  held  until 
6:00  am  the  following  day.  I understand  that  1 am  liable  for 
one  night’s  room  deposit  and  tax  (which  will  be  deducted 
from  my  deposit  or  billed  through  my  credit  card)  in  the 
event  that  I do  not  arrive  or  cancel  on  the  arrival  date  indicated. 


Signature 
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SPECIALTY  SOCIETIES  ARRANGE  THE  PROGRAMS 


MAG  HANDLES  THE  DETAILS 


YOU  GET  THE  REWARDS 


MEDICAL  ASSOCIATION  OF  GEORGIA 
1988  SCIENTIFIC  ASSEMBLY 

For  more  information  call  MAG 
in  Atlanta  (404)  876-7535 
1-800-282-0224  toll-free  in  Georgia 


PLACE 

STAMP 

HERE 


The  Ritz-Carlton,  Buckhead 
3434  Peachtree  Road,  N.E. 
Atlanta,  Georgia  30326 


RITZ-CARLTON  BUCKHEAD  HOTEL 

NOVEMBER  11-13 
ATLANTA 

PRELIMINARY  PROGRAM 


GENERAL  INFORMATION 


ABOUT  THE  MEETING 

This  year’s  MAG  Scientific 
Assembly  features  clinical 
sessions  in  these  specialties: 
allergy  and  immunology,  chest 
disease,  neurology,  neurosurgery, 
ophthalmology,  otolaryngology, 
pathology,  plastic  surgery  and 
psychiatry.  Each  of  these 
programs  has  been  arranged  by 
the  respective  specialty  society, 
with  topics  and  speakers  likely  to 
be  of  most  interest  and  pertinence 
to  its  members. 

THREE  "BONUS"  PROGRAMS: 
INFORMED  CONSENT, 

MEDICARE  UPDATE,  AND 
PHYSICIAN  ANTI-TRUST 

Also  scheduled  during  the 
Scientific  Assembly,  free  for  all 
registrants,  are  three  short 
seminars  on  topics  of  keen 
interest  to  physicians:  Georgia’s 
new  informed  consent  law,  the 
latest  Medicare  update,  and  the 
latest  developments  in  medical 
anti-trust  action.  Each  of  these 
updates,  about  45  minutes  long, 
will  be  scheduled  on  Friday  and 
Saturday  at  the  Ritz  Carlton,  at 
convenient  times  for  our  Scientific 
Assembly  attendees. 


More  information  on  the 
Informed  Consent,  Medicare,  and 
Anti-trust  updates  will  be 
available  at  our  registration  desk 
for  the  meeting. 

REGISTRATION  INFORMATION 

Registration  for  the  MAG 
Scientific  Assembly  allows  a 
physician  to  attend  any  and  all 
CME  programs  held  during  the 
weekend.  To  register  for  these 
scientific  meetings,  please 
complete  the  registration  form 
inserted  in  this  Journal,  detach  it 
from  the  hotel  reservation  form, 
and  mail  it  with  your  registration 
fee  to  the  MAG  office. 


REGISTRATION  FEE 


MAG 

Non- 

Member 

Member 

Physician 

$80 

$125 

Resident  Physician 

No  fee 

$ 15 

Medical  Student 

No  fee 

$ 10 

Other  Health 
Professional 

$40 

Program  Chairmen 
or  Speakers: 

No  fee 

If  you  need  more  registration 
forms,  call  the  MAG  office  in 
Atlanta  (876-7535  or  toll  free  in 
Georgia:  800/282-0224).  We  will 


gladly  mail  you  as  many  as  you 
need.  Early  registration  is  advised. 
General  registration  desks  will 
also  be  open  at  the  Scientific 
Assembly  Friday  8:00  AM-4:00  PM; 
Saturday  8:00  AM-4:00  PM;  and 
Sunday  8:00  AM-Noon. 

LODGING 

If  you  wish  hotel 
accommodations  at  the  Ritz- 
Carlton,  please  complete  and 
detach  the  bottom  portion  of  the 
registration  form  and  mail  it 
directly  to  the  Ritz-Carlton 
Buckhead  Hotel.  Reservations 
received  by  the  hotel  after 
October  29  will  be  met  on  a 
space-available  basis. 

PROGRAM  OBJECTIVES 

The  specialty  society  programs 
of  the  MAG  Scientific  Assembly 
are  intended  to  provide  the 
practicing  physician  with  current 
clinical  information  on  pertinent 
topics.  Each  of  the  specialty 
programs  has  been  planned  by  a 
Program  Chairman  from  the 
respective  specialty  societies, 
based  on  the  educational  needs 
and  interests  of  his  or  her 
colleagues. 
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ALLERGY 


FRIDAY 


ALLERGY  AND 
IMMUNOLOGY 
SOCIETY  OF  GEORGIA 

Program  Chairman: 

W.  Ronald  Tipton,  M.D.,  Atlanta 
Vice  President,  Allergy  & 
Immunology 
Society  of  Georgia 

Faculty: 

James  R.  Baker,  Jr.,  M.D. 

Clinical  Associate  Professor  of 
Medicine 

F.  Edward  Hebert  School  of 
Medicine 

Uniformed  Services  University  of 
the  Health  Sciences 
Bethesda,  MD 

Stanley  J.  Szefler , M.D. 

Associate  Professor  of  Pediatrics 

and  Pharmacology 

University  of  Colorado  School  of 

Medicine 

Denver 


8:00-8:15 

■ Registration 

8:15-8:30 

I Case  Report  on  Common 
Variable  Immunodeficiency  with 
Natural  Killer  Defect 

John  Yarbrough,  M.D. 

Fellow,  MCG 

8:30-8:45 

I Evidence  for  Induction  of 
Sodium  Channel  Activity 
Following  Activation  of  Murine 
Mast  Cells 

Lawrence  P.  McKean,  M.D. 

Fellow,  Emory  Univ.  Sch.  of  Med. 

8:45-9:00 

■ Delayed  Reaction  to  Prick 
Skin  Testing 

Lisa  Hutto,  M.D. 

Fellow,  MCG 

9:00-9:40 

■ Corticosteroids  in  Allergic 
Diseases 

Stanley  J.  Szefler,  M.D. 

(Sponsored  by  Rorer) 


9:40-10:00 

■ Coffee  Break  (Sponsored  by 
Greer) 

10:00-10:30 

■ HIV-Positive  Military 
Personnel 

James  R.  Baker,  Jr.,  M.D. 
(Sponsored  by  Schering) 

10:30-11:00 

■ Theophylline  Metabolism 

Stanley  J.  Szefler,  M.D. 

11:00-12:00 

■ Business  Meeting 

Meeting  of  the  Allergy  & 
Immunology  Society  of  Georgia 

12:15-1:30 

■ Luncheon 

Allergy  & Immunology  Society 
Sponsored  by  Fisons) 

We  gratefully  acknowledge  the  generosity  of  Rorer 
Pharmaceuticals  and  Schering  Laboratories  for  their 
sponsorship  of  Dr.  Szefler  and  Dr.  Baker.  We  also  wish 
to  thank  Greer  Laboratories  for  sponsoring  the  Society’s 
coffee  break,  and  Fisons  Pharmaceuticals  for  the 
luncheon. 


CHEST  DISEASE  Saturday 


GEORGIA  THORACIC 
SOCIETY 

GEORGIA  CHAPTER, 
AMERICAN  COLLEGE 
OF  CHEST 
PHYSICIANS 

Program  Chairman: 

James  W.  McCormick,  M.D., 
Augusta 

Guest  Faculty: 

Donald  E.  Craven,  M.D. 

Director  of  AIDS  Public  Health 
Activities  for  the  City  of  Boston  & 
Boston  City  Hospital 
Associate  Professor  of  Medicine 
Boston  University  School  of 
Medicine 


David  Curiel,  M.D. 

Senior  Staff  Investigator 
Pulmonary  Branch,  National 
Heart,  Lung  and  Blood  Institute 
National  Institutes  of  Health 
Bethesda,  MD 

Samuel  Z.  Goldhaber,  M.D. 
Cardiology  Division 
Brigham  and  Women’s  Hospital 
Assistant  Professor  of  Medicine 
Harvard  Medical  School 
Boston 

Stephen  S.  Lefrak,  M.D. 

Director  of  Medical  Intensive  Care 
Unit 

Jewish  Hospital  of  St.  Louis 
Professor  of  Medicine 
Washington  University  School  of 
Medicine 
St.  Louis 


Herbert  Y.  Reynolds,  M.D. 
Chairman,  Department  of 
Medicine 

Professor  of  Medicine 

Milton  S.  Hershey  Medical  Center 

Hershey,  PA 

Steven  A.  Sahn,  M.D. 

Professor  of  Medicine 
Director,  Division  of  Pulmonary 
and  Critical  Care  Medicine 
Medical  University  of  South 
Carolina 

School  of  Medicine 
Charleston 

SATURDAY,  November  12, 
1988 

9:00-10:00 

H Approaches  to  Mechanical 
Ventilation 

Stephen  S.  Lefrak,  M.D. 
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(Supported  by  a grant  from  Glaxo 
Corporation) 

10:00-11:00 

I Host  Defense  Mechanisms  in 
the  Lung 

Herbert  Y.  Reynolds,  M.D. 
(Sponsored  by  Georgia  Chapter, 
American  College  of  Chest 
Physicians  and  a grant  from 
Boehringer  Ingelheim  LTD) 

11:00-11:15 

I Coffee  Breeds 

11:15-12:15 

■ Pathogenetic  Mechanisms  of 
Pleural  Effusion:  Clinical 
Implications 


Steven  A.  Sahn,  M.D. 

(Supported  by  a grant  from 
Schering  Laboratories) 

12:15-1:30 

I Lunch 

1:30-2:30 

I Risk  Factors  for  Nosocomial 
Pneumonias 

Donald  E.  Craven,  M.D. 

2:30-3:30 

New  Therapeutic  Strategies  in 
the  Management  of  Emphysema 

David  Curiel,  M.D. 

(Supported  by  a grant  from  Cutter 
Biological) 


3:30-3:45 

H Coffee  Breeds 

3:45-4:45 

H Advances  in  Thrombolytic 
Therapy  of  Pulmonary  Embolism 

Samuel  Z.  Goldhaber,  M.D. 
(Supported  by  a grant  from 
Genentech) 

We  gratefully  acknowledge  the 
sponsorship  of  guest  speakers  by 
the  following  companies: 
Boehringer  Ingelheim  LTD,  Dr. 
Reynolds;  Cutter  Biological,  Dr. 
Curiel;  Genentech,  Dr.  Goldhaber; 
Glaxo,  Inc.,  Dr.  Lefrak;  Schering 
Laboratories,  Dr.  Sahn. 


NEUROLOGY 


GEORGIA 

NEUROLOGICAL 

SOCIETY 

Program  Chairman: 

Mark  A.  Kozinn,  M.D.,  Atlanta 

9:00-3:00 
I Epilepsy 

Billy  Joe  Wilder,  M.D. 
University  of  Florida  School  of 
Medicine 


H Dyskinesia 

Kapil  D.  Sethi,  M.D. 

Medical  College  of  Georgia 
School  of  Medicine 

■ Neurologic  Complications  of 
AIDS 

Robert  Janson,  M.D. 

Centers  for  Disease  Control 

I Behavioral  Changes 
Associated  with  Temporal  Lobe 
Epilepsy 

Robert  C.  Green,  M.D. 

Emory  University  School  of 
Medicine 


SATURDAY 


■ PET  Scanning  and  Acute 
Stroke 

Bruce  Mackay,  M.D. 

Assistant  Professor,  Department  of 
Neurology 

Emory  University  School  of 
Medicine 

The  Society  will  also  sponsor  a 
luncheon  for  its  members. 

We  gratefully  acknowledge  the 
support  of  CIBA-GEIGY 
Pharmaceuticals  for  this  program. 


OPHTHALMOLOGY 


SATURDAY 


GEORGIA  SOCIETY  OF 
OPHTHALMOLOGY 

SATURDAY 

Program  Chairman: 

Paul  Sternberg,  Jr.,  M.D.,  Atlanta 

Guest  Speaker: 

Jack  Holladay,  M.D. 

Associate  Professor  of 
Ophthalmology 
Hermann  Eye  Center 
University  of  Texas  Medical 
School,  Houston 


SATURDAY,  November  12 

Session  #1  — William  H.  Jarrett, 
II,  M.D.,  Moderator 

8:30-8:40 

■ Intraocular  Hemorrhage  in 
Hemophilia 

Brent  Norman,  M.D. 

8:40-8:50 

■ Vitrectomy  in  Management  of 
Von  Hippel’s  Angiomatosis 

William  S.  Hagler,  M.D. 


8:50-9:00 

■ Vitrectomy  For  Giant  Retinal 
Tear 

Shelby  Wilkes,  M.D. 

9:00-9:10 

■ Discussion 

9:10-9:20 

H Vitrectomy  for  Trauma  Study 

Paul  Sternberg,  Jr.,  M.D. 

9:20-9:30 

■ Macular  Holes 

E.  H.  Donnelly,  M.D. 
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9:30-9:40 

■ Scleral  Buckling:  An  Outdated 
Operation? 

Travis  A.  Meredith , M.D. 

9:40-9:50 

fl  Discussion 

9:50-10:00 

fl  Management  of  Peripheral 
Uveitis  (Pars  Planitis) 

Thomas  M.  Aaberg,  M.D. 

10:00-10:10 

I Radiation  Retinopathy 

Frank  Bell , M.D. 

10:10-10:20 

H Collaborative  Ocular 
Melanoma  Study 

William  H.  Jarrett,  II,  M.D. 

10:20-10:30 

H Discussion 

10:30-11:00 

fl  Coffee  Break 

Session  # 2 — Thomas  Rowe, 

M.D.,  Moderator 

11:00-11:30 

fl  Decision-Making  in  IOL 
Power  Calculations 

Jack  Holladay,  M.D. 

11:30-11:40 

B Posterior  Chamber  Intraocular 
Lens  Implantation  with  Posterior 
Capsule  Rupture 

James  Jachimowicz,  M.D. 


11:40-11:50 

B Specular  Microscopy  — Can 
It  Really  Help  Me  Evaluate  My 
Patient? 

Philip  E.  Newman,  M.D. 

11:50-12:00 

B Hyperopia  Surgery  — Radial 
Thermal  Keratoplasty 

Robert  H.  Marmer,  M.D. 

12:10-12:20 

B Penetrating  Keratoplasty  vs. 
Epikeratophakia  for  Keratoconus 

R.  Doyle  Stulting,  M.D.,  Ph.D. 

12:20-12:30 

B Advances  in  Cornea  and 
Anterior  Segment 

Alan  M.  Kozarsky,  M.D. 

12:30-12:40 

fl  New  Methods  of  Preventing, 
Measuring,  and  Managing 
Astigmatism  Associated  with 
Penetrating  Keratoplasty 

George  O.  Waring,  III,  M.D. 

12:40-12:50 

fl  Discussion 

12:50-2:00 

fl  Lunch 

Session  # 3 — J.  Donald  Fite, 

M.D.,  Moderator 

2:00-2:30 

B Current  Concepts  in  Glare  and 
Contrast  Sensitivity  Testing 

Jack  Holladay,  M.D. 


2:30-2:40 

fl  Discussion 

2:40-2:50 

H Internal  Sclerectomy  for 
Advanced  Glaucoma 

Mary  Lynch,  M.D. 

2:50-3:00 

H Clear  Cornea  Cataract 
Extraction  in  Filtered  Patients 
Using  5-FU 

Thomas  S.  Harbin,  Jr.,  M.D. 
3:00-3:10 

H Hydrogen  Peroxide:  Effects 
on  Anterior  Chamber  Structures 

David  S.  Hull,  M.D. 

3:10-3:20 

H Discussion 

3:20-3:30 

H Congenital  Retinal 
Dystrophies:  A Reappraisal  of 
the  Diagnosis 

Scott  Lambert,  M.D. 

3:30-3:40 

fl  Unusual  Causes  for  Ptosis 

Zane  F.  Pollard,  M.D. 

3:40-3:50 

fl  Problems  in  the  Surgical 
Management  of  the  Grave’s 
Patient 

Clinton  D.  McCord,  M.D. 

3:50-4:00 

H Discussion 

4:00 

H Adjourn 


OTOLARYNGOLOGY  — HEAD  AND  NECK  SURGERY 


GEORGIA  SOCIETY  OF 
OTOLARYNGOLOGY/ 
HEAD  AND  NECK 
SURGERY 

FRIDAY 

Program  Chairmen: 

Albert  E.  Clairmont,  M.D.,  Atlanta 
William  E.  Silver,  M.D.,  Atlanta 

Guest  Speaker: 

Arnold  G.  Schuring,  M.D. 

Private  practice,  otologic  surgery 
Warren,  OH 


FRIDAY,  November  1 1 

9:00-9:15 

fl  Welcome  and  Introduction 

Albert  A.  Clairmont,  M.D.,  & 
William  E.  Silver,  M.D. 

9:15-9:45 

fl  The  Anatomical  Status 
Achieved  with  Closed  and  Open 
Techniques  of  Nasal  Tip 
Rotation 

William  E.  Silver,  M.D. 

Private  practice,  facial  plastic 

surgery 

Atlanta 


9:45-10:00 

■ Introduction  of  Speaker 

William  E.  Silver,  M.D. 

10:00-10:30 

■ Developing  an  Informed 
Consent 

Arnold  Schuring,  M.D. 

10:30-10:45 

fl  Coffee  Break 

10:45-11:30 

H Chronic  Sinusitis  — Medical, 
Allergic  & Surgical  Treatment 
Including  Telescopic  Sinus 
Surgery 

Hamilton  Dixon,  M.D. 
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Private  practice,  otolaryngology/ 
head  & neck  surgery 
Rome,  GA 


11:30-12:30 

fl  Sinusitis  in  Cystic  Fibrosis 

John  Per-Lee,  M.D. 

Associate  Professor  of 

Otolaryngology 

Emory  University  School  of 

Medicine 

Atlanta 


12:00-2:00 

H Luncheon 


2:00-2:30 

I Cochlea  Implant 

Ronald  Steenerson,  M.D. 
Private  practice,  otology 
Atlanta 


2:15-2:30 

I Introduction  of  Speaker 


2:30-3:30 

B Staging  for  Cholesteotoma:  A 
Controversy 

Arnold  Schuring,  M.D. 

3:30-4:00 

B Neck  Dissection  — Are  We 
Asking  the  Right  Questions? 

Albert  A.  Clairmont,  M.D. 

Private  practice,  head  & neck 

surgical  oncology 

Atlanta 

4:00 

B Adjournment 


PATHOLOGY 


SATURDAY  AND  SUNDAY 


GEORGIA 
ASSOCIATION  OF 
PATHOLOGISTS 
ATLANTA  SOCIETY  OF 
PATHOLOGISTS 

SATURDAY,  November  12 

Program  Chairman: 

Edward  E.  Hahn,  M.D.,  Savannah 
President,  Georgia  Association  of 
Pathologists 

8:00-8:30 

B Registration 

8:30-9:30 

B New  Techniques  of  Breast 
Pathology 

Cynthia  Cohen,  M.D. 

Director  of  Surgical  Pathology 
Emory  University  School  of 
Medicine 
Atlanta 

9:30-10:30 

IB  Quality  Assurance  in  the 
Laboratory 

David  Vroon,  M.D. 

Associate  Chief  of  Pathology  & 
Laboratory  Medicine 
Grady  Memorial  Hospital 
Atlanta 

10:30-10:45 

fl  Coffee  Break 


10:45-11:45 
fl  Business  Meeting 

Members  of  the  Georgia 
Association  of  Pathologists 

12:00-1:45 

B Luncheon  and  Guest  Speaker 

“Perfect  Doctors,  Important  Health 
Care  Executives,  Friendly 
Politicians  and  Other  Con  Artists  I 
have  known” 

Gordon  Johnson,  M.D. 

Crystal  City,  MO 

All  attendees  of  the  Scientific 
Assembly  are  invited  to  hear  Dr. 
Johnson’s  entertaining 
presentation.  Call  the  MAG  office 
for  reservations. 

2:00-5:00 

B Workshop:  Physicians’  Office 
Laboratory:  New  Challenges  and 
New  Opportunities 

Curtis  Bakken,  M.D. 

Medical  Director,  Mayo  Medical 

Laboratories 

Mayo  Clinic 

Rochester,  MN 

Robert  Kisabeth,  M.D. 

Sr.  Associate  Consultant  to  Mayo 
Medical  Laboratory 
Mayo  Clinic 
Rochester,  NM 

Gerald  Wollner 
Administrator 
Department  of  Laboratory 
Medicine  and  Pathology 
Mayo  Clinic 
Rochester,  MN 


ATLANTA  SOCIETY  OF 
PATHOLOGISTS 
ANNUAL  SLIDE 
SEMINAR 

Program  Chairman: 

Barbara  A.  Slade,  M.D.,  Atlanta 
President,  Atlanta  Society  of 
Pathologists 

Guest  Speaker: 

Aidan  J.  Carney,  M.D. 

Professor  of  Pathology,  Consultant 
in  Surgical  Pathology 
Department  of  Laboratory  and 
Medical  Pathology 
Mayo  Medical  School 
Rochester,  MN 

9:00-1:00 

B Pathology  of  Endocrine 
Diseases 

A coffee  break  is  scheduled 
during  Dr.  Carney’s  slide 
presentation,  10:30-11:00  a.m. 

Microscopic  slide  study  sets, 
including  clinical  protocols,  have 
been  prepared  for  the  cases 
which  Dr.  Carney  will  present. 

Sets  available  for  $40.  Requests 
should  be  submitted  to:  Barbara 
A.  Slade,  M.D.,  Clinical 
Laboratory,  Grady  Memorial 
Hospital,  80  Butler  St.,  Atlanta,  GA 
30335;  PH:  (404)  589-4800. 
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PLASTIC  SURGERY 


SATURDAY 


GEORGIA  SOCIETY  OF 
PLASTIC  SURGEONS 

Program  Chairman: 

W.  Jefferson  Pendergrast , M.D., 
Atlanta 

Faculty: 

Gordon  H.  Sasaki,  M.D.,  F.A.C.S. 
Assistant  Professor  of  Plastic  and 
Reconstructive  Surgery 


University  of  Southern  California, 
Los  Angeles  School  of  Medicine 

9:00-1:00 

■ Refinements  in  Tissue 
Expansion 

Gordon  H.  Sasaki,  M.D. 

A coffee  break  is  scheduled  for 
11:00-11:15  a.m. 

1:00-2:30 

■ Luncheon  and  business 


meeting 

Georgia  Society  of  Plastic 
Surgeons 

Reservations  must  be  made  for 
the  Society  luncheon  by  noon, 
November  9,  by  contacting  Dr. 
Pendergrast’s  office,  993-F 
Johnson  Ferry  Rd.,  Ste.  350, 
Atlanta,  Georgia  30342.  PH:  (404) 
257-1760. 


PSYCHIATRY  Friday 


GEORGIA 

PSYCHIATRIC 

PHYSICIANS 

ASSOCIATION 

PSYCHIATRIC  ASPECTS  OF 
THE  MEDICAL  PATIENT 

Program  Chairman: 

Gene  G.  Abel,  M.D.,  Atlanta 

The  Psychiatry  program  will  focus  on  how  to 
evaluate  and  treat  patients  with  medical 
problems  who  have  difficulty  implementing  their 
medical  management.  The  meeting  will  not 
focus  on  patients  with  psychiatric  disorders  who 
also  have  medical  illnesses,  but  will  instead 
discuss  how  we  can  help  the  medical  patients 
accept  their  diagnoses  and  treatment  and  help 
the  medical  physician  treat  his  or  her  medical 
patient. 

Faculty: 

Steven  E.  Hyler,  M.D. 

Associate  Clinical  Professor  of 
Psychiatry 

Columbia  University,  NY 

Gene  G.  Abel,  M.D. 

Professor  of  Clinical  Psychiatry 
Emory  University  School  of 
Medicine,  Atlanta 

Obo  Addy,  M.D. 

Assistant  Professor  of  Psychiatry 
Associate  Director  of  Sleep 
Disorders  Ctr. 

Emory  University  School  of 
Medicine,  Atlanta 

Michael  Aronson,  M.D. 

Resident,  Department  of 
Psychiatry 

Emory  University  School  of 
Medicine,  Atlanta 


Richard  Elliot,  M.D.,  Ph.D. 
Assistant  Professor  of  Psychiatry 
MCG,  Augusta 

John  Gaston,  M.D. 

Associate  Professor  of  Psychiatry 
Morehouse  School  of  Medicine 
Atlanta 

Ralph  Jones,  M.D. 

Professor  of  Psychiatry 
MCG,  Augusta 

Bernard  Kahan,  M.D. 

Assistant  Professor  of  Psychiatry 
Emory  University  School  of 
Medicine,  Atlanta 

Anthony  Karpas,  M.D. 

Vice  President,  Georgia  Affiliate- 
American  Diabetes  Association 
Clinical  Instructor 
Department  of  Medicine 
Emory  University  School  of 
Medicine,  Atlanta 

Peter  Kim,  M.D. 

Assistant  Professor  of  Psychiatry 
MCG,  Augusta 

Mary  Jane  Massie,  M.D. 

Associate  Attending  Psychiatrist 
Memorial  Sloan-Kettering  Cancer 
Center,  NY 

Barry  Scalon,  M.D. 

Private  Practice,  Atlanta 

9:00-9:45 

■ The  Medically  111  Child 

Peter  Kim,  M.D. 

9:45-10:30 

■ The  Hyperventilation 
Syndrome:  Misdiagnosis, 
Diagnoses,  and  Behavioral 
Treatment 


Gene  G.  Abel,  M.D. 

Michael  Aronson,  M.D. 

10:30-10:45 

■ Coffee  Break 

10:45-11:15 

■ The  Non-Compliant  Diabetic 
Patient:  Assessment  and 
Treatment 

John  Gaston,  M.D. 

11:15-11:45 

■ Brief  Dynamically  Oriented 
Psychotherapy  with  Medically  111 
Patients 

Richard  Elliot,  M.D.,  Ph.D. 
11:45-1:30 

I Lunch  Presentation: 
Psychiatric  Syndromes  in  the 
Cancer  Patient:  Diagnosis  and 
Management 

Mary  Jane  Massie,  M.D. 

1:30-2:15 

■ Treating  Patients  with 
Somatization:  Have  We  Been 
Aggressive  Enough? 

Ralph  Jones,  M.D. 

2:15-3:15 

H Patients  with  Factitious 
Disorders:  Can  We  Really  Help 
Them? 

Steven  E.  Hyler,  M.D. 

3:15-4:00 

H Symposium:  Factitious 
Disorders  Seen  in  Georgia  and 
Their  Treatment 

Obo  Addy,  M.D. 

Bernard  Kahan,  M.D. 

Anthony  Karpas,  M.D. 

Barry  Scalon,  M.D. 

Steven  E.  Hyler,  M.D. 
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PHYSICIAN  WANTED 

Clinical  Director  needed  to  provide  and 
promote  appropriate  medical  standards  of 
care  and  provide  liaison  and  close 
working  relationship  with  other 
administrative  staff  of  the  Developmental 
Disabilities  Division  which  houses 
approximately  580  residents  at  Central 
State  Hospital,  a JCAHO,  ACDD,  and 
Medicare/Medicaid-certified  facility  located 
in  middle  Georgia.  State  service  provides 
excellent  finge  benefits  including  free 
malpractice  insurance.  Requires:  License 
to  practice  medicine  in  Georgia  and  board 
certification  in  psychiatry,  pediatrics,  or 
internal  medicine.  Developmental 
disabilities/mental  retardation  experience 
in  clinical  and/or  administrative  capacities 
preferred.  Contact:  Personnel  Office, 
Central  State  Hospital,  Milledgeville,  GA 
31062-9989;  (912)  453-4094.  Applications 
accepted  continuously  until  suitable 
applicant  located.  AA/EOE. 

Locum  Tenens/Permanent  Placement  — 

EmQuest  is  a subsidiary  of  EmCare,  a 
professionally  managed,  physician-owned 
corporation  with  14  years  experience  in 
medical  management.  For  information 
regarding  temporary  and  permanent 
opportunities  in  Obstetrics/Gynecology, 
Radiology,  Pediatrics',  Family  Practice, 
Internal  Medicine,  Anesthesiology,  and 
Emergency  Medicine,  contact  EmQuest, 
Inc.,  3310  Live  Oak  St.,  LB-10,  Dallas,  TX 
75204;  (214)  823-6850  in  Texas  or  U.S. 
(800)  527-2145. 

PHP  Healthcare  Corporation,  a leader  in 
health  care  management  services,  has  an 
immediate  need  for  physicians  to  staff  a 
primary  care  clinic  located  in  Columbus 
and  Savannah,  Georgia;  Charleston,  SC; 
Riverside,  CA;  Virginia  Beach,  VA;  and 
potential  openings  in  Jacksonville,  NC, 
and  Tampa  and  Jacksonville,  Florida. 

Other  immediate  openings  include 
locations  in  Arizona,  North  Carolina, 
California,  Northern  Virginia,  and 
Nebraska.  Qualifications  are:  BC/BE, 
approp.  state  licensure,  and  a minimum  1 
yr.  experience.  Our  company  offers  an 
outstanding  incentive  pay  plan  and 
provides  paid  malpractice  insurance.  PHP 
also  offers  a pleasant  work  environment 
free  from  on-call  coverage  with  flexible 
scheduling  arrangements.  If  interested  and 
qualified,  please  call  or  send  C.V.  to: 

Leigh  Robbins,  PHP  Healthcare  Corp.,  125 
Belle  Forest  Circle.  Suite  200,  Nashville, 

TN  37221;  615/662-1310. 

SITUATION  WANTED 

Anesthesiologist,  board  certified,  6 years 
experience,  available  for  locum  tenens 
coverage.  Seeking  permanent  position. 
Contact  Marie  Faucher,  M.D.,  P.O.  Box 
439,  Conyers,  GA  30207;  (404)  985-0619. 

FOR  SALE 

Family  Practice  Metro  Atlanta.  Requires 
Boards.  Near  hospital.  No  OB.  Large 


patient  volume.  Lease  available.  Call  (404) 
422-4504  after  hours. 

A solo  general  surgeon  is  retiring. 

Practice  is  located  in  South  Fulton  County, 
has  enjoyed  a long  and  prosperous 
history.  Sales  price  includes  patient  charts 
and  equipment.  Please  direct  inquiries  to: 
Michael  Fleishman,  Practice  Sales  Suite 
320,  3399  Peachtree  Rd.,  Atlanta,  GA 
30326;  (404)  266-9876. 

A solo  internal  medicine  specialist 

desires  to  sell  his  practice  due  to  his 
acceptance  of  a salaried  position.  Practice 
is  located  in  Decatur,  Georgia,  in  high 
traffic  area.  Please  direct  inquiries  to: 
Michael  Fleishman,  Practice  Sales,  Suite 
320,  3399  Peachtree  Rd.,  Atlanta,  GA 
30326;  (404)  266-9876. 

SERVICES 

Starting  at  $40;  Hook  up  Kits  for  $5; 

Stress  Test  Electrodes  294;  Scanning  Paper 
for  $18.95.  Call  1-800-248-0153. 

Save  dollars  on  your  medical  equipment 

needs.  Autoclaves  to 
X-rays.  Complete  set-up  to  single  item.  If 
we  don’t  have  it  we  can  locate  it.  Save 
more  than  50%  on  most  items.  All 
equipment  guaranteed  and  delivery 
available.  We  sell-broker-buy.  Call  or  write 


for  any  information.  Med  Exchange,  825 
Powder  Springs  Rd.,  Suite  105,  Marietta, 
GA  30064;  (404)  499-8642. 

2V  STAT  — Medical  diagnostic  and 
therapeutic  decision  support  software 
covering  69  specialties.  Medical 
algorithms  (flow  charts)  are  grouped 
according  to  sign,  symptom,  complaint, 
organ  and  system,  specialty,  age,  and 
MDC/DRG.  Updated  medical  knowledge  at 
fingertips!  ONLY  $5,490  for  complete 
turnkey  system  [2V  STAT  software, 
knowledge  base  (69  specialties),  and 
computer  with  80286/1 0 CPU  Turbo,  40 
MB  HD,  EGA  monitor  and  card,  printer 
and  40  MB  backup].  Contact  2V-STAT  — 
2480  Windy  Hill  Road,  Suite  201,  Marietta, 
GA  30067;  (404)  956-1855. 

1989  CME  Cruise/Conferences  on 
Medicolegal  Issues  & Risk  Management 

— Caribbean,  Mexico,  Alaska/Canada, 
China/Orient,  Scandinavia/Russia, 
Mediterranean,  Black  Sea,  Trans  Panama 
Canal.  Approved  for  24-28  CME  Category  1 
Credits  (AMA/PRA)  and  AAFP  prescribed 
credits.  Excellent  group  rates  on  finest 
ships.  Pre-scheduled  in  compliance  with 
IRS  requirements.  Information: 

International  Conferences,  189  Lodge  Ave., 
Huntington  Station,  NY  11746;  (800)  521- 
0076  or  (516)  549-0869. 


NON-SMOKERS  AND  SMOKERS! 
Save  Up  To  50%  On  Term  Life  Insurance 
FROM  JACOBS  & ASSOCIATES 

Compare  our  low  annual  rates  for  non-decreasing  graded 
premium  life. 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  FEMALE  RATES  ARE  LOWER. 
All  coverage  provided  by  companies  rated  “A  Excellent”  or 
“A  + Superior”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description,  send  your 
date  of  birth  and  amount  of  coverage  desired  to: 

JACOBS  & ASSOCIATES 

502  GLOUCESTER  STREET,  SUITE  6 
BRUNSWICK,  GEORGIA  31520 
or  call  us  at  (912)  265-2876 
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An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

makes  the  difference. 


As  a physician, 
you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
Were  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians  like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams so  you  can  choose  the  one  most  appro- 
priate to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And  we’re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  From  our  service-oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 
because  we 
want  to  make 

the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 

(404)  842-5600  or  1-800-282-4882. 


mUTUM 

MAG  MUTUAL  INSURANCE  COMPANY 

Eight  Piedmont  Center,  Suite  600  3525  Piedmont  Road  Atlanta,  Georgia  30305-1533  (404)  842-5600 
Mailing  Address:  Post  Office  Box  52979  Atlanta,  Georgia  30355-0979  1-800-282-4882 


Even  today,  there  remain  a few  independent, 
non-profit  nationally-recognized  hospitals 
whose  fierce  commitment  to  quality  of 
patient  care  makes  them  unique.  In  just 
twelve  years,  Atlanta’s  Ridgeview  Institute 
has  joined  that  elite  group. 

• The  Ridgeview  Institute  offers  three  spe- 
cialized treatment  programs  for  children  and 
adolescents  and  two  for  adults.  Whether 
the  problem  is  emotional,  psychological  or 
related  to  drugs  and  alcohol,  Ridgeview 
can  help. 

• The  Ridgeview  Institute  has  nationally- 
recognized  dedicated  programs  for  the 


treatment  of  Recovering  Professionals  and 
Multiple  Personality  Disorder  directed  by 
nationally-respected  clinicians. 

• The  Ridgeview  Institute  attracts  25%  of  its 
patients  from  outside  of  Georgia  and  40% 
from  outside  metro  Atlanta. 

Assessment  Specialists  in  the  Information 
& Referral  Service  will  help  you  find  the 
right  physician  and  the  right  program.  They 
will  assist  your  patient  and  family  with 
arrangements— no  matter  where  they  are 
coming  from. 

There’s  only  one  Ridgeview  Institute, 
and  it’s  here  for  your  patients  today. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive,  SE,  Smyrna,  GA  30080,  (404)  434-4567,  toll  free  1-800-345-9775 
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More  people  have  survived  cancer  than 
now  live  in  the  City  of  Los  Angeles. 

We  are  winning. 
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PRESIDENT'S  PAGE 


Joseph  P.  Bailey,  Jr.,  M.D. 


Recently  I have  had  the 

opportunity  and  privilege  to 
work  with  the  leadership  of  two  of 
our  state  specialty  societies.  The 
problems  faced  by  them  are  of 
concern  to  us  all  and  represent  a 
need  for  change  that  can  be 
positively  influenced  by  the  efforts 
of  MAG.  In  developing  this  effort, 
the  first  necessity  was  for  mutual 
understanding  that  evolved 
through  communication.  This 
sounds  so  simplistic,  and  yet  it  is 
the  lack  of  exchange  of 
information  and  subsequent 
understanding  that  often 
constitutes  the  barrier  to  progress. 
MAG’s  House  of  Delegates  has 
moved  to  eliminate  part  of  this 
barrier  by  seating  specialty  society 
representation.  This  action  will  be 
culminated  in  1989  after  the 
requisite  repose  for  1 year  prior  to 
final  action. 

But  what  is  the  real  substance 
of  the  potential  for  progress 
through  unity?  1 believe  it  is  the 
necessity  for  remembering  our 
common  professional  heritage  as 


physicians  and  striving  to 
maintain  the  altruism  which  has 
almost  disappeared  from  our 
world  in  this  day  of  real  and 
attempted  governmental  control 
and  economic  stress.  We  must 
maintain  a genuine  concern  for 
each  other  as  we  do  for  our 
patients.  As  we  are  in  an  ever- 
changing  world,  we  will  also 
change  and  make  progress.  In 
order  to  ensure  this  progress,  we 
must  remember  that  amidst  the 
alligators  we  did  come  to  drain 
the  swamp.  We  are  a profession 
of  the  highest  standards  and 
quality  existing  on  this  earth.  To 
maintain  this  state,  we  must  be 
unified  in  the  bond  of  our  rich 
heritage  and  an  ongoing  capacity 
to  make  true  progress  through 
change.  To  be  divided  is  to 
ensure  great  difficulty  if  not 
blatant  failure.  To  be  unified 
requires  understanding  and  the 
willingness  to  accept  variance  of 
approach  and  opinion  while 
maintaining  individuality  and 
integrity. 
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A S S O C I A 


PERSONALS 
Georgia  CMS 


(Top  Photo):  Savannah  orthopedic 
surgeon  Joe  Nettles , former  Chairman 
of  MAG’s  Board  of  Directors,  and  Ann 
Purcell  (Mrs.  Dent  W.),  of  Savannah, 
Past  President  of  the  Auxiliary  to  the 
MAG  and  a member  of  the  Georgia 
Medical  Society,  present  Georgia 
Congressman  L.  Thomas  ( center ) 
with  a check  from  GaMPAC. 

( Bottom  Photo):  Mrs.  Purcell  presents 
Georgia  Representative  Clinton  Oliver 
with  a contribution  from  GaMPAC. 


[ION  NEWS 


Hall  CMS 

Ellis  B.  Kenner,  M.D.,  a 

neurosurgeon  in  Gainesville,  has 
been  appointed  by  Gov.  Joe  Frank 
Harris  to  the  Composite  State 
Board  of  Medical  Examiners. 

Oconee  Valley  CMS 

James  E.  Sutherland,  M.D.,  of 

Greensboro,  GA,  has  been  elected 
to  the  Greene  County  Hospital 
Authority. 

Muscogee  CMS 

Alan  S.  Peiken,  M.D.,  of 

Columbus,  has  been  named 
Professional  of  the  Year  by  the 
American  Lung  Association  of 
Georgia.  Dr.  Peiken  is  chief  of 
pulmonary  medicine  at  The 
Medical  Center  in  Columbus. 

The  American  College  of 
Nuclear  Medicine  bestowed  its 
highest  honor,  the  Gold  Medal,  on 
John  D.  Watson,  Jr.,  M.D.,  of 
Columbus,  GA,  at  a convocation 
of  the  college  last  September.  The 
medal,  only  the  fifth  to  be 
awarded,  was  given  in  recognition 
of  Dr.  Watson’s  efforts  and 
achievements  in  the  development 
and  progress  of  the  college. 

Dr.  Watson,  a charter  fellow 
and  past  president,  is  currently 
chairman  of  the  Board  of 
Representatives  and  Executive 
Director  of  ACNM.  He  is  a Fellow 
of  the  American  College  of 
Radiology,  a past  councilor  and 
member  of  the  Steering 
Committee,  and  is  now  serving  as 
a chancellor  of  ACR. 

On  the  state  level,  Dr.  Watson 
is  a past  president  of  the  MAG 
and  the  Georgia  Radiological 
Society  and  is  now  president  of 
the  Georgia  Society  of  Nuclear 
Medicine.  He  is  a member  of  the 
House  of  Delegates  of  the  AMA 
and  chairs  its  Section  on  Nuclear 
Medicine. 

In  November,  1987,  he  was 
program  director  for  an 
international  symposium  on 
imaging  held  in  Beijing,  China, 


under  the  auspices  of  the 
International  Foundation  for 
Scholarly  Exchange. 

DEATHS 

Frank  Blaydes,  M.D.,  a family 
practitioner  who  practiced  in 
Hahira  and  Lake  Park,  died  when 
the  single-engine  plane  he  was 
flying  in  dense  fog  crashed  into 
the  tower  of  a Valdosta  television 
station. 

William  E.  Huger  Jr.,  M.D.,  of 

Atlanta,  chief  of  plastic  surgery  at 
Piedmont  Hospital,  died  after  a 
heart  attack  while  vacationing  at 
Highlands,  N.C.  He  was  62. 

Dr.  Huger  had  been  with 
Piedmont  Hospital  since  1963, 
and  was  a clinical  assistant 
professor  of  surgery  at  Emory 
University  School  of  Medicine. 

Dr.  Huger  was  president  of  the 
American  Society  of  Plastic  and 
Reconstructive  Surgeons  from 
1979  to  1981  and  at  his  death  was 
a trustee  of  the  group.  He  also 
was  a former  president  of  three 
other  organizations  — the 
Medical  Association  of  Atlanta, 
Southeastern  Society  of  Plastic 
and  Reconstructive  Surgeons  and 
Georgia  Society  of  Plastic 
Surgeons  — and  a member  of 
several  other  professional 
organizations. 

J.  Harry  Rogers,  M.D.,  a 

retired  Atlanta  surgeon,  died  last 
August  at  the  age  of  86. 

Dr.  Rogers  was  a graduate  of 
University  of  Georgia  and  Emory 
University  School  of  Medicine, 
and  was  Chief  of  Surgery  at 
Crawford  Long  Hospital  for  many 
years.  He  was  the  physician  for 
the  Atlanta  Crackers,  and  later  for 
the  Atlanta  Braves. 

Dr.  Rogers  served  in  the  U.S. 
Navy  in  the  Pacific  during  World 
War  II.  He  was  captain  in  the 
Naval  Reserve  and  was  awarded 
the  Bronze  Star  for  military' 
service. 
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high  risk 
disease 


Comprehensive  risk  manage- 
ment demands  inclusion  of 
obesity  treatment.  It  is  no 
longer  sufficient  to  limit  your 
attention  to  lipid  measurements 
and  appropriate  therapy  as  part 
of  your  preventive  care.  You 
can  accomplish  serum  lipid 
reduction  and  so  much  more 
for  your  obese*  patients  by 
treating  the  underlying  disease 
just  as  you  would  treat  any  other 
chronic  disease. 

Current  research  demon- 
strates that  successful  treatment 
of  obesity  requires  a multidis- 
ciplinary approach  involving 
behavior  modification  coupled 
with  a very  low  calorie  diet 
(VLCD).  Our  physicians,  nurs- 
ing staff,  psychologists,  regis- 


tered dietitians  and 
exercise  physiologists 
are  specially  trained  to 
help  the  obese  patient 
make  the  per- 
manent lifestyle 
changes  needed 
to  achieve  sustained  weight  loss 
and  maintenance. 

Such  an  approach  is 
provided  by  The  OPTIFAST® 
Program  at  HCA  Doctors 
Hospital.  Treatment  is  limited 
to  obesity  management  only, 
all  primary  care  problems  are 
referred  back  to  you.  And  we 
apprise  you  of  your  patients 
progress  regularly. 

The  OPTIFAST®  Program 
at  HCA  Doctors  Hospital.  A 
total  approach  to  obesity  treat- 
ment. For  more  information, 
cak  261-0007. 
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NON-SMOKERS  AND  SMOKERS! 
Save  Up  To  50%  On  Term  Life  Insurance 
FROM  JACOBS  & ASSOCIATES 


Compare  our  low  annual  rates  for  non-decreasing  graded 
premium  life. 
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Renewable  to  age  100.  FEMALE  RATES  ARE  LOWER. 
All  coverage  provided  by  companies  rated  “A  Excellent”  or 
UA+  Superior”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description,  send  your 
date  of  birth  and  amount  of  coverage  desired  to: 

JACOBS  & ASSOCIATES 

502  GLOUCESTER  STREET,  SUITE  6 
BRUNSWICK,  GEORGIA  31520 
or  call  us  at  (912)  265-2876 
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(A,  — Exam  Room  Equipment 

Examination  Tables, 
Lamps,  Stainless  Steel  Carts, 
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ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 
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’(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  tnals  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  C's  on  the  other  Issued  1/87 


Reference: 

1 . Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1987;9(4):395-399. 
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Carafate:  for  the 
ulcer-prone  NSAID  patient 

Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers.1  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  | defenses  through  a unique, 

nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 
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Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 
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EXTEND 

YOUR 

PRACTICE. 

If  you’re  looking  to  extend  your 
practice,  and  your  career,  look  into  Army 
Reserve  medicine. 

We’ll  give  you  the  opportunity  to 
practice  in  a variety  of  challenging 
fields— teaching,  research,  patient  care,  : 
even  field  work. 

We’ll  also  give  you  the  kind  of  flex- 
ibility you  can’t  always  have  in  civilian 
hospitals,  such  as  the  chance  to  practice 
a new  specialty,  or  to  broaden  your 
experience  in  your  current  one. 

Since  we  know  how  busy  you  are, 
we’ll  also  be  flexible  about  the  hours  you 
work.  You  can  join  a local  medical  unit 
and  normally  serve  sixteen  hours  every  i 
month  plus  fourteen  days  of  active 
duty  during  the  year. 

Army  Reserve  medicine  is  more 
than  a chance  to  broaden  your  practice. 
It’s  a chance  to  broaden  your  horizons.  | 

If  you  would  like  more  information 
about  specific  programs,  call  toll-free 
1-800-USA-ARMY. 

ARMY  RESERVE 
MEDICINE. 

BE  ALL  YOU  CAN  BE. 
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About  the  Cover  Artist 

Wadsworth  A.  Jarrell 

On  the  cover  this  month  is  part  of  a painting  by 
Wadsworth  A.  Jarrell  entitled,  “Sadie’s  Wedding.” 
Though  the  title  itself  does  not  relate,  we  thought  the 
expressions  on  the  people’s  faces  suggested  aberra- 
tions of  the  mind,  the  theme  of  this  issue  of  the  Jour- 
nal. 

Born  in  Albany,  Georgia,  Mr.  Jarrell  was  educated 
at  the  Ray  Vogue  School  of  Art  in  Chicago  and  earned 
his  B.F.A.  at  the  Art  Institute  of  Chicago  and  M.F.A. 
at  Howard  University  of  Washington,  D.C.  He  now 
lives  in  Atlanta  and  has  been  Professor  of  Art  at  the 
University  of  Georgia  in  Athens  since  1978.  Prior  to 
that,  he  was  Assistant  Professor  of  Art  at  Howard  Uni- 
versity. 

Mr.  Jarrell  was  one  of  the  founding  members  of  the 
AFRICOBRA  (African  Commune  of  Bad  Relevant  Art- 
ists), founded  in  Chicago  in  1968.  This  multi-faceted 
group  of  artists  came  together  to  explore  new  and 
innovative  ideas  in  art,  relating  directly  to  African 
American  people  in  the  USA.  The  AFRICOBRA,  Cre- 
ators of  “Poster  Art,”  has  exhibited  in  more  than  50 
American  cities,  the  Caribbean,  and  Africa. 

Select  Group  Exhibitions 

AFRICOBRA  1988,  Fay  Gold  Gallery,  Atlanta 
The  Eighth  Annual  Atlanta  Life  National  Art  Compe- 
tition Exhibition,  Atlanta 

AFRICOBRA  U.S.A.  16eme  Festival  Culturel,  Sermac, 
Fort  De  France,  Martinique,  French  West  Indies 
Birmingham  Biennial,  Birmingham  Museum  of  Art, 
Birmingham,  AL 

AFRICOBRA  in  Detroit,  G.R.  N’Namdi  Gallery,  Detroit, 
MI 

Inside  Out,  Malmo  Konsthall,  Malmo,  Sweden 
Atlanta  in  France,  Chapelle  De  La  SorBonne,  Paris 
Portrait  of  the  South,  Palazzo  Venezia  Museum,  Rome, 
Italy 

Second  World  Black  and  African  Festival  for  the  Arts, 
National  Theater  Gallery,  Lagos,  Nigeria 
2nd  Africa-American  and  Diaspora  Festival  for  the  Arts, 
Port-au-Prince,  Haiti 

Chicago  International  Art  Exposition,  Navy  Pier,  IL 
Dimensions  and  Directions,  Mississippi  Museum  of 
Art,  Jackson,  MI 

Artists  in  Georgia  Show,  High  Museum  of  Art,  Atlanta 

Select  One-Man  Exhibitions 

Paintings  and  Drawings,  Wadsworth  Jarrell,  Chicago 
Fine  Arts  Center,  Chicago 
Going  Home,  Howard  Art  Gallery,  Washington,  DC 
The  Works  of  Wadsworth  Jarrell,  Carriage  House  Gal- 
lery, Richmond,  VA 

Albany  Museum  of  Art  Presents  — Wadsworth  Jarrell, 
Paintings,  Albany,  GA 

The  Power  and  The  Glory,  Visual  Arts  Gallery,  Uni- 
versity of  GA,  Athens 

New  Works,  Wadsworth  Jarrell,  WJ  Studios  and  Gal- 
lery, Chicago,  IL 


Commissions 

Northern  Telecom,  Northern  Telecom  Building,  Sandy 
Springs,  GA 

Westinghouse  Mural,  Westinghouse  Electic  Company, 
Athens,  GA 

Harambee  House  Mural,  Harambee  House  Hotel, 
Washington,  D.C. 

Record  Album  Cover,  Bill  Harris  in  Paris  and  Wash- 
ington, D.C. 

OK  Cafe,  Mural,  Atlanta 

Awards 

1st  Prize  in  Painting,  The  Eighth  Annual  Atlanta  Life 
National  Art  Competition  and  Exhibition,  Atlanta 
Award  for  Excellence  in  Painting,  Southern  Homes 
Exhibition,  Atlanta 

1st  Prize  in  Painting,  Oak  Park  Art  Festival,  IL 
2nd  Prize  in  Painting,  Park  Forest  Art  Festival,  IL 

Collections 

The  High  Museum  of  Art,  Atlanta 
The  Coca  Cola  Company,  Atlanta 
The  Carriage  House  Gallery,  Richmond,  VA 
John  Wieland  Homes  Collection,  Atlanta 
King  and  Spalding  Law  Firm,  Atlanta 
Cultural  Affairs  Bureau,  City  of  Atlanta 

Mr.  Jarrell’s  paintings  are  handled  in  Atlanta  exclu- 
sively by  the  FAY  GOLD  GALLERY,  3221  Cains  Hill 
Place,  Atlanta,  GA  30305;  404-233-3843.  “Sadie’s  Wed- 
ding” may  be  seen  at  the  Douglas  County  Public  Li- 
brary. 
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MRI  UPDATE 

MRI  Advances  the  Detection  of  Avascular  Necrosis 


Figure  A 


Figure  B 


Figure  C 


HISTORY:  This  patient  is  a 

50  year  old  male  presenting  with 
left  hip  and  leg  pain.  There  was  no 
history  of  trauma.  The 
radiographs  of  the  left  hip  suggest 
advanced  avascular  necrosis 
(AVN).  Radionuclide  bone  scan 
revealed  non-specific  generalized 
increased  radioactivity  involving 
the  entire  left  hip,  and  the  right  hip 
was  normal. 


SCAN:  Both  hips  were  imaged 
in  axial  and  coronal  projections. 
The  left  hip  has  multiple  findings 
consistent  with  advanced  AVN, 
such  as:  (a)  irregular  low  signal 
areas  mixed  with  high  signal  areas 
involving  the  superoanterior  left 
femoral  head  [Fig.  A],  (b)  ir- 
regularity and  flattening  of  the  ar- 
ticular surface  of  the  femoral  head 
indicating  fracture  and  collapse  of 
the  articular  surface,  (c)  large  effu- 
sion in  the  joint  capsule  [Fig.  B[. 
The  right  hip  reveals  early 
changes  of  AVN,  characterized  by 
a low  signal  intensity  margin 
around  a central  area  of  increased 
signal  intensity  involving  the 
superoanterior  femoral  head  [Fig. 
C],  No  associated  fracture,  col- 
lapse, or  evidence  of  joint  effusion 
is  demonstrated  in  the  right  hip. 


MRI  HIGHLIGHTS:  The 

advantage  of  MRI  in  this  study  is 
twofold:  (1)  MRI  corroborated 
radiographic  findings  of  advanced 
AVN  in  the  left  hip,  and,  (2)  MRI 
disclosed  the  incidental  finding  of 
early  AVN  in  the  right  hip  which 
was  not  clinically  or 
radiographically  evident.  MRI  is 
the  most  sensitive  imaging  techni- 
que for  early  detection  of  AVN,  in- 
creasing the  success  of  surgical 
treatment  (core  decompression). 
Although  the  clinical  symptoms 
may  be  unilateral,  the  process  may 
be  bilateral:  occult  lesions  are 
most  likely  to  be  missed  by  bone 
scintigraphy  and  CT  scan. 
Radiographic  changes  are  not  evi- 
dent until  marked  bone  destruc- 
tion has  occurred. 


Atlanta 

Magnetic 

Imaging 


800  Douglas  Road  / Atlanta,  GA  30342 
(404)  256-9296 


Atlanta 
Magnetic 
Imaging-South 

276  Medical  Way  / Riverdale.  GA  30274 
(404)  997-9313 


Athens 
Magnetic 
Imaging,  Ltd. 


2090-B  Prince  Ave.  / Athens,  GA  30606 


(404)  353-3873 


Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolution 
head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 

Copyright  © 1988  Health  Images,  Inc.  All  Rights  Reserved. 
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CORNER 

The  Captain  of  My  Soul 

£ In  the  course  of  the 
remarks  that  day,  he 
said  to  the  audience, 
“At  one  time  in  the  life 
of  every  person  in  this 
room,  for  fleeting  and 
brief  or  longer 
intervals,  you  have  all 
been  insane  ” Later  / 
told  him  I saw  myself 
as  stable,  controlled, 
respected,  sane. 
“Really?”,  he  asked .J 

1 am  the  master  of  my  fate; 

I am  the  captain  of  my  soul. 

(Henley) 

T'here  is  a fine  line,  a fine 
A white  line,  between  sanity 
and  in-sanity. 

I was  asked,  as  a guest,  to 
attend  a luncheon  meeting  of  our 
local  Rotary  Club  once  in  the 
distant  past.  One  needs,  for  varied 
and  essential  and  some  non- 
essential  reasons,  to  belong  to 
such  organizations.  The 
organizations  so  nurtured  tend  to 
further  laudable  aims  as  well  as 
further  those  relationships  which 
enrich  our  social  and  business 
life.  In  fact,  however,  I never  have 
belonged  to  one,  though  the  loss 
is  mine.  Civic  clubs  as  such  lend 
richness  and  value  to  life  and 
nurture  one’s  community. 

But  back  to  the  luncheon.  My 
friend,  a psychiatrist,  had  been 
asked  to  speak  to  this  gathering 
of  recognized  citizens.  In  the 
course  of  the  remarks  that  day,  he 
said  to  the  audience,  “At  one  time 
in  the  life  of  every  person  in  this 
room,  for  fleeting  and  brief  or 
longer  intervals,  you  have  all  been 
insane.” 

And  so  I pondered.  Surely  not 
this  mature,  stable,  coping 
survivor  of  the  residency  wars. 

Not  me,  even  for  a second, 
insane,  out  of  control,  or  crazy. 
“You  must  be  out  of  your  mind,”  I 
said  to  myself.  To  my  friend,  I 
said,  “I  view  myself  as  stable, 
controlled,  respected,  sane.” 
“Really?,”  he  responded. 

Time  passed  as  our  friendship 
deepened.  Passed  as  he  found 
rest  from  his  own  agony  in  death. 
Passed  as  I thought  over  that 
remark.  Is  it,  this  matter  of  sanity, 
merely  a thing  of  degree?  Or  the 
time  it  occupies  of  our  daily  life? 
Are  we,  each  of  us,  truly  insane 
or  psychotic  for  brief  moments  of 
our  life?  Or  for  major  portions  of 
those  lives?  Are  the  moods  of  our 
days  truly  dependent  on  forces 
beyond  our  control  — the 
weather,  atmospheric  pollution, 
our  serum  magnesium  level,  the 
kiss  we  received,  or  did  not 
receive,  as  we  left  for  work?  Are 
we,  indeed,  the  masters  of  our 
fates,  the  captains  of  our  souls?  It 
is  a shattering  thought  — that  we 
are  subject  to  forces  beyond  our 
understanding  and  independent  of 
our  control. 

I have  been  told,  and  this  by 
Jl  others  who  spend  their  days 
toiling  with  the  afflicted  of  mind 
and  habit,  that  to  be  a good 
psychiatrist,  to  be  well  trained, 
one  must  know  the  writings  of  Sir 
James  George  Frazer.  He  wrote  a 
book  called  The  Golden  Bough 
and  presented  it  as  a study  in 
magic  and  religion.  In  it,  he 
explored  the  habits  and  taboos  of 
a great  number  of  peoples  around 
the  earth.  As  one  reads  his 
description  of  the  practices  of 
various  tribes  of  people,  seen 
against  the  backdrop  of  history, 
the  behavior  of  those  bereft  of 
sanity  comes  clearly  through.  He 
talks,  for  instance,  in  one  place  of 
“the  perils  of  the  soul”: 

It  is  a common  rule  with 
primitive  people  not  to  waken  a 
sleeper,  because  his  soul  is  away 
and  might  not  have  time  to  get 
back;  so  if  the  man  wakened 
without  his  soul,  he  would  fall 
sick.  If  it  is  absolutely  necessary 
to  rouse  a sleeper,  it  must  be 
done  very  gradually,  to  allow  the 
soul  time  to  return.  A Fijian  in 
Matuku,  suddenly  wakened  from 
a nap  by  somebody  treading  on 
his  foot,  has  been  heard  bawling 
after  his  soul  and  imploring  it  to 
return.  He  had  just  been 
dreaming  that  he  was  far  away  in 
Tonga,  and  great  was  his  alarm 
on  suddenly  awakening  to  find 
his  body  in  Matuku.  Death  stared 
him  in  the  face  until  his  soul 
could  be  induced  to  speed  at 
once  across  the  sea  and 
reanimate  its  deserted 
— 
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tenement. . . . Now  the  absence  of 
the  soul  in  sleep  has  its  clangers, 
for  if  from  any  cause  the  soul 
should  be  permanently  detained 
away  from  the  body,  the  person 
thus  deprived  of  the  vital 
principal  must  die.  There  is  a 
German  belief  that  the  soul 
escapes  from  a sleeper’s  mouth 
in  the  form  of  a white  mouse  or  a 
little  bird,  and  that  to  prevent  the 
return  of  the  bird  or  animal 
would  be  fatal  to  the  sleeper. 
Hence  in  Transylvania  they  say 
that  you  should  not  let  a child 
sleep  with  its  mouth  open,  or  its 
soul  will  slip  out  in  the  shape  of 
a mouse  and  the  child  will  never 
wake. 

It  is  said  of  Sir  James  George 
Frazer  that  he  read  voraciously  to 
the  point  that  in  his  old  age 
blindness  afflicted  him.  He  is 
thought  to  have  literally  read 
himself  blind.  It  asks  too  much  of 
this  surgeon,  however,  that  he 
lose  his  vision  in  the  search  for 
understanding.  Or  the  search  for 


sanity,  for  that  matter. 
Nonetheless,  in  the  repetitive 
daily  task  of  meeting  the  rising 
sun  must  one  include  that  effort 
to  know  his  or  her  self.  To  spend 
a bit  of  time,  as  did  Montaigne,  to 
look  inward  and  study  what  might 
be  seen  there.  To  know  thyself 
and  then,  and  should  indeed  the 
yet  unproven  thesis  be  correct,  to 
face  with  fearless  resolution  the 
task  of  correcting  those  errors  of 
character  and  conduct  which 
confront  us. 

There  is  an  ancient  Chinese 
proverb  — there  are  so  many  that 
one  must  doubt  them  all  save 
those  that  have  come  to  us 
through  the  master,  Confucius  — 
which  says,  “The  important  thing 
is  this.  To  give  up  what  you  are 
for  what  you  might  become.” 

One  grasps  the  plunger  of  the 
syringe  holding  the  next 
dose  of  Demerol.  Looks  lovingly 
at  the  white  powder  and  the 
coiled  roll  of  paper  poised  at  the 


nostril.  Slowly  twists  away  the  cap 
of  the  bottle  labeled  “Schedule 
No.  II.”  With  careless  abandon, 
removes  the  cork  of  the  almost 
empty  flagon  gazing  rapturously 
into  its  empty  depths.  Looks  with 
loving  intensity  into  the  eyes  of  a 
psychotic  child,  wife,  brother,  or 
sister  confused  with  altered 
thought  processes.  Looks  and 
asks  again,  “Am  I the  master  of 
my  fate,  the  captain  of  my  soul?” 

We  talk  this  month  of 

aberrations  of  the  mind. 
They  are  yet  poorly  understood. 
We  talk  of  schizophrenia,  of 
substance  abuse,  of  our 
problems.  Of  our  children’s 
problems.  Of  our  wives’ 
problems.  We  talk  as  we  have  for 
so  long  since  those  days  of 
training  of  the  problems  of  our 
fellow  beings.  Read  these  articles 
carefully,  for,  “There,  but  for  the 
grace  of  God,  go  I.” 

CRU 


Comprehensive  Care  For  Your  Patient 
Is  Within  Reach  at  CPC  Parkwood 


With  over  40  years  of  service  to  the 
Atlanta  community,  CPC  Parkwood 
Hospital  has  a proud  tradition  of 
excellence  in  comprehensive  patient 
care.  Our  progressive  treatment 
programs  are  designed  to  meet  the 
diverse  needs  of  patients  with 
difficult  problems. 

We  offer  adult,  adolescent,  and 
children’s  programs  for  psychiatric 
and  chemical  dependency  treat- 
ment— and  more.  We  specialize  in 
programs  for  treating  co-depen- 
dency, eating  disorders,  anxiety 
disorders,  and  the  impaired 
professional. 


When  a patient  requires  both  psychiatric 
and  chemical  dependency  care,  our  staff 
works  cooperatively  to  form  an 
individualized  treatment  plan. 
Our  intense  aftercare  programs 
foster  ongoing  recovery 
after  discharge. 

At  Parkwood,  our  dedication  to 
clinical  excellence  makes  the 
difference.  We  don’t  just  treat 
problems,  we  help  people  lead 
healthier  lives. 


An  affiliate  of  Emory  University, 
Parkwood  is  a 152-bed  psychiatric 
and  chemical  dependency  hospital. 


CPC 


PARKWOOD 

HOSPITAL 


1999  Cliff  Valley  Way,  N.E. 


Atlanta,  Georgia  30329  (404)  633-8431 


Proud  Traditions,  Progressive  Treatment 


A Medic  Computer  System  Located 
Hundreds  Of  Unpaid  Medical  Bills. 


And  Not  By  Accident. 


It’s  true.  When  a Medic  Computer  System  replaced 
another  in  one  large  practice,  itfound  thousands  of  dollars 
in  bills  never  sent  and  insurance  claims  never  filed. 

Medic  can  help  solve  your  cash  flow  problems  just 
as  easily.  Since  each  transaction  has  a unique  number, 
payments  are  easy  to  track.  Our  Aged  Accounts  Receiv- 
able Report  will  list  overdue  accounts  by  any  amount  or 
time  frame  you  choose.  And  our  Aged  Insurance  Claims 
Report  even  calculates  the  number  of  days  since  a 
claim  was  filed.  So  you  can  act  before  a bill  gets  too  large 
or  a claim  gets  too  old. 

Medic’s  already  at  work  in  more  than  2,000  prac- 
tices from  coasttocoast.  And  more  than  6,000  physicians 
enjoy  the  security  of  a system  backed  by  a $2.5  billion 
organization.  Plus  Texas  Instruments  hardware,  a leader 
in  expandability,  compatibility  and  reliability.  That  makes 
Medic  the  system  you  can  start  with  and  stay  with. 

So  choose  a system  that  will  turn  your  bottom  line 


around.  Call  Medic.  The  specialists  in  computer 
systems  for  America’s  medical  community. 


. Texas  ^ 
Instruments 


COMPUTING  PflOOUC  IS 

AUTHORIZED 

SALES 


j~"piease  tell  me  how  Medic  Computer  Systems  can  help  my  practice-! 
Name  ; 

1 Address  ii 

Citv 

State  7ip 

j Phone  ( 

) Number  of  physirians  in  prqrtirp 

1 Specialty. 

Medic  Computer  Systems 

I_ 

8601  Six  Forks  Rd.,  Suite  300,  Raleigh  NC  27615 

1 1/88GA  | 

8601  Six  Forks  Rd.,  Suite  300,  Raleigh,  NC  27615,  919-847-8102.  In  NC  Call:  1-800-877-5678.  Outside  NC  Call:  1-800-334-8534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Dallas,  Denver,  Ft.  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 
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DECEMBER 

3-4  — Atlanta:  Regional 
Anesthesia:  Surgery, 
Obstetrics,  and  Pain.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

5-9  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

7-9  — Atlanta:  Nuclear 
Medicine  Update:  Infection, 
Renal,  and  Cardiac  Imaging. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

9 — Atlanta:  Current  Topics  in 
Rheumatology  for  the  Non- 
Specialist.  Category  1 credit. 
Contact  Frederic  C.  McDuffie, 
M.D.,  Piedmont  Hospital  Arthritis 
Center,  1968  Peachtree  Rd., 
Atlanta  30309.  PH:  404/350- 
1750. 

12-16  — Atlanta:  Modern 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

JANUARY  1989 

9-13  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

23-27  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


CALENDAR 


23-27  — Atlanta:  Modern 
Methods  of  Diagnosing  & 
Treating  Diabetes  Mellitus  & 

Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

FEBRUARY 

6-10  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

6-10  — Atlanta:  Modern 
Methods  of  Diagnosing  & 
Treating  Diabetes  Mellitus  & 

Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

10- 11  — Augusta:  Flexible 
Fiberoptic  Sigmoidoscopy. 

AMA  Category  1 credit  and 
AAFP  prescribed  credit.  Contact 
Div.  of  Cont.  Ed.,  MCG,  Augusta 
30912.  PH:  404/721-3967. 

11- 18  — Copper  Mountain,  CO: 
New  Horizons  in 
Anesthesiology.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

1 8-22  — St.  Thomas,  Virgin 
Islands:  Clinical  Problems  in 
Gynecologic  Surgery.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

20-24  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


20-24  — Atlanta:  Modern 
Methods  of  Diagnosing  & 
Treating  Diabetes  Mellitus  & 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


MARCH 

2- 9  — Keystone,  CO:  Snow  Job 
in  Gynecology  & Obstetrics. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

3- 4  — Atlanta:  26th  Annual 
Emory/Grady  Post-Graduate 
Ophthalmology  Conference. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

6-10  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

6-10  — Atlanta:  Modern 
Methods  of  Diagnosing  & 
Treating  Diabetes  Mellitus  & 

Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

6-1 1 — Augusta:  24th  Annual 
Primary  Care  & Family 
Practice  Symposium.  Category 
1 credit.  Contact  Div.  of  Cont. 

Ed.,  MCG,  Augusta  30912.  PH: 
404/721-3967. 

9-11  — Sea  Island:  Critical  Care 
at  the  Cloister.  Category  1 
credit.  Contact  Mercer  Univ.  Sch. 
of  Med.,  Office  of  CME,  Macon 
31208.  PH:  912/744-1634. 
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Dear  Editor, 

I agree  with  the  editorial  by  Dr. 
Lovick  Dickey  (August  ’88  JMAG ) 
that  medical  costs  and  services 
are  getting  out  of  hand  and  that 
some  system  for  rationing  is 
needed.  Rationing  was  a normal 
physician  function  at  one  time, 
but  the  tort  explosion  and  the 
Baby  Doe  Act  has  made  that 
impossible.  The  PRO  sanctions 
the  least  costly  providers  such  as 
rural  family  practitioners  for  not 
utilizing  the  latest  technology. 
Physicians  in  our  hospital  have 
been  sanctioned  for  failure  to 
anticoagulate  a 90  y/o  Altzheimer 
patient  with  a small  lacunar 
infarct.  Government  through  PROs 
and  the  court  system  have 
guaranteed  that  all  patients, 
regardless  of  their  prognosis,  will 
get  the  latest  high  tech  care. 

I do  not  believe  that  our  current 
political  structure  has  the  courage 


to  lay  out  policy  as  to  who  gets 
what  treatment,  i.e.,  rationing. 

In  the  absence  of  real  tort 
reform  and  written  guidelines 
from  a political  body,  the  reality 
is  that  money  will  be  rationed  but 
not  medical  care.  God  help  those 
that  get  caught  in  the  middle. 

Sincerely, 

Olav  H.  Alvig,  M.D.,  P.C. 

Radiologist,  Cumming 

Dear  Editor: 

It  is  felt  that  you  should  send 
copies  of  articles  in  September 
issue  of  Journal  of  Medical 
Association  of  Georgia  to  each 
Georgia  Senator,  State  and 
National,  plus  the 
Representatives. 

This  would  be  even  better  if 
you  requested  that  each  member 
whom  you  may  contact  (at  least 
50%)  would  endorse  that  the 


representatives  read  such  articles 
and  reply  to  the  physicians  from 
each  area.  This  would  truly  help 
the  rapport  with  each.  I think 
copies  of:  1.  Uncompensated 
Health  Care  in  Georgia  by  Ann 
Marchetti  2.  Uncompensated 
Medical  Care  by  J.  Rhodes 
Haverty,  M.D.  3.  The  Cost  of 
Compassion  by  Joseph  Parker  4. 
The  Medically  Uninsured:  Who 
Cares?  by  Betty  C.  Castellani 
should  be  sent. 

If  this  is  too  big  a job,  pass  part 
of  this  to  each  medical  secretary. 
This  is  the  time  to  make  some 
effort  to  show  that  physicians  are 
caring  persons  instead  of  leeches. 

This  is  a real  opportunity  to 
help.  Please  let  me  hear  from 
you. 

Sincerely  yours, 

David  C.  Williams,  Jr.,  M.D.,  P.C. 

Urologist,  Augusta 
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V,.,  “HERPECIN-L  is  m 
perioral  herpes.” 


;-yg  £Ab  L 


f choice  for 
GP,  NY 


“HERPECIN-L  appears  to  actually  prevent  the 
x / e e Li  ed  soon  enough.  DDS,  MN 

‘ f 


HERPECIN-L*. 
with  low  risk/high  benefits.” 

SS9 He  jp 


a conservative  approach 
MD,  FL 


“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . . proven  far  superior.”  DDS,  PA 


“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


HeRpecin- 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Georgia  HERPECIN-L  is  available  at  all  Bee  Thrifty,  Drugs  Mutual,  Eckerd, 
Reed,  Revco,  RiteAid,  SupeRx  and  Treasury  and  other  select  pharmacies. 


Quiet  Thoughts 


From  BYNUM’S  scrap  book  . . . 


“If  I should  die  and  leave  you  here  awhile, 

Be  not  like  others,  sore  undone,  who  keep 
Long  vigil  by  the  silent  dust  and  weep. 

For  my  sake,  turn  again  to  life  and  smile, 

Nerving  the  heart  and  trembling  hands  to  do 
Something  to  strengthen  lesser  souls  than  thine 
Complete  those  dear  unfinished  tasks  of  mine, 

And  I perchance,  in  them,  will  comfort  you.  ” 

Attributed  to  a former  President 
of  Vanderbilt  University. 


J am  reminded  of  a comic  that  was  circulated  recently: 

Two  middle  aged  ladies  were  chatting  over  a cup  of  tea,  Mrs.  Grim- 
haus  & Mrs.  Hobbs. 

Mrs.  Grimhaus:  “My  fourth  husband,  Mrs.  Hobbs,  I’ll  never  forget  his 
last  words.” 

Mrs.  Hobbs:  “His  last  words,  Mrs.  Grimhaus,  what  were  they?” 

“They  were:  ‘My  darling,  we  don’t  have  much  longer  to  be  together,  so 
promise  me  you  will  keep  my  memory  alive.  When  you  think  of  the  time 
we  were  allowed  to  share,  try  always  to  recall  the  happy  moments,  . . . The 
laughter,  the  joy.  ...  As  that  is  how  I wished  to  be  remembered.  Please 
don’t  languish  in  sorrow,  nor  yearn  hopelessly  for  me,  dearest  one.  . . . For 
now  you  must  be  very  strong,  and  go  on  in  life,  our  beloved  children 
need  you,  for  fate  has  decreed  that  you,  and  you  alone,  must  see  to  their 
hopes  and  dreams  we  had  for  their  futures.’  ” 

(sigh)  “A  heartbeat  later,  he  was  gone!!” 

Mrs.  Hobbs:  “OH,  what  a pity,  such  a lovely  man  DIED!!!!” 

Mrs.  Grimhaus:  “Who  died???” 

“The  rat  flew  to  RIO  with  his  secretary!!!” 

Richard  Bynum  Weeks,  M.D. 

Saint  Simons  Island 


We  invite  contributions  to  this  Department.  Please  send  them  c/o  the  Journal, 
938  Peachtree  St.,  Atlanta  30309. 
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HOSPITAL  NEWS 


Hospitals  Support 
Amendment  14 

One  of  the  amendments  that 
will  appear  on  the  November  8 
ballot  is  Amendment  14,  or  the 
Indigent  Care  Trust  Fund 
Amendment.  The  amendment 
would  allow  the  Georgia  General 
Assembly  to  create  a trust  fund 
that  could  be  spent  to  increase 
the  number  of  persons  who  are 
eligible  for  Medicaid  coverage. 

The  Georgia  Hospital 
Association  points  out  that 
uncompensated  health  care  is 
currently  costing  the  state’s 
hospitals  more  than  $1  billion 
each  year,  and  a great  percentage 
of  that  amount  is  the  cost  of 
providing  care  to  patients  who  are 
poor,  but  not  poor  enough  to 
qualify  for  Medicaid. 

To  encourage  the  passage  of 
the  amendment,  GHA  is  preparing 
fliers  to  send  to  hospitals  and 
physician  offices  to  distribute  to 
patients  as  well  as  posters  to 
display  in  patient  areas.  Hospital 
administrators  will  also  send 
letters  in  support  of  the 
amendment  to  their  local  papers. 

High  School  Students  are 
Target  of  Health  Careers 
Recruiting  in  Georgia 

As  part  of  its  efforts  to  recruit 
high  school  students  into  health 
careers,  the  Georgia  Hospital 
Association  is  participating  in  a 
state-wide  tour  of  secondary 
schools  sponsored  by  the  Georgia 
Education  Articulation  Committee. 

The  tour,  which  is  known  as 
the  PROBE  tour,  will  cover 
schools  throughout  Georgia.  This 
is  the  first  year  the  tour  has 


included  a program  on  health 
careers  in  general.  It  is  an  annual 
event  in  which  many  Georgia 
colleges  participate.  The  Georgia 
Education  Articulation  Committee 
is  an  organization  of  educators 
from  throughout  the  state  whose 
purpose  is  to  stimulate  interest  in 
postsecondary  education. 

Georgia’s  Hospitals  Elect 
to  Protect  Medicare 

Hospitals  in  Georgia  and 
throughout  the  country  have 
begun  a new  program  called 
“Elect  to  Protect  Medicare.”  The 
purpose  of  the  effort,  which  is  led 
by  the  American  Hospital 
Association,  is  to  bring  to  light 
the  fact  that  Congress  has  cut 
hospitals’  Medicare  payments  to 
the  extent  that  hospital  care  for 
all  patients  is  affected.  Through 
the  program,  hospitals  are 
encouraging  their  employees  and 
the  public  to  ask  their  senators 
and  congressional  representatives 
to  stop  further  Medicare  cuts. 

The  goal  of  “Elect  to  Protect 
Medicare”  is  to  bring  about  1.5 
million  congressional  contacts  by 
concerned  voters  during  this  year 
and  next. 

In  promoting  the  campaign,  the 
AHA  recently  ran  an 
advertisement  in  the  Washington 
Post  in  which  the  association’s 
president,  Carol  M.  McCarthy, 
pointed  out  the  problems 
Medicare  cutbacks  have  caused. 
Among  the  points  the 
advertisement  makes  are  these: 

• What  good  is  a new  drug  to 
a heart  attack  victim  if  the 
hospital  can’t  afford  to  buy  it? 

• How  good  is  the  best 


emergency  care  for  a rural 
accident  victim  if  the  nearest 
hospital  is  a 40-minute 
ambulance  ride  away? 

• What  good  is  a hospital  if  it 
can’t  afford  to  hire  enough 
nurses? 

McCarthy  also  stated  that 
Congress  has  a choice:  “to  review 
the  nation’s  commitment  to 
Medicare  or  to  turn  its  back  on 
the  elderly  and  disabled  and 
continue  to  undermine  the 
provision  of  essential  health  care 
services.” 


Hospitals  are  Analyzing 
Their  Medicare  Mortality 
Rates 

Hospitals  throughout  the 
country  have  not  received  their 
Medicare  mortality  data  from  the 
Health  Care  Financing 
Administration. 

The  HCFA  data  give  last  year’s 
Medicare  mortality  rates  for  1 6 
diagnostic  categories.  Hospitals 
have  until  October  2 1 to  respond 
to  the  data,  and  the  numbers, 
plus  the  response,  will  then  be 
released  to  the  public  December 
17. 

Because  many  hospitals  last 
year  said  the  data  did  not  reflect 
the  severity  of  illness  of  their 
patients,  HCFA  has  now  made 
available  a new  software  package 
that  lets  the  hospital  determine 
the  expected  mortality  rates  for  its 
individual  patients.  The  software, 
Medicare  Mortality  Prediction 
System,  can  evaluate  only  four  of 
the  16  diagnoses.  It  is  also 
capable  of  giving  a projected 
death  rate  for  the  patients  of 
individual  physicians. 


This  Department  is  sponsored  by  the  Georgia  Hospital  Association 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 

Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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New  Age 
Psychiatry:  Peter 
Pan  Arrives 

Dave  M.  Davis,  M.D.,  F.A.P.A. 

For  many  years,  we 

psychiatrists  have  wandered 
the  Wild  West  of  medicine, 
wondering  if  we  were  ready  for 
prime  time.  We  have  waddled  like 
the  wagonmaster  among  the 
wagons  of  neurosis,  psychosis, 
and  organic  disease.  Our  best 
efforts  have  been  directed  towards 
understanding  why  the  cowboy 
kisses  the  lady,  but  we  have 
lacked  drills  and  shovels  to  pierce 
the  mountain’s  mantle  and  mine 
the  chemical/physical  ore  of  the 
substrata. 

Our  theories,  while  often  very 
insightful,  have  been  embedded 
in  chunky  scoops  of  Procustean 
dogma.  By  speaking  a brand  of 
Freudian  Esperanto,  we  created  a 
psychologic  fissure  between  us 
and  our  non-psychiatric 
colleagues. 

Technology  to  the  rescue?! 
Computerized  tomography,  PET 
scanners,  and  MRI  seem  to  be 
dividing  old  territories  into  brand 
new  subdivisions.  Can  obsessive- 
compulsive  disorder  really  be  due 
to  a lesion  in  the  brain?  Along 
with  the  micro-analyses  of 
neurotransmitters,  these 
computerized  seeing-eye  dogs  are 
providing  us  a peephole  on  the 
active  brain  at  work. 

While  it  may  be  some  time 
before  we  burn  our 
couches  (and  1 hope  psychiatrists 
will  always  be  doctors  who  talk  to 
their  patients),  psychiatrists  now 
seem  closer  to  joining  the  elite 
club  of  real  doctors.  Peter  Pan 


Dr.  Davis  is  Chairman  of  the  Medical  Association  of 
Atlanta’s  Mental  Health  Committee.  His  address  is  1938 
Peachtree  St.,  Ste.  401,  Atlanta,  GA  30309. 


arrivisite.  Well,  at  least  we  have 
entered  the  stadium. 

This  issue  of  the  Journal  of  the 
MAG  presents  some  of  the  new 
information  about  schizophrenia, 


On  September  14,  1988,  MAG 
sent  out  a news  release; 
announcing  that  the  Georgia 
Congress  of  Parents  and 
Teachers,  and  the  Council  for 
Children,  Inc.,  had  joined  it  in 
endorsing  the  Adolescent  Urine 
Drug  Screening  Program  initiated 
by  the  Cobb  Country  Medical 
Society  in  June,  1985. 

Public  support  for  this  program 
is  obviously  growing.  The  public 
may  soon  approach  individual 
county  medical  societies  with 
requests  that  similar  programs  be 
made  available  through  local 
medical  societies  and  local 
hospitals  to  show  concern  for 
adolescents  and  families  in  our 
communities  who  are  facing  the 
dangers  of  adolescent  drug  abuse. 

Presidents  of  all  Georgia  county 
medical  societies  received  a letter 
in  June,  1986,  from  John  D. 
Watson,  Jr.,  M.D.,  then  President 
of  MAG,  and  James  A.  Kaufmann, 
M.D.,  MAG’s  Speaker  of  the 
House,  encouraging  them  to  set 
up  similar  programs  in  their  local 
jurisdictions.  Five  Georgia 


Dr.  Huttenbach  practices  psychiatry  and  is 
President,  Georgia  Council  for  Child  and 
Adolescent  Psychiatry,  and  Chairman, 
Subcommittee  on  Adolescent  Drug  Abuse,  Cobb 
County  Medical  Society.  His  address  is  833 
Campbell  Hill  St.,  Marietta,  GA  30090. 


depression,  suicide,  panic 
attacks,  adolescent  substance 
abuse,  and  obsessive-compulsive 
disorder.  Read  them  and  expand 
your  understanding  and  horizons. 


medical  societies  have  now  made 
this  program  available  (Cobb, 
DeKald,  Muscogee,  Clayton,  and 
Fulton). 

We  encourage  the  other  61 
medical  societies  to  join  as  well 
to  make  this  valuable  yet  simple 
and  inexpensive  public  health 
program  available  to  all  Georgia 
communities. 

Caring  medicine  makes  for 
good  will  for  the  medical 
profession.  This  program  provides 
an  excellent  opportunity  to  earn 
increased  good  will. 

Please  support  this  program  by 
asking  your  local  medical  society 
president  to  start  a similar  one  in 
your  area.  Better  yet,  volunteer  to 
head  up  a committee  or  sub- 
committee to  accomplish  this. 
Once  the  program  is  set  up, 
which  is  fairly  simple,  there  is  not 
that  much  work.  Please  also 
remember  that  any  decrease  in 
adolescent  drug  abuse  in  your 
community  makes  life  safer  for 
your  own  children  and 
grandchildren.  For  further 
information  on  how  to  implement 
this  program  in  your  community, 
please  contact  Mrs.  Cam  Taylor, 
Director  of  Medical  Practice, 

MAG,  938  Peachtree  St.,  Atlanta, 
GA  30309;  (404)  876-7535,  800- 
282-0224  in  Georgia. 


The  Adolescent  Urine  Drug  Screening  Program 

Dirk  E.  Huttenbach,  M.D. 
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The  Future  Effect  Of  AIDS 

On  "four  Insurance  Plans 

Answer  This  Question: 

If  in  the  1970’s  and  early  1980’s  you  had  known  what  you 
know  now  about  medical  malpractice  premiums,  would  you 
have  been  willing  to  purchase  your  coverage  on  a fixed, 
guaranteed  cost  basis? 

Of  course  you  would. 


That  type  of  opportunity  exists  today  in  an  area 
that  is  likely  to  be  as  volatile  as  the  malpractice 
area  has  been.  I am  referring  to  nonguaranteed 
life  and  disability  plans. 

The  spectre  of  AIDS  is  casting  a long  shadow  in 
the  insurance  community.  Because  of  actual 
claims  and  expected  claims,  most  nonguaranteed 
plans,  and  plans  offered  by  companies  that  are 
not  rock  solid,  will  be  severely  affected.  Unless 
you  are  positioned  properly,  you  will  see  a 
doubling  and  tripling  of  your  insurance  rates, 


and  many  plans  will  be  cancelled  altogether. 

Professional  Resource  Group  works  only  with 
physicians.  We  are  committed  to  helping  them 
keep  their  plan  costs  as  low  as  possible  without 
sacrificing  quality. 

Though  costs  can  not  be  guaranteed  on  medical 
insurance,  thousands  of  dollars  can  be  saved  each 
year;  in  fact,  Professional  Resource  Group  was 
able  to  offer  an  annual  savings  in  excess  of 
$19,000  for  a medical  practice  in  Atlanta. 


Compare: 

Sample  rates  for  one  of  our  medical  plans  are  listed  below.  It  is 
with  an  “A+  rated”  carrier  and  is  priced  very  competitively. 


Typical  Association  Rate 
as  of  10-01-87 
$300  Deductible 


AGE 

EMPLOYEE 

FAMILY 

Under  35 

$ 50.00 

$157.00 

35-39 

$ 63.00 

$189.00 

40-49 

$ 93.00 

$260.00 

50-59 

$148.00 

$370.00 

60-64 

$211.00 

$498.00 

*A+  Rated”  Carrier 
as  of  05-01-88 
$250  Deductible 


AGE  EMPLOYEE  FAMILY 


Under  29 

$ 34.00 

$ 91.00 

30-39 

$ 38.00 

$113.00 

40-44 

$ 49.00 

$127.00 

45-49 

$ 59.00 

$142.00 

50-54 

$ 70.00 

$155.00 

55-59 

$ 84.00 

$169.00 

60-64 

$101.00 

$186.00 

*The  “A  + Rated”  carrier’s  premiums  would  be  slightly  higher  in  the  Atlanta  area.  Rates  and  contracts  are  subject  to  change.  A number  of  options 
are  available  including  Maternity,  Prescription,  Dental,  etc.  at  additional  premiums.  All  premiums  are  subject  to  underwriting  acceptance. 


Name  

Address 

City/State  

Phone  

Contact  Person 

□ Group  Health  □ Disability  Income  □ Pension  Design/Administration 

□ Life  □ Business  Overhead  Expense  □ Future  Tail  Coverage  Buyout 


Professional  Resource  Group 
P.O.  Box  7190 
2045  Peachtree  Rd.,  NE 
Atlanta,  GA  30357 
(404)  351-7257 

Robert  E.  Dudley 
President 
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Adolescent  Substance  Abuse 

D.  Michael  Lewis,  M.D. 


Drug  and  alcohol  abuse  con- 
stitutes a major  health  prob- 
lem for  adolescents.  The  increasing 
prevalence  and  adverse  conse- 
quences of  adolescent  alcohol  and 
drug  abuse  must  be  a concern  for 
all  who  work  with  adolescents.  This 
article  will  present  substance  abuse 
as  a stage  along  a continuum  from 
substance  use  to  substance  de- 
pendence. Some  specific  areas  of 
inquiry  are  suggested  to  help  di- 
agnose substance  abuse  and  ad- 
diction, and  recommendations  for 
the  initiation  of  treatment  are  pro- 
vided. 

Persistent,  careful,  and  compre- 
hensive investigation  is  the  key  to 
the  difficult  process  of  diagnosing 
adolescent  alcohol  and  drug  abuse. 
The  diagnosis  of  adolescent  sub- 
stance abuse  is  made  in  an  oblique 
fashion,  in  contrast  to  the  diagnosis 
of  such  medical  disorders  as  dia- 
betes, which  can  be  made  through 
laboratory  testing.  The  diagnosis  of 
adolescent  substance  abuse  is 
achieved  most  often  with  indirect 
evidence.  Alcoholism/drug  abuse 
is  a disease  of  denial.  The  adoles- 


cent will  use  every  conceivable  ma- 
neuver to  convince  the  physician 
that  he  or  she  does  not  have  a prob- 
lem. However,  there  are  certain 
clues  that  will  enable  the  physician 
to  identify  the  adolescent  with  po- 
tential problems. 

Diagnosis 

There  is  frequently  no  clear  de- 
lineation between  appropriate  use 
of  a psychoactive  substance  and 
abuse  or  dependence.  The  Ameri- 
can Psychiatric  Association’s  Di- 
agnostic and  Statistical  Manual  of 
Mental  Disorders,  Third  Edition 
(DSM-III)  defines  substance  abuse 
as  a pattern  of  pathologic  use  with 
problematic  consequences  in  some 
aspect  of  a person’s  social  or  oc- 
cupational functioning.  Depend- 
ence is  manifest  when  tolerance  or 
physical  withdrawal  is  present.1 


Dr.  Lewis  is  Associate  Director,  Adolescent  Chem- 
ical Dependence  Program,  Ridgeview  Institute  and 
is  in  the  private  practice  of  psychiatry.  Send  reprint 
requests  to  him  at  3995  S.  Cobb  Dr.,  Smyrna,  GA 
30080. 


Because  of  difficulties  in  the  dis- 
tinction between  abuse  and  de- 
pendence, the  revised  addition  of 
the  DSM-III  (DSM-III  (R))  attempts, 
in  its  classification,  to  attach  mean- 
ing to  the  diagnosis  by  offering  a 
descriptive  approach  to  the  diag- 
nosis. The  focus  is  not  so  much  on 
abuse  vs.  dependence  as  it  is  on 
behavior  that  signifies  serious  in- 
volvement with  a psychoactive  sub- 
stance. This  behavior  may  range 
from  a persistent  desire  to  reduce 
the  use  of  the  substance  to  char- 
acteristic withdrawal  symptoms.2 

A more  simplified  method  of  di- 
agnosis might  be  to  say  that  one 
has  an  alcohol  or  drug  problem 
when  use  continues  in  spite  of  ad- 
verse consequences.  All  of  the 
above  diagnostic  criteria,  however, 
must  be  translated  into  behavior. 

Characteristic  Behaviors 

The  use,  abuse  and,  finally,  ad- 
diction to  alcohol  and  drugs  can  be 
conceptualized  along  a continuum. 
Along  this  continuum,  certain  emo- 
tional and  behavioral  symptoms  in- 
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dicate  the  progression  towards  an 
alcohol  or  drug  problem. 

Drug  Use ► Drug  Abuse ► 

“Crossing  the  Wall12 — ►Addiction 

The  average  age  of  first  use  is 
11.9  years  for  boys  and  12.7  years 
for  girls.3  The  first  use  is  almost  al- 
ways related  to  peer  pressure,  al- 
though in  some  instances  paren- 
tally supervised  drinking  may 
occur.5  This  may  be  the  time  of  the 
first  intoxication  with  resultant 
promises  made  not  to  drink  so 
much  the  next  time.  Drinking  alone 
is  infrequent.  Most  adolescents  who 
use  drugs  or  alcohol  fall  into  the 
stage  of  abuse.  Characteristic 
symptoms  include  more  frequent 
use  and  the  emergence  of  a regular 
pattern.  Hiding  and  lying  about  us- 
ing occurs  with  gradual  distancing 
from  family  members.  Drugs  and 
alcohol  become  a common  focus 
among  peers  and  are  used  as  a 
symbol  of  communication.  Fre- 
quently, legal  consequences,  such 
as  DUls,  occur.  At  this  time  the  ad- 
olescent has  yet  to  “cross  the  wall” 
to  addiction.3  While  tolerance  lev- 
els begin  to  change  and  mood  la- 
bility may  be  present,  the  adoles- 
cent’s behavior  controls  the 
chemical.3 


“Crossing  the  Wall” 

“Crossing  the  wall”  implies  ad- 
diction, with  characteristic  changes 
in  personality  and  behavior.  The  re- 
belliousness of  adolescence  is  ex- 
cessive, with  extreme  withdrawal 
from  family,  increased  isolation, 
and  sexual  promiscuity.  Unmoti- 
vated and  withdrawn  behavior  may 
result  in  school  or  work-related 
problems,  such  as  truancy,  school 
failure,  and  frequent  firings  from 
jobs.  Communication  patterns 
change  to  include  vulgar  language, 
fighting  (either  verbally  or  physi- 
cally) with  family  members,  re- 
sentments, and  decreased  ability  to 
listen  without  defensive  irritability. 
Physical  symptoms  may  include  a 
poor  sleep  pattern,  low  energy,  and 
blackouts.  Physical  and  laboratory 
examination  may  be  characterized 
by  a tired,  drawn  appearance,  labile 
blood  pressure,  and  increased  liver 
enzymes.  There  is  usually  an  as- 
sociated change  in  friendships.  No 


longer  are  friends  brought  home, 
and  no  longer  do  the  friends  inter- 
act as  freely  with  the  adolescent’s 
parents.  This  is  frequently  a time 
when  help  is  considered,  but  also 
a time  when  denial  is  strong.  Be- 
cause of  the  family’s  “need”  to  deny 
a problem,  they  often  believe  the 
adolescent’s  repeated  promises  to 
stop  using,  and  they  delay  in  getting 
help.  In  the  addictive  process,  the 
chemical  now  has  control  of  be- 
havior, and  the  adolescent’s  life  is 
centered  around  drugs  and  alco- 
hol. At  this  stage,  the  adolescent  is 
no  longer  using  drugs  as  a “curious 
experiment”  or  simply  to  get  high. 
He  is  using  drugs  to  block  pain, 
discomfort,  and  “just  to  maintain.”5 
Friends  are  almost  exclusively  al- 
cohol and  drug  users.  There  is  fur- 
ther deterioration  of  physical  ap- 
pearance and  the  onset  of  signs  of 
physical  withdrawal  — e.g.,  GI 
complaints,  flu-like  symptoms,  and 
frequent  visits  to  emergency  rooms 
or  physicians’  offices  to  obtain 
medication.5  Increased  feelings  of 
aloneness  occur  with  erosion  of 
self-esteem.  At  this  point,  concern 
is  now  expressed  by  parents,  teach- 
ers, and  significant  others,  e.g., 
friends  and  siblings. 


Confronting  Denial 

Even  though  denial  may  be  strong 
in  a family,  the  family  is  still  the 
system  that  most  frequently  inter- 
venes in  the  process  of  substance 
abuse.  Of  course,  the  decision  to 
seek  help  is  affected  by  a number 
of  factors,  one  of  the  most  signifi- 
cant being  the  level  of  denial  within 
the  family  system.  Some  families  al- 
low repeated  incarcerations  or  even 
suicidal  gestures  before  actively  in- 
tervening. The  primary  care  physi- 
cian is  frequently  the  first  one  con- 
fronted with  an  adosescent  drug 
problem.  Because  of  the  strong 
family  denial  present,  he  or  she  may 
be  the  first  to  become  aware  of  a 
problem  within  the  family  and  feel 
the  most  helpless  in  managing  it.  A 
practical,  realistic  approach  would 
be  to  begin  the  helping  process  by 
interviewing  the  adolescent  and 
parents  independently.  The  time 
with  the  adolescent  would  include 
physical  and  laboratory  testing  to 
provide  more  objective  evidence  of 


substance  abuse.  If  there  is  suspi- 
cion, the  diagnosis  will  be  further 
validated  by  the  interview  with  the 
parents,  which  will  probably  be 
laden  with  details  of  changes  in  the 
adolescent’s  attitude,  behavior,  and 
physical  appearance. 

Intervention 

If  the  diagnosis  seems  reasona- 
ble, it  is  recommended,  at  this  point, 
that  one  seek  consultation  with  a 
psychiatrist  or  other  mental  health 
professional  who  is  knowledgeable 
in  the  formal  procedure  of  inter- 
vention.4 It  is  imperative  to  arrange 
this  meeting  immediately  as  a 
means  of  intervening  in  the  denial 
process.  If  the  physician  allows  the 
family  to  delay  this  intervention, 
there  is  often  an  attempt  on  the  ad- 
olescent’s part  to  “return  to  nor- 
mal” and  show  increased  compli- 
ance within  the  home  environment, 
thus  validating  to  the  parents  that 
they  were  foolish  to  consider  a 
problem  related  to  substance  abuse. 

The  description  of  the  details  of 
an  intervention  are  beyond  the 
scope  of  this  article.  It  should  be 
stated,  however,  that  the  most  suc- 
cessful interventions  occur  with  a 
professional  who  can  involve  fam- 
ily members  and  significant  others 
in  a process  of  confronting  the 
chemically  abusing  adolescent  in  a 
nonjudgmental,  sensitive,  and  hon- 
est way.  The  successful  interven- 
tion leads  to  some  acknowledge- 
ment that  there  is  a problem  and  to 
a commitment  to  some  course  of 
treatment  by  both  adolescent  and 
family.  Assessing  this  response  will 
help  determine  the  appropriateness 
of  inpatient  or  outpatient  treatment. 
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Fhe  Psychopharmacologic 

Treatment  of 
Major  Depression 

Alan  Stoudemire,  M.D. 


Introduction 

Mood  disorders  may  affect  any- 
where from  5-8  percent  of  the 
American  population  at  any  given 
time.  Data  from  the  National  Insti- 
tutes of  Mental  Health  Environmen- 
tal Catchment  Area  project  (NIMH- 
ECA)  reveal  that  the  prevalence  of 
major  depression  is  from  2-3  per- 
cent, of  dysthymic  disorder  (de- 
pressive neurosis)  2 percent,  ad- 
justment disorder  with  depressed 
mood  2-3  percent,  and  bipolar  dis- 
order 0.3  percent  in  the  general 
population.1  In  the  general  medical 
setting,  which  selects  for  patients 
in  emotional  distress  and  physical 
illness,  prevalence  rates  for  depres- 
sion vary  widely  but  average  from 
5-15  percent.2 

Patient  Selection 

The  indications  for  antidepres- 
sant drugs  is  most  clear  for  patients 
with  symptoms  of  major  depression 
and  its  melancholic  and  psychotic 
subtypes.  The  presence  of  promi- 
nent somatic  or  vegetative  signs  and 
symptoms,  in  addition  to  the  pro- 
found mood  disturbance,  are  rela- 
— 


tively  clear  target  symptoms  that  in- 
dicate an  underlying  biologic 
distruption  in  central  nervous  sys- 
tem (CNS)  mood  regulation.  This 
disruption  is  probably  reflective  of 
quantitative  or  qualitative  dysfunc- 
tion in  CNS  neurotransmitter  sys- 
tems, such  as  norepinephrine,  ser- 
otonin, and  acetylcholine  (Table  1). 

Other  clinical  indications  that  the 
patient’s  depression  may  have  a bi- 
ologic determinant  include  a pre- 
vious history  of  depression  or  re- 
current depressions,  previous 
response  to  antidepressant  or  elec- 
trotherapy, and  a family  history  of 
depression  or  suicide.  Not  all  pa- 
tients who  respond  to  antidepres- 
sants, however,  will  have  promi- 
nent somatic  features.  They  may 
rather  be  plagued  by  severe  cog- 
nitive signs  of  depression:  low  self 
esteem,  guilt,  uncertainty,  pessi- 
mism, and  suicidal  thoughts. 

The  pharmaceutical  armamen- 
tarium of  currently  available  anti- 
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depressants  include  tricyclic  anti- 
depressants, monoamine  oxide 
inhibitors,  and  lithium  carbonate. 
Tricyclic  antidepressants  are  clearly 
the  first  drugs  of  choice.  Mono- 
amine oxidase  (MAO)  inhibitors 
and  lithium  should  be  reserved  for 
use  by  psychiatrists  experienced  in 
their  use.  Although  this  discussion 
will  focus  primarily  on  the  indica- 
tions and  use  of  tricyclics,  the  im- 
portant medical  side  effects  of  MAO 
inhibitors  and  lithium  will  be  briefly 
considered. 

The  cyclic  antidepressants  in- 
clude the  traditional  tricyclics 
(such  as  amitriptyline  and  imipra- 
mine)  as  well  as  the  newer  tetra- 
cyclic drug  (maprotiline),  the  bi- 
cyclics  (fluoxetine),  and 
heterocyclics  (doxepin).3  For  our 
purposes,  we  will  continue  to  use 
the  term  “tricyclic,”  with  the  un- 
derstanding that  other  cyclic  drugs 
(such  as  the  tetracyclic  maprotiline 
and  the  heterocyclic  doxepin)  are 
in  this  general  pharmaceutical  cat- 
egory as  well. 

One  hypothesis  for  the  action  of 
the  tricyclic  antidepressants  is  that 
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TABLE  1 — Selected  Signs  and  Symptoms  of  Major 
(Endogenous)  Depression 


Pervasive  feelings  of  depression  for  at  least  3-4  weeks 

Hopelessness/Helplessness 

Loss  of  Pleasure  and  Interest  in  Life 

Sleep  Fragmentation 

Severe  Anxiety  and/or  Agitation 

Crying  Spells 

Loss  of  Appetite 

Weight  Loss 

Decreased  Sexual  Interest  and  Sexual  Dysfunction 
Irritability 

Psychomotor  Retardation 
Difficulty  Concentrating 
Suicidal  Thoughts 

Paranoid  and  Somatic  Delusions  (in  psychotic  subtype) 


the  mood  elevation  effects  of  these 
drugs  is  caused  by  the  blockade  of 
the  re-uptake  of  the  neurotransmit- 
ters norepinephrine  and/or  sero- 
tonin into  the  pre-synaptic  mem- 
brane after  they  have  been  released, 
thereby  blocking  their  degradation 
and  increasing  their  functional  lev- 
els in  the  synapse. 

Dosing  Regimens 

The  dose  ranges  and  general 
properties  of  the  tricyclic  antide- 
pressants (TCAs)  are  shown  in  Ta- 
ble 1.  The  average  maintenance 
dose  for  most  drugs  in  this  category 
is  150  mg/day.  The  most  prominent 
exceptions  are  trazodone  (Desy- 
rel), where  the  dose  may  be  any- 
where between  300  to  600  mg  per 
day,  protriptyline  (average  daily 
dose  approximates  40  mg  per  day), 
and  fluoxetine  (20-60  mg/day). 

While  the  side  effects  of  the  tri- 
cyclics will  be  considered  subse- 
quently, a few  comments  regarding 
choice  of  drug  and  methods  of  dos- 
ing will  be  presented.4  In  general, 
most  of  the  antidepressants  should 
be  started  at  low,  bedtime  doses 
(25  to  50  mg)  and  gradually  in- 
creased every  third  night  over  a 10 
to  14  day  period  until  a mainte- 
nance dose  of  approximately  150 
mg  per  day  is  reached  (with  the  ex- 
ceptions noted  above).  More  rapid 
dosing  is  certainly  possible,  but  in 
the  authors  experience  this  regi- 
men per  lits  greater  chances  for 
adaptatk  i to  side  effects,  which  if 
experie  -ed  too  suddenly  with 
rapid  loa.  ng,  often  cause  patients 
to  discontinue  the  medication.  El- 
derly patients  usually  require  lower 
maintenance  doses;  however,  this 
may  be  more  a consequence  of  their 
inability  to  tolerate  higher  doses  be- 
cause of  their  sensitivity  to  side  ef- 
fects. Fluoxetine  should  be  given  in 
the  morning  because  of  its  stimu- 
lant properties. 

A lag  time  of  3 to  4 weeks  may 
be  seen  before  a true  mood  elevat- 
ing effect  is  seen  with  these  drugs. 
Patients  should  be  counseled  not 
to  expect  dramatic  effects  “over- 
night.” Improvements  in  certain  bi- 
ologic abnormalities  such  as  sleep 
disturbance,  agitation,  anxiety,  and 
so  forth  may  be  seen  early  on  and 
precede  the  onset  of  antidepressant 
activity.  Sleep  improvement  in  par- 


ticular is  an  excellent  parameter  to 
monitor  for  response  to  treatment 
and  to  assess  if  the  dose  of  drug  is 
sufficient. 

There  are  no  clear  indications  as 
to  how  long  these  drugs  should  be 
continued  once  an  effective  anti- 
depressant effect  is  achieved.  The 
general  consensus  is  that  antide- 
pressant medication  should  be 
continued  for  an  average  of  6 to  12 
months,  after  which  a gradual  ta- 
pering of  drugs  can  be  attempted, 
watching  for  signs  of  relapse.  The 
importance  of  concurrent  psycho- 
therapy or  some  form  of  counsel- 
ling to  deal  with  the  conflicts, 
losses,  stresses,  or  other  precipi- 
tants  that  caused  the  depression  is 
essential.  Such  psychotherapy  may 
be  relatively  brief  and  confined  to 
the  early  stages  of  treatment. 

Side  Effects 

The  most  bothersome  side  ef- 
fects of  TCAs  are  anticholinergic 
(e.g.,  dry  mouth,  constipation, 
blurred  vision,  urinary  retention, 
delirium,  night  sweats).  The  rela- 
tive anticholinergic  potential  and 
sedating  side  effects  of  the  tricyclic 
antidepressants  are  listed  in  Table 
2.  Trazodone  has  been  described 
as  being  devoid  of  anticholinergic 
side  effects,  but  the  drug  has  been 
described  as  having  a propensity  to 
cause  priapism  in  1/6000  men 
treated  and  urinary  retention  in  men, 
although  these  events  are  rare.5 

The  hypotensive  effects  of  TCAs 
are  often  a primary  concern  and  fre- 


quently limit  or  contraindicate  their 
use  in  elderly  patients  who  are  most 
prone  to  the  development  of  or- 
thostatic hypotension.  One  of  the 
better  predictors  of  the  develop- 
ment of  orthostatic  hypotension  is 
the  degree  of  orthostasis  present 
prior  to  treatment.  While  ortho- 
static affects  can  be  partly  offset  by 
slow,  low  dosing,  the  development 
of  hypotension  that  may  precipitate 
falls  and  cerebrovascular  and  car- 
diac events  may  prohibit  reaching 
levels  that  are  therapeutically  effec- 
tive. 

Demethylated  or  secondary  tri- 
cyclics, such  as  nortriptyline  and 
desipramine,  as  well  as  the  tetra- 
cyclic maprotiline  and  the  bicyclic 
fluoxetine,  tend  to  have  less  pro- 


Tricyclic 

antidepressants  are 
clearly  the  first  drugs 
of  choice  (for  major 
depression). 
Monoamine  oxidase 
inhibitors  and  lithium 
carbonate  should  be 
reserved  for  use  by 
psychiatrists 
experienced  in  their 
use. 
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TABLE  2 — Properties  of  Antidepressants4 


Effect  on 
Serotonin 
Reuptake 

Effect  on 
Norepinephrine 
Reuptake 

Sedating 

Effect 

Anti- 

cholinergic 

Effect 

Orthostatic 

Effect 

Dose  Rangi 
(mg) 

Amitriptyline* 

+ + + + 

+ + 

+ + + + 

+ + + + 

+ + + + 

75-300 

Imipramine* 

+ + + + 

+ + 

+ + + 

+ + + 

+ + + + 

75-300 

Nortriptyline 

+ + + 

+ + + 

+ + 

+ + + + 

+ 

40-150 

Protriptyline 

+ + + 

+ + + + 

+ 

+ + + 

+ 

10-60 

Trazodone 

+ + + 

± 

+ + + 

± b 

+ + 

200-600 

Desipramine 

+ + + 

+ + + + 

+ 

+ 

+ + 

75-300 

Amoxapine* 

+ + 

4-  + + 

+ + 

+ + 

+ + 

75-600 

Maprotiline 

+ 

+ + 

+ + 

+ 

+ + 

150-200 

Doxepin 

+ + + 

+ + 

+ + + 

+ + 

+ + 

75-300 

Trimipramine* 

+ 

+ 

+ + 

+ + 

+ + 

50-300 

Fluoxetine 

+ + + + 

- 

+ 

+ 

20-60 

Relative  potencies  (some  ratings  are  approximated)  based  partly  on  affinities  of  these  agents  for  brain  receptors  in  competitive  binding  studies.7 


0 = none,  + = slight,  + + = moderate,  + + + = marked,  + + + + = pronounced,  ± = indeterminant, 
a = Available  in  injectable  form. 

b = Most  in  vivo  and  clinical  studies  report  the  absence  of  anticholinergic  effects  (or  no  difference  from  placebo).  There  have  been  case  reports, 
however,  of  apparent  anticholinergic  effects, 
c = Amoxapine  and  trimipramine  have  dopamine  receptor  blocking  activity 

d = Dose  ranges  are  for  treatment  of  major  depression.  Lower  doses  may  be  appropriate  for  other  therapeutic  uses. 


pensity  for  the  development  of  or- 
thostasis than  amitriptyline  (Elavil) 
and  imipramine  (Tofranil).  It  is  dif- 
ficult to  predict,  however,  the  de- 
gree of  orthostatic  hypotension  that 
may  develop  with  any  of  these 
drugs.  Patients  at  high  risk,  espe- 
cially, the  elderly  should  should  be 
monitored  on  an  inpatient  basis  un- 
til stable  levels  are  reached,  no- 
ticeable therapeutic  response  is 
achieved,  and  blood  pressure  re- 
mains stable.  Patients  with  im- 
paired left  ventricular  function  as 
measured  by  radionuclide  angiog- 
raphy are  particularly  prone  to  the 
development  of  orthostasis.  Pa- 
tients with  congestive  heart  failure 
and/or  liver  failure  usually  require 
reduced  doses.  Tricyclic  serum  lev- 
els may  be  helpful  in  these  patients 
to  prevent  the  development  of  tox- 
icity. 

Problems  may  also  arise  in  pa- 
tients with  cardiovascular  disease, 
particularly  those  with  conduction 
delays.  On  the  EKG,  the  TCAs  as  a 
group  tend  to  increase  the  P-R  in- 
terval, QRS  duration,  QTctime  and 
flatten  the  T-wave.  In  patients  with 
preexisting  bundle-branch  disease 
or  in  cases  of  overdose,  high  de- 
grees of  AV  block  may  develop.  Pa- 
tients with  conduction  delays  may 
therefore  progress  to  higher  de- 


grees of  bundle  branch  block.  Most 
tricyclics  have  a quinidine-like  ef- 
fect on  the  heart,  thus  their  tend- 
ency to  increase  conduction  time. 
As  a serendipitous  effect,  prema- 
ture ventricular  contractions  can  be 
expected  to  decrease  with  treat- 
ment, particularly  with  imipramine. 


The  hypotensive 
effects  of  TCAs  are 
often  a primary 
concern  and  frequently 
limit  or  contraindicate 
their  use  in  elderly 
patients  who  are  most 
prone  to  the 
development  of 
orthostatic 
hypotension. 


The  other  area  of  importance  in 
considering  the  effects  of  the  tri- 
cyclics on  the  heart  concern  poten- 
tial exacerbation  of  congestive  heart 
failure.  Recent  studies  have  dem- 
onstrated, however,  that  even  pa- 


tients with  chronic  heart  disease  can 
be  treated  relatively  safely  without 
adverse  effects  on  the  rhythm  or 
hemodynamic  function.  Excep- 
tions are  cases  in  which  there  is 
severe  impairment  of  myocardial 
performance  or  the  patient  is  highly 
unstable  or  decompensating. 

Cyclic  antidepressants  also  tend 
to  block  the  antihypertensive  ef- 
fects of  quanethidine,  methyldopa, 
and  clonidine  and  potentiate  the 
hypotensive  effect  of  prazosin.  Tri- 
cyclines  may  inhibit  metabolism  of 
anticoagulants,  thus  leading  to  in- 
creased prothrombin  times. 

Because  of  their  anticholinergic 
effects,  TCAs  may  induce  narrow 
angle  glaucoma  “crisis,”  delay  gas- 
tric emptying,  and  exacerbate 
symptoms  of  dysphagia.  Tricyclics 
generally  lower  seizure  threshold  in 
patients  with  such  disorders,  but 
exacerbation  of  seizures  is  usually 
not  a problem  if  they  are  under  good 
control  and  if  therapeutic  levels  of 
anticonvulsants  are  maintained. 

With  respect  to  tricyclic  blood 
levels,  cigarette  smoking,  oral  con- 
traceptives, alcohol,  and  barbitu- 
rates lower  antidepressant  levels 
through  hepatic  enzyme  induction; 
disulfiram  (Antabuse)  and  amphet- 
amine derivatives  tend  to  raise  lev- 
els. 
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MAO  Inhibitors  and  Lithium 

While  the  specific  uses  and  in- 
dicates for  monoamine  oxidase 
(MAO)  inhibitors  and  lithium  car- 
bonate will  not  be  discussed  here, 
several  aspects  of  these  drugs  that 
may  be  pertinent  to  the  medical- 
surgical  evaluation  of  patients  on 
these  drugs  will  be  briefly  consid- 
ered. MAO  inhibitors  may  be  used 
in  the  medical  population  but 
should  not  be  used  in  patients  on 
guanethidine  or  who  are  on  sym- 
pathomimetics  of  any  kind  (e.g., 
methylphenidate,  phenethylamine, 
metaraminol,  ephedrine,  phenyl- 
propanolamine, epinephrine)  or 
with  narcotics  or  alcohol.  These 
drugs  may  cause  orthostatic  hypo- 
tension as  well.  They  should  also 
not  be  used  in  patients  receiving 
drugs  with  sympathomimetic  ac- 
tions. Patients  with  congestive  heart 
failure,  liver  disease,  or  pheo- 
chromocytoma  should  also  be  ex- 
cluded. These  drugs  also  have  or- 
thostatic hypotensive  effects.  The 
possible  precipitation  of  hyperten- 
sive crises  through  ingestion  of  ty- 
ramine-containing  foods  is  well 
known.  Hypertensive  reactions  have 
been  reported  with  the  concurrent 
use  of  MAO  inhibitors  and  reser- 
pine,  methyldopa,  and  quanethi- 
dine. 

Lithium  carbonate  is  indicated  for 
patients  with  bipolar  (manic-de- 
pressive) effective  disorders.  Lith- 
ium is  excreted  by  the  kidney,  and 
rates  of  the  excretion  will  be  af- 
fected by  advancing  age  or  any  other 
conditions  that  affect  renal  blood 
flow.  Renal  function  (BUN,  creati- 
nine clearance)  should  be  meas- 
ured prior  to  institution  of  treatment 
as  well  as  electrolytes,  EKG,  and 
thyroid  function.  Especially  in  the 
elderly,  lithium  excretion  de- 
creases with  advancing  age,  and 
lower  doses  are  sometimes  re- 
quired. Due  to  the  elderly’s  sensi- 
tivity to  lithium’s  side  effects,  lith- 
ium toxicity  may  appear  even  at 
levels  that  are  normal  for  younger 
patients.  Lithium-induced  EKG 
changes  include  inversion  and  flat- 
tening of  the  T-wave.  Sinus  mode 
dysfunction,  SA  block,  and  the  de- 
velopment of  ventricular  irritability 
have  been  described,  even  at  ther- 


Lithium  carbonate  is 
indicated  for  patients 
with  biopolar  (manic- 
depressive)  affective 
disorders. 


apeutic  blood  levels,  although  such 
effects  are  rare. 

Stimulants  such  as  methypheni- 
date  have  occasionally  been  sug- 
gested for  used  in  depressed  med- 
ical patients,  particularly  those  who 
cannot  tolerate  tricyclics  and  MAO 
inhibitors  or  who  refuse  electro- 
therapy. Doses  that  have  been  rec- 
ommended for  methylphenidate  are 
10  mg  twice  daily  or  d-ampheta- 
mine  once  daily.  These  drugs,  how- 
ever, may  cause  agitation,  restless- 
ness, insomnia,  and  rebound 
depression.  They  are  primarily  used 
in  patients  who  refuse  or  cannot 
tolerate  other  modalities,  or  when 
used  with  narcotics  to  prevent  ex- 
cessive sedation  in  patients  with  in- 
tractable pain  or  limited  life  spans. 

Preliminary  results  with  alpra- 
zolam, a triazolobenzodiazepine, 
indicate  that  this  drug  may  be  a mild 
effective  antidepressant  but  without 
significant  anticholinergic  effects. 
The  effective  dose  range  is  between 
2 to  3 mg  and  may  lead  to  sedation. 
These  results  should  be  considered 
to  be  preliminary  until  further  val- 
idation studies  are  completed. 

Electrotherapy 

Brief  note  should  be  made  re- 
garding electrotherapy  (electrocon- 
vulsive or  electroshock  therapy) 
(ECT).  ECT  is  the  treatment  of 
choice  for  patients  who  cannot  tol- 
erate the  side  effects  of  antidepres- 
sants, who  have  psychotic,  severely 
melancholic,  pseudodemented, 
delusional,  severe  obsessional 
depression,  and  who  are  so  acutely 
suicidal  that  waiting  for  the  lag  time 
of  the  tricyclics  to  take  effect  would 
be  dangerous.  The  only  contrain- 
dications to  ECT  are  the  presence 
of  CNS  mass  lesions,  recent  my- 
ocardial infarction,  and  a history  of 
a malignant  ventricular  arrhythmia. 


Porphyria,  barbiturate  allergy, 
pseudocholinesterase  deficiency, 
and  a family  history  of  malignant 
hyperthermia  are  indications  for 
special  anesthetic  modifications. 
Prolongs  apnea  may  occur  with  se- 
vere liver  disease,  use  of  phenel- 
zine, lithium,  and  cholinesterase 
inhibitors.  Severe  COPD  may  com- 
plicate ventilation  and  respiratory 
recovery.  Patients  previously  treated 
with  MAO  inhibitors  should  have 
these  drugs  stopped  1 week  prior 
to  ECT.  ECT  usually  causes  reflex 
bradycardia  immediately  after  sei- 
zure onset,  followed  by  tachycardia 
(120-200  beats/min.),  and  in- 
creases in  systolic  (200-250  mm/Hg) 
and  diastolic  (110-150  mm/Hg) 
blood  pressure. 

The  most  common  arrhythmia 
associated  with  ECT  are  PVCs,  with 
most  occurring  after  the  seizure 
prior  to  spontaneous  breathing.  Pa- 
tients at  risk  for  malignant  arrhyth- 
mias should  have  a cardiologist  in 
attendance  with  the  option  of  tem- 
porary pacemaker  insertion.  Re- 
views of  specialized  considerations 
in  the  medically  compromised  pa- 
tients receiving  ECT  can  be  found 
elsewhere. 

With  the  use  of  modern  anesthe- 
sia to  induce  sedation  and  muscle 
relaxation  to  keep  the  seizure  cen- 
trally focused,  electrotherapy  is  a 
relatively  benign  procedure.  It  is  the 
safest  treatment  for  many  elderly, 
medically  compromised  patients 
since  the  “at  risk”  time  is  under 
carefully  controlled  circumstances 
if  done  with  a trained  anesthetist  or 
anesthesiologist,  cardiac  monitor- 
ing, and  adequate  oxygenation.6 
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Psychophaimacotogic  Treatment  of 
Obsessive-Compulsive  Disorder 

William  F.  Thomeloe,  M.D. 


The  diagnosis  of  obsessive-com- 
pulsive disorder  (OCD)  has  in- 
creased in  the  past  few  years,  which 
is  possibly  due  to  both  proved  treat- 
ment as  well  as  to  improved  rec- 
ognition of  the  illness.  Obsessive- 
Compulsive  Disorder  is  a debilitat- 
ing illness  with  near  psychotic  se- 
verity. The  hallmarks  of  this  illness 
include  persistent,  repetitive,  and 
disturbing  ideas  and  thoughts,  im- 
ages, or  ritualistic  actions.  While 
patients  see  these  symptoms  as 
senseless  and  embarrassing,  they 
are  powerless  in  their  attempts  to 
resist  them.  Other  repetitively  im- 
pelled behaviors  (such  as  sub- 
stance abuse,  binge  eating,  gam- 
bling, and  sexual  behaviors)  are  not 
included  in  this  illness  as  they  are 
seen  as  pleasurable.  Obsessive- 
compulsive  symptoms  take  up  pa- 
tients’ time,  interfere  with  their  usual 
routine  of  day  to  day  life.  Patients 
with  this  disorder  will  rarely  vol- 
unteer their  symptoms  due  to  the 
painful  embarrassment  they  expe- 
rience. Conversely,  there  is  fre- 
quently pride  in  those  who  have  the 
much  more  common  compulsive 
personality  disorder  whose  devo- 
tion to  work  and  productivity,  ex- 
cessive perfectionism,  restricted 


ability  to  express  emotions,  lack  of 
empathy,  and  indecisiveness  are 
often  worn  as  a red  badge  of  cour- 
age.1 

OCD  may  present  to  the  primary 
care  physician  in  a number  of  ways. 
Obsessional  thoughts  may  include 
frequently  distracting  words  and 
phrases  with  nonsensical  and  em- 
barrassing content.  Religious,  sex- 
ual, violent,  or  disgusting  themes 
may  make  a previously  well  func- 
tioning person  become  house- 
bound for  years.  These  patients  may 
experience  unwanted  urges  to  harm 
themselves  or  others.  Their  fears  are 
much  like  phobias,  except  patients 
may  experience  these  in  the  ab- 
sence of  a phobic  stimulus.  For  ex- 
ample, a meek  math  teacher  could 
be  terrorized  that  he  would  refer  to 
sexual  impulses  in  class.1  Repeti- 
tive handwashing  or  preoccupation 
with  contamination  by  germs  may 
be  seen  in  these  people  (e.g.  Lady 
MacBeth).  Compulsive  checking  (Is 
the  iron  turned  off?)  and  cleaning 
(Is  that  blouse  clean  enough?)  are 
often  seen.  Occasionally,  social 
service  agencies  run  into  compul- 


Dr. Thorneloe  practices  psychiatry.  Send  reprint 
requests  to  him  at  25  Prescott  St.  Atlanta,  GA  30365. 


sive  hoarders  who  are  unable  to 
throw  any  rubbish  away.  Some  pa- 
tients have  an  obsessional  avoid- 
ance, such  as  a fear  of  drug  addic- 
tion and  refusal  of  appropriate 
treatment  of  any  medical  problem. 
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Treatment 

The  treatment  of  OCD  has  been 
a challenge  since  its  earliest  de- 
scriptions. Classic  psychoanalysis 
has  had  limited  success,  as  the  in- 
trospection of  the  obsessive  patient 
may  be  inadvertently  reinforced 
through  a focus  on  the  past.  Details 
may  mask  the  patient’s  main  is- 
sues. Brief,  short-term,  dynamically 
oriented  psychotherapy  may  help 
symptom  remission.  Behavioral 
treatments  focus  on  ritual-eliciting 
stimuli  and  attempt  to  block  the  ob- 
sessive or  compulsive  response. 
Flooding  and  milder  forms  of  de- 
sensitization are  occasionally  used. 
Thought  blocking,  aversive  condi- 
tioning, and  fantasy  exposure  have 
been  tried  with  variable  results  for 
obsessional  thinking.2 

There  is  a well  known  interrela- 
tion of  OCD  and  major  depressive 
disorder,  in  spite  of  the  DSM-I1I-R 
classification  of  it  as  an  anxiety  dis- 
order. Electroconvulsive  therapy  has 
also  been  reported  to  be  effective 
in  treatment-resistant  cases.  Novel 
antidepressants,  neuroleptics,  and 
anxiolytics  have  all  been  reported 
to  show  benefit  in  non-controlled 
studies,  usually  with  a small  num- 
ber of  cases.  OCD  is  one  of  very  few 
psychiatric  illnesses  for  which  psy- 
chosurgery is  indicated.2  There  is  a 
bias  toward  reporting  positive  re- 
sults for  this  disorder,  further  com- 
plicating the  evaluation  of  pro- 
posed treatment  regimens.  The  one 
recurrent  theme  is  that  treatment 
modalities  for  depression  are  most 
likely  to  have  benefit  for  these  pa- 
tients. 

Advances  in 

Psychopharmacologic  Treatment 

The  only  medication  to  have  con- 
trolled trials  in  OCD  is  clomipra- 
mine (Anafranil  — Geigy).12  This 
drug  is  not  FDA  approved  but  is 
widely  available  through  compas- 
sionate use  protocols  and  directly 
from  Canada  and  Mexico.  The 
Emory  University  Department  of 
Psychiatry  is  currently  conducting 
research  with  this  medication,  as 
are  other  hospitals  and  psychia- 
trists in  Georgia.  Clomipramine  is 
technically  a tricyclic  antidepres- 
sant (TCA)  that  blocks  reuptake  of 
serotonin  at  the  presynaptic  neu- 
ronal membrane.  Occasionally,  pa- 


tients experience  an  exacerbation 
of  symptoms  in  the  first  week  of 
treatment.  Toxicity  is  reported  to  be 
low,  chiefly  the  usual  tricyclic  side- 
effect  profile.25 

Similar  anecdotal  reports  of  pos- 
itive response  have  been  made  with 
a variety  of  TCAs  and  non-TCAs. 
Monamine  oxidase  inhibitors 
(MAOls)  including  phenelzine  and 
tranylcypromine  have  many  reports 
of  benefit.  Serotonergic  TCAs  such 
as  amitriptyline  and  doxepin  have 
been  used  with  a variety  of  re- 
sponses, mostly  disappointing.6  7 
Yet  imipramine  has  also  had  its 
successes  where  nonresponse  was 
reported.  Fluoxetine  has  had  re- 
ports of  benefit  in  OCD,8  occasion- 
ally with  dramatic  responses 
prompting  discussion  on  national 
television  networks  prior  to  mar- 
keting. Problems  with  dosage  re- 
main. Trazodone  (Desyrel  and  oth- 
ers) is  considered  a standard  first 
approach  by  many  in  this  country. 
Zimelidine  and  fluvoxamine  are 
considered  first  rank  in  world  lit- 
erature, but  remain  unavailable  in 
clinical  practice.12 

Benzodiazepines  are  often  used 
for  these  patients,  although  there 
are  no  good  studies  to  demonstrate 
long-term  success  rates.  Xanax  has 
been  reported  to  help  patients  with 
OCD  and  associated  panic  attacks. 
The  size  of  the  study  was  small 
without  controls.2 

Lithium  has  been  given  in  con- 
junction with  other  antidepressants 
and  alone.  No  consistent  effect  has 
been  reported.2 

Neuroleptics  have  been  given  to 
these  patients,  with  minimal  ben- 
eficial effects.  Their  potential  long- 
term side  effects  make  them  far  from 
a first-line  drug  choice.  Perse  has 
suggested  that  patients  who  are 
nonresponsive  to  TCAs  and  behav- 
ioral therapy  be  considered  in  a 


The  hallmarks  of  this 
illness  include 
persistent,  repetitive, 
and  disturbing  ideas 
and  thoughts,  images 
or  ritualistic  actions. 


continuum  between  OCD  and  de- 
lusional psychosis.  These  may  be 
patients  for  whom  to  consider  neu- 
roleptic treatment.12 


The  only  medication 
to  have  controlled  trials 
in  OCD  is 

clomipramine.  Similar 
anecdotal  reports  of 
positive  response  have 
been  made  with  a 
variety  of  TCAs  and 
non-TCAs. 


Other  treatments  have  had  oc- 
casional reports.  Clonidine,4  bro- 
mocriptine, amphetamines,  carba- 
mazepine,  LSD,  and  others  have 
anecdotal  reports.1' 2 The  number  of 
treatments  attempted  indicate  the 
misery  these  patients  experience, 
and  the  frustration  of  the  treating 
physician  to  find  an  elixir. 

While  an  elixir  to  cure  OCD  ap- 
pears unavailable,  our  current  ar- 
mamentarium is  far  more  hopeful 
than  in  years  past.  Behavioral  and 
environmental  treatments  have  been 
the  lone  alternatives  to  medication, 
with  very  little  success.  Continuing 
research,  controlled  studies,  and  the 
cooperativeness  of  the  FDA  may 
help  provide  a global  improvement 
in  the  lives  of  the  3 to  5%  of  Amer- 
icans suffering  from  obsessive 
compulsive  disorder. 
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Schizophrenia  And  Its  Treatment 

Philip  T.  Ninan,  M.D. 


Schizophrenia  is  an  illness 
caused  by  brain  pathology 
(structural  and/or  functional)  which 
results  in  abnormalities  in  thinking, 
emotions,  and  behavior.  Between  1 
and  2%  of  the  U.S.  population  will 
experience  an  episode  of  schizo- 
phrenia in  their  lifetime.1  This  ill- 
ness has  a devastating  effect  on  the 
individual,  the  family,  and  society. 
Over  100,000  psychiatric  beds  are 
occupied  by  schizophrenic  pa- 
tients, and  their  treatment  costs  are 
estimated  at  $7  billion  annually.  Yet 
a large  number  of  patients  are  still 
inadequately  managed  and  swell 
the  ranks  of  the  homeless. 

There  is  no  single  symptom  that 
is  pathognomonic  for  schizophre- 
nia, or  one  that  is  universally  pres- 
ent in  all  patients  with  the  illness. 
This  complicates  the  diagnosis,  be- 
cause various  combinations  of 
manifest  and  self-reported  symp- 
toms are  used  to  ascertain  the  di- 
agnosis. As  our  scientific  knowl- 
edge advances,  the  diagnosis  of 
schizophrenia  will  move  from  one 
based  on  manifest  symptomatology 
to  one  based  on  pathophysiology. 


This  will  allow  the  development  of 
more  specific  and  targeted  treat- 
ments. In  the  meantime,  we  are  re- 
stricted to  the  use  of  clinical  symp- 
toms in  making  the  diagnosis  of 
schizophrenia. 

A basic  requirement  for  a better 
understanding  of  schizophrenia  is 
advances  in  nomenclature.  With  the 
introduction  of  the  third  edition  of 
the  American  Psychiatric  Associa- 
tion’s Diagnostic  and  Statistical 
Manual  (DSM  III)  in  1980,  diagnosis 
became  based  on  a purely  pheno- 
menologic  (i.e.,  descriptive)  ap- 
proach. For  the  diagnosis  of  schiz- 
ophrenia, the  DSM  III  required  a 
specified  list  of  psychotic  symp- 
toms for  at  least  6 months  which 
started  before  the  age  of  45  and  were 
associated  with  a deterioration  in 
functioning.  This  removed  theoret- 
ical and  unproven  etiologic  consid- 
erations from  the  diagnostic  criteria 
and  provided  for  reliability  in  di- 
agnostic classification.  This  was  a 
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necessary  step  for  the  development 
of  a valid  diagnostic  system  that 
could  be  scientifically  tested.  The 
revised  version  of  DSM  III  (DSM  III- 
R)  was  published  in  1987  and  es- 
sentially removed  the  requirement 
that  individuals  have  the  onset  of 
schizophrenic  symptoms  prior  to 
the  age  of  45.2 

The  confirmation  of  the  diagno- 
sis by  independent  laboratory  tests, 
however,  is  still  lacking.  Hence, 
validation  of  a clinical  psychiatric 
diagnosis  is  limited.  The  course  of 
the  illness  and  response  to  treat- 
ment are  thus  taken  as  indirect  in- 
dicators of  the  validity  of  the  diag- 
nostic label  in  schizophrenia. 
Therefore,  apart  from  the  specific 
psychotic  symptoms  that  are  a part 
of  the  diagnostic  criteria  of  schiz- 
ophrenia in  the  DSM  III  and  DSM 
III-R,  there  must  be  deterioration 
from  a previous  level  of  function- 
ing, and  the  symptoms  must  have 
been  present  for  at  least  6 months. 
Patients  who  have  their  psychotic 
symptoms  last  for  less  than  6 
months  are  classified  as  having 
Schizophreniform  Disorder,  a label 
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which  implies  (by  definition)  a bet- 
ter prognosis  from  schizophrenia. 

Hetero  geneity 

There  is  little  doubt  that  schizo- 
phrenia is  a simple  clustering  of 
symptoms  that  denote  a syndrome 
or  disorder  much  like  pneumonia 
was  a label  in  the  pre-antibiotic  era. 
Because  each  manifest  symptom 
present  in  schizophrenia  can  be  ar- 
rived at  from  different  pathways, 
there  are  a number  of  etiologic  and 
pathophysiologic  mechanisms  that 
can  result  in  a particular  symptom. 

Thus,  diagnosis  based  on  phe- 
nomenology, although  it  is  the  best 
at  this  time,  is  still  one  step  re- 
moved from  an  ideal  diagnostic 
system  that  is  based  on  etiology  and 
pathophysiology.  Our  inability  to 
subdivide  schizophrenic  patients 
into  relevant  biologic  subgroups  in- 
herently limits  our  ability  to  predict 
clearly  treatment  response,  out- 
come, and  prognosis. 

Genetics 

Family  aggregation  of  the  illness 
of  schizophrenia  has  been  clearly 
documented  in  a number  of  stud- 
ies. However,  the  majority  of  pa- 
tients do  not  have  a first  degree  rel- 
ative with  the  illness.  Twin  and 
adoption  studies  suggest  that  a vul- 
nerability for  the  development  of  the 
illness  is  transmitted  at  a genetic 
level.  The  type  of  transmission  is 
still  debated.  What  is  clear  is  that 
a classic  Mendelian  inheritance  of 
a single  dominant  or  a recessive 
gene  is  unlikely.3 

Advances  in  molecular  biologic 
techniques  raise  the  intriguing  pos- 
sibility that  markers  close  to  the 
genes  that  are  involved  in  the  trans- 
mission of  schizophrenia  may  be 
discovered  in  the  near  future. 

Neuro imaging  and  Schizophrenia 

The  last  decade  has  seen  a rev- 
olution in  the  neurosciences  par- 
alleled by  breakthroughs  in  tech- 
nology. Some  of  these  advances 
have  allowed  us  new  visions  into 
the  brain.  Early  on,  skull  x-rays  pro- 
vided rudimentary  information  rel- 
evant to  psychiatry.  These  were  fol- 
lowed by  CT  scans  which  provided 
structural  images  in  multiple  cuts 
approaching  a three  dimensional 
format.  Numerous  CT  studies  in 


schizophrenia  were  undertaken. 
The  major  finding  was  evidence  of 
increased  cerebral  ventricular  size 
and  sulcal  enlargement  in  some 
schizophrenic  patients.4  Magnetic 
resonance  imaging  (MRI)  has  im- 
proved on  the  resolution  provided 
by  CT  without  the  hazards  of  ex- 
posure to  radiation  and  has  pro- 
vided the  possibility  of  images  in 
multiple  planes  (transverse,  co- 
ronal, and  sagittal).  Structural  im- 
aging, however,  cannot  provide  in- 
sight into  an  illness  that  seems  to 
have  only  non-specific  structural 
changes  and  is  predominantly  an 
illness  that  results  from  functional 
anomalies. 


Advances  in 
molecular  biologic 
techniques  raise  the 
intriguing  possibility 
that  markers  close  to 
the  genes  that  are 
involved  in  the 
transmission  of 
schizophrenia  may  be 
discovered  in  the  near 
future. 


While  it  had  been  possible  to  look 
at  brain  functioning  before,  it  was 
restricted  to  surface  electrical  ac- 
tivity or  blood  flow.  The  capacity  to 
study  deeper  parts  of  the  function- 
ing brain  has  been  a recent  develp- 
ment.  Functional  imaging  using 
SPECT  and  PET  techniques  allow 
studies  of  regional  blood  flow,  glu- 
cose metabolism  and  measures  of 
dopamine  activity.  Functional  im- 
aging studies  are  a quantum  leap 
for  psychiatry,  just  as  echocardi- 
ograms and  other  functional  meas- 
ures of  cardiac  function  were  to 
cardiology. 

Though  functional  imaging  stud- 
ies are  still  preliminary,  and  ade- 
quate replications  are  awaited, 
functional  imaging  data  suggest  that 
schizophrenic  patients  are  not  ac- 


tivating their  frontal  lobes,  espe- 
cially when  challenged  with  com- 
plex tasks  that  require  a change  in 
thinking  strategies.5  Schizophrenic 
patients  (including  ones  never 
treated  with  neuroleptics)  show 
evidence  of  increased  dopamine 
activity  in  the  caudate  nucleus.6 

Pharmacological  Management 

Medications  used  in  the  treat- 
ment of  schizophrenia  have  been 
called  major  tranquilizers,  anti- 
psychotic agents,  and  neuroleptics. 
The  term  “major”  differentiates 
these  tranquilizers  from  “minor” 
ones  such  as  benzodiazepines, 
which  also  have  sedating  and  calm- 
ing effects  but  do  not  specifically 
have  the  capacity  to  treat  symptoms 
of  schizophrenia.  Neuroletic  is  a 
Greek  derivative  based  on  the  neu- 
romuscular side  effects  resulting 
from  the  extrapyramidal  actions  of 
the  drug. 

Neuroleptic  agents  have  been 
shown  to  have  antipsychotic  effects 
that  are  not  specific  to  schizophre- 
nia. Not  all  schizophrenic  patients 
respond  to  neuroleptic  agents.  Ap- 
proximately 20%  are  unresponsive, 
and  another  40%  are  only  partially 
responsive.  Furthermore,  not  all 
symptoms  are  equally  responsive 
— the  so-called  “negative  symp- 
toms” (ie,  relative  lack  of  emotions, 
relatedness,  and  energy)  are  poorly 
responsive  to  pharmacologic  inter- 
vention. 

No  neuroleptic  agent  generally 
available  in  the  U.S.  today  has  any 
greater  therapeutic  benefit  com- 
pared to  any  other  one.  Thus,  the 
choice  is  determined  more  on  the 
basis  of  side  effects.  Major  side  ef- 
fects include  anticholinergic  ones, 
postural  hypotension,  and  extra- 
pyramidal  ones  (acute  dystonic 
reations,  pseudoparkinsonism,  ak- 
athisia,  and  tardive  dyskinesia). 
Less  common  but  with  considera- 
ble morbidity  and  mortality  is  neu- 
roleptic malignant  syndrome.  This 
is  a catastrophic  reaction  charac- 
terized by  hyperthermia,  severe 
muscle  rigidity,  and  autonomic 
dysfunction.  It  is  treated  by  imme- 
diate cessation  of  neuroleptics, 
bromocriptine,  and  dantrolene  so- 
dium. 

The  illness  of  schizophrenia  is  at 
times  a continuous  one,  but  more 
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frequently  it  is  marked  by  episodes 
of  symptom  excacerbation  fol- 
lowed by  partial  remission.  Thus, 
neuroleptic  agents  have  two  indi- 
cations in  the  treatment  of  schizo- 
phrenia: to  control  the  symptoms 
of  the  acute  episode  and  to  provide 
maintenance  and  prophylaxis 
against  the  development  of  a sub- 
sequent episode.  For  the  acute  ep- 
isode of  schizophrenia,  doses  in  the 
range  of  400-600  mgs  of  chlorpro- 
mazine  or  equivalent  are  neces- 
sary.* 1 2 3 4 5 6 7 Megadoses  of  neuroleptics 
(over  2000  mgs  of  Chlorpromazine 
or  an  equivalent)  do  not  result  in 
any  greater  or  faster  improvement 
in  the  symptoms.  Combining  ben- 
zodiazepines with  neuroleptic 
agents  in  the  early  part  of  the  treat- 
ment of  an  acute  schizophrenic  ep- 
isode can  be  an  appropriate  strat- 
egy to  induce  sedation  and  control 
agitated  behavior  while  using  lower 
doses  of  neuroleptic  agents.  Ex- 
tended use  of  benzodiazepines  is 
discourged,  however,  because  of 
the  risk  of  tolerance  and  depend- 
ence. 


Traditional 
psychodynamic 
therapies  have  not  been 
effective  in  treating 
groups  of 

schizophrenic  patients, 
although  individual 
patients  have  been 
helped. 


Even  with  continued  use  of  neu- 
roleptics after  an  episode  of  schiz- 
ophrenia, there  is  a 30%  relapse 
within  a year.  Thus,  prophylaxis  is 
not  absolute. 

Maintenance  and  prophylactic 
strategies  with  neuroleptics  aim  to 
reduce  the  risk  of  side  effects,  es- 
pecially long  term  and  potentially 
irreversible  ones,  such  as  tardive 
dyskinesia.  Neuroleptics  also  have 
the  effect  of  sedating  the  patient  into 
an  amotivational  state  which  im- 
pairs psychosocial  functioning. 
Thus,  the  major  thrust  has  been  to 


reduce  the  dose  of  neuroleptic  used 
to  minimal  amounts  or  even  to  dis- 
continue it  completely  once  the 
acute  episode  has  been  controlled 
and  the  patient  has  returned  to  a 
previous  level  of  functioning.  These 
pharmacologic  strategies  depend 
on  a close  and  frequent  monitoring 
of  the  patient  so  that  any  early  evi- 
dence of  the  return  of  an  episode 
of  illness  can  be  met  with  a rein- 
statement of  or  increase  in  the  med- 
ication. Compliance  with  treatment 
and  availability  of  treatment  staff  are 
critical  for  such  strategies  to  work 
effectively. 

Psychosocial  Management 

Traditional  psychodynamic  ther- 
apies have  not  been  effective  in 
treating  groups  of  schizophrenic 
patients,  although  individual  pa- 
tients have  been  helped.  More  re- 
cently, the  focus  on  psychosocial 
management  of  schizophrenia  has 
been  in  two  areas:  social  skills 
training  and  family  management. 
Both  have  been  shown  to  have  con- 
siderable impact  on  the  course  of 
illness. 

Social  skills  training  after  recov- 
ery from  an  episode  of  schizophre- 
nia has  a positive  impact  on  the 
social  functioning  of  patients.  It  re- 
duces the  isolation  and  and  sense 
of  hopelessness  that  is  often  the  re- 
sult of  a psychotic  episode.  With 
time,  such  improvement  in  social 
functioning  may  be  a step  towards 
vocational  functioning. 

Family  management  strategies 
have  moved  away  from  older  the- 
ories that  believed  families  were  the 
cause  of  the  illness  to  recognizing 
that  families  are  an  important  re- 
source for  the  patient  and  provide 
an  emotional  milieu  that  can  have 
an  impact  on  the  continued  emo- 
tional health  of  schizophrenic  pa- 
tients. Family  interactions  that  are 
characterized  by  hostility  and  emo- 
tional intrusiveness  are  associated 
with  a higher  rate  of  relapse  in  pa- 
tients. Educating  families  about  the 
illness,  improving  their  problem 
solving  and  communication  skills, 
expanding  their  social  networks 
(using  a cognitive/behavioral  ap- 
proach) have  resulted  in  a signifi- 
cant reduction  in  relapse  rates  in 
patients.8  Thus,  once  schizophre- 
nia has  developed,  stressful  envi- 


Functional  imaging 
data  suggests  that 
schizophrenic  patients 
are  not  activating  their 
frontal  lobes,  especially 
when  challenged  with 
complex  tasks  that 
require  a change  in 
thinking  strategies. 


ronments  have  an  impact  on  the 
outcome  of  the  illness.  Reducing 
the  stressful  environment  around 
the  patient  has  tremendous  bene- 
ficial effects. 

Conclusion 

There  have  been  significant  ad- 
vances recently  in  the  phenome- 
nology and  classification  of  schiz- 
ophrenia. Simultaneous  advances 
in  the  neurosciences  have  led  to  a 
greater  understanding  of  the  neu- 
robiology of  schizophrenia.  Treat- 
ment outcome  studies,  both  in  the 
pharmacologic  and  psychosocial 
areas,  have  led  to  improvements  in 
treatment  that  are  based  on  scien- 
tifically rigorous  studies. 
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These  days  a girl  doesn’t  have 
to  be  pretty  to  be  popular. 


A teenage  girl  with  cocaine  never  has  to 
sit  home  alone. 

She  can  go  out  whenever  she  wants 
to.  Because  a girl  who  has  cocaine  always 
has  friends. 

And  she  has  a problem,  perhaps  the 
most  serious  of  her  life.  Because  cocaine 
turns  nice  kids  into  criminals,  and  homes 
into  shambles. 

If  your  child  has  a cocaine  habit,  call  us. 

Charter  Medical’s  program  has  been 
helping  kids  overcome  chemical  dependencies 


for  years.  We  understand  them-and  their  feel- 
ings of  loneliness,  shame  and  fear. 

Most  important,  we  understand  how  to 
help  them  change. 

Our  program  is  family  oriented,  and  it 
works.  With  the  guidance  of  skilled,  caring 
and  experienced  medical  professionals,  your 
whole  family  can  learn  to  live  again. 

And  your  little  girl  can  learn  to  love 
herself  without  drugs. 

Please,  call  us.  Before  your  kid  reaches 
the  end  of  the  line. 


Charter  Brook  Hospital 

THE  END  OF  THE  LINE, 

404-457-8315  1-800-835-TEEN 

(Atlanta)  (Outside  Atlanta) 

3913  North  Peachtree  Road  • Atlanta,  GA  30.341 

1KI  A member  of  the  Charter  Medical  family  of  quality  healthcare  facilities. 


Update  on  the  Treatment  of 
Panic  Attacks 


Four  to  six  percent  of  the  pop- 
ulation will  experience  at  least 
one  panic  attack  (anxiety  attack, 
hyperventilation  syndrome)  some- 
time during  their  lives.  In  the  past, 
treatment  focused  almost  exclu- 
sively on  exploring  the  psychody- 
namic or  environmental  causes  of 
the  illness,  the  hidden  meanings  of 
any  associated  phobias,  and  ex- 
periences of  early  separation  anx- 
iety. Desensitization  and  other  be- 
havior modification  techniques 
were  also  used. 

The  most  typical  symptoms  of 
panic  attacks,  listed  in  order  of  fre- 
quency are:  sudden  attacks  of  diz- 
ziness, panicky  feeling,  fidgitiness, 
tachycardia,  sweating,  shortness  of 
breath,  palpitations,  hot  flashes, 
trembling,  derealization,  fear  of 
dying,  depressed  feeling,  hyperven- 
tilation, faintness,  and  a feeling  of 
“going  crazy.” 

Agoraphobia  is  a common  com- 
plication of  panic  attacks.  The  in- 
dividual may  develop  an  anticipa- 
tory fear  of  being  helpless  or  losing 
control  during  a panic  attack,  so 
that  they  become  reluctant  to  re- 
main alone  or  go  to  public  places 
away  from  home.  Other  common 
associated  diseases  in  panic  dis- 
order are  alcohol  abuse,  depressive 
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disorders,  and  misuse  of  anti-anx- 
iety medications. 

Medical  work  up  should  include 
studies  for  hyperthyroidism  and 
careful  history  regarding  the  use  of 
caffeine,  diet  pills,  and  other  stim- 
ulant drugs.  There  may  be  a weak 
association  between  panic  disorder 
and  the  presence  of  mitral  valve 
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prolapse,  but  cardiology  consulta- 
tion is  usually  not  a routine  part  of 
the  evaluation. 

Treatment 

The  approach  to  panic  disorder 
has  changed  dramatically  with  the 
introduction  of  specific  psycho- 
pharmacologic  therapies.  Primary 
treatment  strategy  has  switched  to 
the  use  of  psychotropic  medica- 
tions, including  the  tricyclic  anti- 
depressants, monoamine  oxidase 
inhibitors,  benzodiazepines,  and 
the  adjunctive  use  of  supportive 
psychotherapy. 

Tricyclics,  particularly  imipra- 
mine,  have  an  excellent  track  re- 
cord in  blocking  panic  attacks  and 
are  the  best  choice  for  patients  who 
have  an  concomitant  history  of 
depression.  The  usual  course  is  to 
begin  with  a small  dose,  25-50mgm 
daily,  and  increase  this  gradually, 
sometimes  up  to  200mgm  daily,  un- 
til a complete  blockade  of  panic 
symptoms  has  been  achieved.  This 
often  takes  months.  Some  clini- 
cians prefer  to  use  desipramine 
(Norpramin)  which  is  a metabolite 
of  imipramine  with  markedly  less 
anticholinergic  side  effects.  Pa- 
tients should  be  advised  that  for  the 
first  10-14  days  of  tricyclic  treat- 
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ment,  they  may  experience  a slight 
worsening  of  the  anxiety  and  panic. 
This  effect  usually  passes  as  a down 
regulating  effect  on  anxiety  takes 
place. 

Monoamine  oxidase  inhibitors, 
particularly  phenelzine  (Nardil), 
have  been  found  to  be  very  effective 
in  the  treatment  and  prevention  of 
panic  attacks.  They  seem  to  be  par- 
ticularly effective  in  those  patients 
with  a history  of  agoraphobia  and/ 
or  family  history  of  depression. 
Again,  it  is  best  to  start  with  low 
doses  and  titrate  the  dose  up  over 
long  periods  of  time.  Dietary  restric- 
tions involving  elimination  of  foods 
containing  tyramine  and  drugs  with 
pressor  effects  such  as  phenylpro- 
panolamine and  the  narcotic,  me- 
peridine, are  essential  considera- 
tions and  require  extensive  patient 
education. 


Psychotropic 
medications  used  to 
treat  and  prevent  panic 
attacks  include  the 
tricyclic 

antidepressants, 
monoamine  oxidase 
inhibitors,  and 
benzodiazepines. 


Several  of  the  high  potency  ben- 
zodiazepines, particularly  loraze- 
pam  and  clonazepam,  have  also 
been  reported  to  be  effective.  Al- 
prazolam in  dose  ranges  of  3-8mg 
may  be  effective  with  the  advantage 
of  a quick  onset  and  can  block  panic 
attacks  within  a week.  Because  of 


alprazolam’s  short  half  life,  it  must 
be  taken  several  times  daily,  and 
much  care  must  be  used  in  tapering 
off  the  drug,  as  otherwise  patients 
will  have  rebound.  Withdrawal  sei- 
zures are  also  a possibility.  Prob- 
lems with  dependency  remain  a 
concern  with  its  long-term  use. 

It  is  often  most  feasible  to  start 
patients  on  both  alprazolam  and  a 
tricyclic,  slowly  tapering  alprazo- 
lam after  several  months  of  therapy. 
Since  alprazolam  may  be  habit 
forming,  it  is  best  to  make  an  effort 
to  eventually  get  patients  off  this 
drug  if  possible. 

Psychotherapy 

Supportive  psychotherapy  is  di- 
rected toward  teaching  the  patients 
that  their  attacks  are  not  as  dan- 
gerous as  they  seem  and  are  ulti- 
mately harmless,  unless  they  are 
driving  a car  or  are  in  some  other 
similar  type  of  precarious  situation. 
The  attacks  are  self-limiting,  and 
much  reassurance  is  needed  to 
convince  that  patient  that  they  will 
not  go  crazy,  or  act  out  in  some 
strange  way,  as  they  often  fear.  This 
will  take  time. 

Additionally,  since  patients  often 
associate  certain  places  and  partic- 
ular situations  (such  as  driving)  with 
their  panic  attacks,  efforts  must  be 
made  by  the  therapist  to  have  the 
patient  slowly  begin  to  return  to  the 
phobic  geographic  locations.  This 
is  most  easily  done  after  the  panic 
attacks  have  been  blocked  for  a pe- 
riod of  time  and  the  patient  feels 
“safe.” 

While  behaviorally  oriented 
treatments  may  be  a part  of  the 
treatment  plan,  combination  treat- 
ment with  medication  is  far  more 
successful.  It  is  inadvisable  to  refer 
patients  with  panic  disorder  to  ther- 
apists providing  only  behavioral 


modalities,  although  behavioral 
techniques  may  be  helpful  adjunc- 
tively.  Panic  disorder  is  a serious 
disease  which  often  progresses.  All 
such  patients  should  have  a careful 
evaluation  by  a psychiatrist  with  ex- 
pertise in  its  psychopharmacologic 
treatment. 


Panic  disorder  is  a 
serious  disease  which 
often  progresses.  All 
such  patients  should 
have  a careful 
evaluation  by  a 
psychiatrist  with 
expertise  in  its 
psychopharmacologic 
treatment. 


Fifteen  years  ago,  the  prognosis 
for  panic  disorder  was  poor  due  to 
poor  recognition  of  the  disorder  and 
limited  treatment  options.  Today, 
the  outlook  is  extremely  bright,  and 
with  appropriate  treatment,  90-95% 
of  patients  can  be  successfully 
treated. 
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Assessment  and  Management  of 

Suicidal  Patients 

Lucy  Davidson,  M.D.,  Ed.S. 


Assessing  a potentially  suicidal 
patient  is  one  of  the  most 
worrisome  tasks  the  physician 
faces.  One’s  goal  is  to  detect  im- 
minently lethal  patients  and  protect 
them  from  self-harm  while  appro- 
priate treatment  is  given.  Although 
many  persons  who  commit  suicide 
visit  a doctor  shortly  before  they  die, 
few  identify  their  problem  as  sui- 
cidal ideation.1  Instead,  they  may 
feel  run  down  or  complain  of  head- 
aches, muscle  spasms,  indigestion, 
premenstrual  syndrome,  stress,  etc. 
Moreover,  not  all  persons  thinking 
of  suicide  could  be  hospitalized  for 
further  evaluation.  These  poten- 
tially suicidal  patients  alone  would 
fill  every  medical,  surgical,  and  psy- 
chiatric hospital  bed.  The  physi- 
cian, then,  must  decide  how  likely 
the  patient  with  suicidal  ideation  is 
to  enact  his  or  her  self-destructive 
impulses.  These  considerations,  as 
well  as  the  diagnosis  of  underlying 
psychologic  problems,  determine 
the  treatment  mode  and  setting. 

Patient  Assessment 

Data  on  empiric  risk  factors  for 
suicide  can  sharpen  one’s  sensitiv- 
ity in  assessment.2' 3 The  proportion 
of  males  to  females  committing  su- 
icide is  approximately  three  to  one, 
while  that  of  attempters  is  reversed. 


Suicide  among  males  peaks  during 
the  young  adult  years  and  in  old 
age.  Women  are  more  likely  to 
commit  suicide  in  late  middle  age. 
Suicide  is  more  common  among 
widowed  and  divorced  people  than 
among  those  single  or  married.  In 
the  United  States,  suicide  is  much 
more  prevalent  among  whites  than 
blacks.  The  incidence  of  suicide 
peaks  in  the  spring  and  fall,  not  dur- 
ing the  Christmas  holidays  as  is 
popularly  assumed.  Depression, 
schizophrenia,  and  alcohol  abuse 
are  the  most  frequent  psychiatric 
diagnoses  among  suicides.  Per- 
sons who  have  previously  at- 
tempted suicide  are  at  increased 
risk  for  completed  suicide.  Ab- 
sence of  these  risk  factors  certainly 
doesn’t  confer  immunity  to  suicide, 
but  their  presence  should  raise 
one’s  index  of  suspicion. 

The  individual  patient’s  vulnera- 
bility to  suicide  can  only  be  deter- 
mined by  asking.  Most  suicidal  pa- 
tients are  relieved  by  the  opportunity 
to  confide  in  a nonjudgmental  phy- 
sician. Tragically,  we  may  shy  away 
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Symptoms  of 
depression  are  often 
viewed  as  willfull 
pretense  or  character 
weakness.  Time  spent 
educating  the  patient 
and  family  ameliorates 
hopelessness  and  guilt. 
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from  asking  the  obvious  of  persons 
with  whom  we  identify  or  are  oth- 
erwise emotionally  invested,  such 
as  fellow  physicians  and  health  care 
professionals,  spouses  and  chil- 
dren of  friends,  and  patients  of  long 
standing.  Proceeding  empathically 
from  the  more  general  query,  “How 
bad  do  you  feel?”,  to  specific  in- 
quiries about  hopelessness,  wish- 
ing to  be  dead,  wishing  to  harm 
oneself,  and  details  of  suicide  plans 
or  opportunities  allows  the  physi- 
cian to  collect  a wide  range  of  in- 
formation in  assessing  suicidal  po- 
tential.4 Until  the  physician  is 
convinced  that  the  patient  is  not  im- 
mediately suicidal,  the  patient 
should  not  be  left  alone,  even  mo- 
mentarily.5 

Decisions  Regarding 
Hospitalization 

The  physician  should  weigh  the 
information  obtained  in  deciding 
whether  the  patient  can  be  treated 
outside  the  hospital.  Vulnerability 
to  suicide  increases  with  any  sig- 
nificant loss  (tangible  or  intangible, 
actual  or  threatened).  Ongoing  re- 
covery from  a major  depression  and 
the  recent  suicide  of  an  acquaint- 
ance are  situational  factors  that  also 
increase  the  risk  of  suicide.  Signs 
of  impending  suicide  including  giv- 
ing away  cherished  possessions  or 
pets,  saying  last  goodbyes,  rehears- 
ing fatal  behaviors,  and  equipping 
oneself  for  the  preferred  means  of 
suicide.6  Ominous  factors  are  prox- 
imal substance  abuse,  active  psy- 
chosis, and  ready  access  to  im- 
mediately lethal  methods  of  suicide, 
e.g.,  a gun. 

Favorable  indications  for  outpa- 
tient management  are  past  and  cur- 
rent evidence  of  impulse  control 
and  the  ability  to  establish  rapport 
with  the  interviewer.  Absence  of  a 
specific  suicide  plan  with  readily 
available  means,  along  with  the  ab- 
sence of  psychosis  and  intoxica- 
tion, is  critical.  Social  supports  are 
invaluable.  Interviewing  family 
members  and  significant  others  not 
only  provides  information  that  the 
patient  may  have  supressed  or  mis- 
perceived  but  also  gives  the  phy- 
sician a chance  to  assess  the  de- 
gree to  which  these  people  might 
help  the  patient.  Willing  family  and 
friends  can  transport  patients  to  ap- 


pointments, store  and  administer 
medications,  remove  dangerous 
materials  from  the  household,  and 
provide  emotional  support  to  bridge 
times  of  hopelessness  and  apathy.7 

If  the  suicidal  patient  can  be 
managed  outside  the  hospital,  the 
physician  must  make  definite  ar- 
rangements for  follow  up.  Giving  the 
patient  several  names  of  psychia- 
trists or  the  community  mental 
health  center’s  phone  number  is  in- 
effectual. Whenever  possible,  re- 
ferral appointments  should  be  set 
before  the  patient  leaves.  Tele- 
phoning patients  to  check  on  the 
arrangements  made  increases  the 
likelihood  of  their  following  through 
with  treatment. 

Suicide  attempters  whose  phys- 
ical injuries  do  not  mandate  hos- 
pital admission  are  a difficult  group 
of  patients  to  evaluate.  Surviving  at- 
tempters are  often  embarrassed  and 
may  deny  any  suicidal  intent  in  even 
the  most  blatantly  self-destructive 
behaviors.8  Their  post  hoc  ration- 
alizations may  lead  the  physician 
to  mistakenly  trivialize  the  attempt 
and  overlook  serious  suicidal  po- 
tential. A period  of  psychiatric  hos- 
pitalization may  be  warranted  1)  to 
allow  a more  thorough  evaluation 
when  the  effects  of  alcohol  or  other 
psychotropic  substances  have  dis- 
sipated, 2)  to  allow  time  to  meet 
with  and  assess  information  from 
family  members  and  significant 
others,  and  3)  to  allow  time  to  ex- 
plore the  psychodynamic  meaning 
of  the  patient’s  actions.  The  suicide 
attempter  may  have  been  in  some 
form  of  psychotherapy.  Psychiatric 
hospitalization  provides  an  oppor- 
tunity to  reassess  ongoing  treat- 
ment and  restructure  it  or  provide 
therapeutic  alternatives. 

Suicidal  behavior  is  an  extreme 
expression  of  underlying  psycho- 
pathology, not  a diagnosis  in  itself. 
Thus,  caring  for  suicidal  patients 
implies  stabilizing  the  underlying 
psychologic  disorder  as  rapidly  as 
possible.  Affective  disorders  are 
frequent  harbingers  of  suicide,  yet 
many  patients  are  unaware  that 
depression  is  a treatable  illness. 
Symptoms  of  depression  are  often 
viewed  as  willful  pretence  or  char- 
acter weakness.  Time  spent  edu- 
cating the  patient  and  family  ame- 
liorates hopelessness  and  guilt. 


Pharmacologic  Treatment 

Paradoxically,  effective  pharma- 
cotherapy of  depression  involves 
medications,  such  as  tricyclic  an- 
tidepressants, that  are  lethal  in  rel- 
atively small  overdoses.  In  fact, 
amitriptyline  is  the  most  frequently 
used  medication  in  suicide  by  ov- 
erdose.9 Yet,  small,  homeopathic 
doses  of  tricyclics  or  nonspecific 
treatment  with  various  sedative- 
hypnotics  and  anxiolytics  increase 
the  risk  of  suicide  by  pharmacolog- 
ically ignoring  the  patient’s  depres- 
sion. Limiting  the  prescription  size 
rather  than  the  dose  of  antidepres- 
sants is  key.  Prescriptions  for  sui- 
cidal patients  should  be  limited  to 
1200  mg  total  and  be  nonrefillable. 
Frequent  office  visits  should  be 
scheduled  to  assess  patient  re- 
sponse and  suicidal  potential. 
When  outpatient  pharmacotherapy 
poses  an  excessive  risk  of  lethal  ov- 
erdose, out  patient  electroconvul- 
sive therapy  is  an  option.7 

Summary 

Even  intensely  suicidal  patients 
are  ambivalent  about  killing  them- 
selves. Our  efforts  to  assess  and 
manage  these  patients  recognize 
that  the  potential  for  suicide  is  a 
situational  dynamic.  During  times 
of  high  lethality,  environmental 
controls  and  constant,  one-to-one 
nursing  are  prerequisites  for  ag- 
gressive diagnosis  and  treatment  of 
underlying  psychiatric  disorders. 
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When  Someone  You  See 
Needs  Help . . . 


CALL  ON  YOUR  BEST  RESOURCE  for  the 
treatment  of  alcohol  and  drug  abuse  and  emotional 
disorders  - Charter  Peachford  Hospital. 

Our  intake  counselors  are  trained  to  work  with  you  to 
help  individuals  and  their  families  in  any  type  of 
situation.  We  can  assess  your  client’s  needs,  answer 
questions  about  admissions  and  develop  individualized 
treatment  strategies.  And,  we  keep  you  up  to  date 
throughout  the  treatment  process. 

Charter  Peachford  offers  a comprehensive  selection  of 
over  17  programs  and  services.  Each  one  is  designed  to 
meet  the  special  needs  of  your  client  and  their  families. 


For  help  you  can  count  on,  call  Charter  Peachford  at 
1 -800-45 1-2151.  Our  intake  counselors  are  available  24 
hours  a day. 

Call  today,  1-800-451-2151. 


JC 

C. 

k' 


a CHARTER 
‘PEACHFORD 


HOSPITAL 


2151  Peachford  Road,  Atlanta,  Georgia  30338 


Charter  Peachford  Hospital  is  fully  accredited  and  is  a member  of  the  Charter  Medical  Corporation  family  of  quality  health  care  facilities. 


Has  Pain  Shattered  Your  Patient's  Life? 

You’ve  probably  seen  it  in  your  patient.  It’s  the  kind  of  pain  that  just  won’t 
go  away.  Shattering  his  physical  health  and  mental  well-being.  And 

you’ve  tried  everything  to  help. 

Now,  there’s  a way  to  continue  your  help  at  the  Center  for 
Pain  Management  at  Walton  Rehabilitation  Hospital. 
Our  multidisciplinary  team  will  work  with  you  to 
treat  all  aspects  of  your  patient’s  pain.  To  help 
him  reduce  it.  Or  teach  him  how  to  manage  it. 

Whether  for  stroke,  head  injury,  chronic 
pain,  or  another  disabling  illness  or  injury, 
we’ll  help  return  your  patient  to  an 
independent  lifestyle. 

Call  Walton  Rehabilitation  Hospital  at 
404/823-8519.  We  can  help  your  patient  pick 

up  the  pieces. 


Walton  Rehabilitation  Hospital 


Sponsored,  by  St.  Joseph  Center  for  Life  Inc. 

& University  Health  Services  Inc. 

1355  Independence  Dr.  • Augusta,  GA  30901-1037  • 404/724-7746 
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Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
—to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.P.  today— you’ll  never 
feel  better. 

i w Data  General 

f Mil  II  systems,  in. 

(800)  441-8386  In  Georgia  (404)  565-3407 
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OFFERED  TO  THE  MEDICAL  ASSOCIATION  OF  GEORGIA 


A BETTER  WAY  TO  BUY 
OR  LEASE  YOUR  NEXT  VEHICLE 

Buy  or  lease  at  fleet  prices  and  save  between  $2000  to 
$4000  off  of  dealers  selling  price— Pay  our  fee  only  if  you 
accept  the  savings  we  provide— NO  FEE  PAID  IN 
ADVANCE. 

Let  us  locate  and  arrange  delivery  of  your  next  vehicle  at  a 
dealership  near  your  home  or  office.  This  service  is 
available  nationwide. 

NO  NEED  TO  DEAL  WITH  HIGH  PRESSURE  CAR  DEALERS. 

Extended  vehicle  service  contracts  offered  at  prices  close  to 
dealer  cost. 

Join  the  forces  of  the  other  medical  association  members 
who  are  currently  using  this  program  for  purchasing  their 
vehicles. 

WE  REPRESENT  YOU,  NOT  THE  DEALER 


SOUTHERN  FLEET  ASSOCIATES 

1866  Independence  Sq.— Atlanta,  Ga.  (404)  698-9511 


A SPECIAL  PLACE 


■Woodridge 


P.O.  Box  1764 
Clayton,  Georgia  30525 


Woodridge,  a free  standing  center  for  the  treatment  of  addic- 
tive diseases,  is  located  in  the  beautiful  Blue  Ridge  Mountains  of 
northeast  Georgia.  The  Woodridge  approach  to  treatment  is  unique, 
combining  a carefully  chosen  well  trained  staff  with  a modern  facility 
and  a total  care  program  that  offers  hope,  help,  and  the  tools  for  ad- 
diction free  living.  At  Woodridge  recovery  is  a way  of  life  that  is  prac- 
ticed as  well  as  taught  by  the  staff.  We  invite  you  to  call  our  toll  free 
number  for  more  information  regarding  our  inpatient  and  aftercare 
treatment  programs  for  alcoholism,  drug  addiction,  and  eating 
disorders. 


CALL  NOW 
TOLL  FREE 


IN  GEORGIA 

1-800-342-8863 


OTHER  STATES 

1-800-235-7759 
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The  New  Informed  Consent  Law 

Richard  L.  Greene 


This  article  is  part  of  MAG’s 
continuing  effort  to  inform 
member  physicians  about  the  new 
legal  requirements  of  Informed 
Consent.  Copies  of  the  new 
Georgia  statute  on  Informed 
Consent  (O.C.G.A.  31-9-6.1)  as 
well  as  the  new  Rules  of  the 
Composite  State  Board  of  Medical 
Examiners,  Chapter  360-10, 

Patient  Services  to  which  this 
article  refers  can  be  obtained  by 
contacting  the  author  at  MAG  or 
by  contacting  MAG  Mutual.  The 
Rules  have  attached  to  them  as 
Exhibit  “A”  and  “B”  Consent 
Forms  that  can  be  used  by 
physicians.  Those  forms  are 
printed  at  the  conclusion  of  this 
article  in  a “modified”  format. 

The  modified  version  includes 
extra  consent  paragraphs  that  are 
helpful  to  the  physician  and 
informative  to  the  patient.  Also, 
procedure-specific  forms  are 
being  developed  that  will  also 
help  physicians.  Additionally, 
another  optional  form  is  included 
as  Exhibit  “C”  which  can  be  used 
as  an  alternative  form  when  a 
procedure-specific  form  is  not 
available.  More  details  are 
provided  in  this  article.  MAG, 

MAG  Mutual  Insurance  Company, 
and  other  groups  are  actively 
pursuing  an  aggressive  education 
program  to  help  physicians 
comply  with  this  new  statute 
when  it  becomes  effective  on 
January  1,  1989. 


Mr.  Greene  is  MAG’s  General  Counsel.  For  further  information 
about  the  new  Statute  and  Rules,  as  well  as  copies  of  each, 
contact  him  at  938  Peachtree  St.,  Atlanta,  GA  30309;  800- 
282-0224. 


When  Do  You  Provide 
“Informed  Consent”? 

Georgia  is  the  last  state  to  have 
a specific  informed  consent  law. 
Unlike  some  other  states, 

Georgia’s  new  statute  does  not 
cover  each  and  every  procedure 
(even  though  some  of  the 
proponents  attempted  that  for 
Georgia).  Statutory  “informed 
consent”  is  required  only  for  the 
following  patients: 

“(1)  any  person  who  undergoes 
any  surgical  procedure  under 
(a)  general  anesthesia,  (b) 
spinal  anesthesia,  or  (c)  major 
regional  anesthesia.”  [“Major 
Region”  is  defined  by  Rule  as 
an  “entire  arm,  leg,  torso,  or 
any  combination  thereof.” 
“Major  regional  anesthesia” 
means  a state  of  insensitivity  to 
pain  affecting  a major  region  of 
the  body  which  is  produced  by 
the  temporary  interruption  of 
the  sensory  nerve  conductivity 
of  such  a region  through  the 
administration  of  a spinal, 
epidural,  intravenous  regional, 
or  brachial  plexus  anesthetic. 
Rule  360-14-.02  (7)  and  (8)],  or 

(2)  any  person  who  undergoes  an 
amniocentesis  diagnostic 
procedure,  or 

(3)  any  person  who  undergoes  a 
diagnostic  procedure  which 
involves  the  intravenous 
injection  of  a contrast  material. 
[“Contrast  material”  means  a 
non-physiologically  occurring 
molecular  compound  used  to 
produce  density  differences  in 
tissues,  organs,  or  vessels  to 
permit  visualization  or  imaging 


of  such  internal  bodily 

structures.  Rule  360-14-.02 (1) ] . 

There  are  exceptions  to  the 
above  situations  where  informed 
consent  is  not  required  to  be 
given.  (O.C.G.A.  31-9-6.1  (e)  and 
Rule  360-14-.06).  The  three  major 
exceptions  are  (1)  emergencies, 

(2)  a procedure  that  does  not 
involve  a material  risk  to  the 
patient  (generally  recognized  as 
such  by  reasonably  prudent 
physicians),  and  (3)  procedures 
that  were  unforeseen  or  not 
known  to  be  needed  at  the  time 
consent  was  obtained  for  another 
procedure  and  the  patient  has 
consented  to  allow  the  physician 
to  make  the  decision  concerning 
conducting  the  “unforeseen” 
procedure.  A fourth  exception  is 
when  the  patient  signs  a “waiver” 
stating  that  he  or  she  does  not 
wish  to  be  told  all  of  the 
information.  An  example  is  found 
at  the  end  of  this  article  as 
Exhibit  B. 

The  law  further  provides  that 
the  informed  consent  is  to  be 
obtained  no  more  than  10  days 
prior  to  the  procedure  and  is  valid 
for  up  to  30  days  from  the  date  of 
admission  if  in  conjunction  with  a 
hospitalization  or  for  the  period  of 
confinement,  whichever  is  greater. 

What  Is  MAG  Doing  To  Help 
You? 

MAG  and  the  affected  specialty 
societies  are  working  to  draft 
procedure-specific  forms  for 
commonly  covered  procedures. 
These  forms  should  be  a valuable 
asset  to  help  physicians  in  their 
practice.  These  forms  would  not 
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only  comply  with  the  minimal 
statutory  and  Composite  Board 
requirements,  they  would  also 
take  the  next  step  by  providing 
additional  information  beyond 
legal  minimums. 

The  “procedure-specific”  forms 
will  include  additional 
information  such  as  other  risks  of 
the  procedure  and  specific 
alternatives  to  the  procedure. 

These  forms  will  be  available 
from  MAG  and  the  specialty 
societies  once  they  develop  the 
medical  information.  These  forms 
are  based  on  the  minimal  form 
established  by  the  Composite 
Board  and  have  been  simplified 
and  made  more  readable  for 
patients.  Use  of  these  specialty 
society-developed  forms  should 
also  be  of  significant  benefit  to 
physicians,  as  they  will  simplify 
compliance. 

MAG  and  MAG  Mutual  are 
jointly  sponsoring  educational 
seminars  throughout  Georgia  to 
educate  physicians  about 
informed  consent.  These  seminars 
are  designed  to  have  an  attorney 
moderate  the  presentation  so  that 
your  individual  questions  can  be 
answered.  Both  MAG  Mutual  and 
MAG  also  have  staff  attorneys 
available  to  assist  you. 

Who  Must  Tell  The  Patient? 

This  new  statute  states  that  the 
“responsible  physician”  is  liable  if 
the  required  information  is  not 
given.  The  law  does  not  require 
the  physician  to  give  the 
information,  but  it  is  the 
physician  who  is  ultimately 
responsible  to  make  sure  it  has 


been  provided.  The  responsible 
physician  is  defined  [O.C.G.A.  31- 
9-6.1]  (b)  and  Rule  360-2-.09  (13)] 
as  the  physician  who  “performs 
the  procedure  or  the  physician 
under  whose  direct  orders  the 
procedure  is  performed  by  a non- 
physician.” The  information  can 
be  disclosed  through  the  use  of 
video  tapes,  audio  tapes, 
pamphlets,  booklets,  or  other 
means  of  communication  or 
through  conversations  with 
nurses,  physician’s  assistants, 
trained  counselors,  patient 
educators,  or  other  similar 
persons  known  to  be 
knowledgeable  and  capable  of 
communicating  such  information. 
So  it  is  clear  that  persons  other 
than  physicians  can  provide  the 
information,  but  it  is  important  to 
know  that  if  an  employee  of  a 
hospital  or  ambulatory  surgical 
treatment  center  participates  in 
any  such  conversations,  that 
employee  (for  the  purpose  of  this 
law)  is  considered  to  be  solely 
the  agent  of  the  “responsible 
physician.” 

What  Must  You  Tell  the  Patient? 

A person  undergoing  the 
procedure  outlined  above  must  be 
’’informed”  in  general  terms  of 
each  of  the  following: 

(1)  The  patient’s  diagnosis 
requiring  the  procedure; 

(2)  The  nature  and  purpose  of 
the  procedure; 

(3)  The  material  risks  cf  the 
procedure; 

(4)  The  liklihood  of  success  of 
the  procedure; 

(5)  The  practical  alternatives  to 


the  procedure;  and 
(6)  The  patient’s  prognosis  if  the 
procedure  is  refused. 

The  two  most  troublesome  of 
these  requirements  for  physicians 
are  “material  risks”  and  “practical 
alternatives.”  A material  risk  is 
explained  [O.C.G.A.  31-9-6.1  (a) 

(3)  and  Rule  360-14-.02  (10)]  as 
follows: 

“The  material  risks  generally 
recognized  and  accepted  by 
reasonably  prudent  physicians  of 
infection,  allergic  reaction,  severe 
loss  of  blood,  loss  or  loss  of 
function  of  any  limb  or  organ, 
paralysis  or  partial  paralysis, 
paraplegia  or  quadriplegia, 
disfiguring  scar,  brain  damage, 
cardiac  arrest,  or  death  which 
could  result  from  the  major 
surgical  or  diagnostic  procedure 
and  which,  if  disclosed  to  a 
reasonably  prudent  person  in  the 
patient’s  position,  could 
reasonably  be  expected  to  cause 
such  prudent  person  to  decline 
the  major  surgical  or  diagnostic 
procedure  on  the  basis  of 
material  risk  or  injury  that  could 
result  from  the  major  surgical  or 
diagnostic  procedure.  ” 

This  means  that  if  a physician 
performs  a procedure  covered  by 
the  statute,  the  patient  should  be 
told  of  the  risks  listed  in  the 
statute  starting  with  infection  and 
ending  with  death.  It  is  not 
mandated  that  a physician  give 
each  of  those  risks  with  each 
procedure.  A physician  can  leave 
out  one  or  more  of  those  listed 
risks  if  it  is  not  a risk  of  that 
procedure  “generally  recognized 
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and  accepted  by  reasonable 
prudent  physicians.”  However, 
the  safer  course  is  to  give  the 
entire  list. 

It  is  obvious  that  the  statutory 
list  of  “material  risks”  does  not 
cover  every  risk  of  a specific 
procedure;  likewise,  the  law  does 
not  necessarily  mandate  the 
disclosure  of  other  risks  of  a 
particular  procedure.  However,  it 
is  good  risk  management  and 
good  patient  relations  to  discuss 
in  detail  those  additional  risks. 
Physicians  are  encouraged  to  do 
more  than  the  law  requires 
concerning  informed  consent. 

The  requirement  that  practical 
alternatives  be  disclosed  can 
create  some  problems.  The  law 
fortunately  does  not  require  the 
disclosure  of  every  alternative,  but 
rather  only  those  “practical 
alternatives”  which  are  “generally 
recognized  and  accepted  by 
reasonably  prudent  physicians”. 

The  Form:  Evidence  of 
Informed  Consent 

The  statute  establishes  the 
requirement  of  informed  consent, 
but  leaves  considerable  latitude 
with  the  physician  as  to  how  it  is 
provided  to  the  patient.  As 
discussed  earlier,  the  information 
can  be  provided  by  various  means 
from  the  doctor,  nurses,  trained 
personnel,  video  tapes, 
pamphlets,  etc.  The  law  also 
allows  the  information  to  be  given 
either  orally  or  in  writing.  The 
safer  method  is  a written 
document  supplemented  by 
adequate  discussion  with  the 
patient.  As  you  read  the 
Composite  State  Board  of  Medical 
Examiner’s  form,  you  will  realize 
that  it  does  not  give  the  patient  all 
of  the  required  information,  but 
rather  it  is  written  evidence  that 
the  information  has  been  given 
and  that  the  patient  has  been 
given  ample  opportunity  to  ask 
questions  about  the  procedure.  A 
physician  should  not  rely  merely 
on  the  form  but  should  provide 
additional  information  as  well. 
Please  note  in  the  forms  found 
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at  the  end  of  this  article  that 
some  additional  paragraphs  have 
been  added  to  the  minimal 
Composite  Board  consent  form  as 
indicated  by  asterisks  and  are 
printed  in  italics.  MAG  and  MAG 
Mutual  Insurance  Company 
recommend  that  these  additional 
paragraphs  be  included  in  any 
forms  that  a physician  uses.  They 
are  not  necessarily  required  by 
the  statute  but  will  be  helpful  to 
the  physician  in  defending  a 
lawsuit. 

Both  MAG  and  MAG  Mutual 
suggest  using  the  procedure- 
specific  form  whenever  possible. 
When  it  is  not  available,  the 
physician  has  two  alternative 
forms  to  choose  from.  One 
alternative  form  is  Exhibit  “C”  at 
the  end  of  this  article.  This  form 
requires  the  physician  to  “fill  in 
the  blanks.”  If  carefully  completed 
for  each  patient,  this  will  be  an 
effective  tool  in  decreasing 
malpractice  lawsuits  because  it 
requires  considerable  direct 
physician-patient  communication. 
The  other  alternative  is  the 
modified  Composite  Board  form 
(Exhibit  A)  supplemented  with  the 
statutorily  required  information. 
The  modified  Composite  Board 
form  does  not  have  a lot  of  blank 
spaces  to  be  filled  in  on  the 
document  itself,  but  the 
information,  such  as  alternative 
procedures,  must  be  given  to  the 
patient  and  documented  in  the 
record.  Case  notes,  pamphlets, 
brochures,  and  video  tapes  are 
examples  of  such  documentation. 

This  information  should  be 
carefully  and  completely 
documented  in  the  patient’s 
record.  If  possible,  another 
person  should  witness  you 
providing  the  information. 

Informed  Consent  Lawsuits 

The  responsible  physician’s 
failure  to  ensure  that  the 
information  is  provided  may  lead 
to  a medical  malpractice  lawsuit. 
Georgia’s  physicians  were 
protected  from  a lawsuit  merely 
because  the  required  information 


was  not  given.  In  order  to  bring 
an  action  against  the  responsible 
physician,  the  law  requires  in 
subparagraph  (d)  that  the  plaintiff 
show:  (1)  that  the  patient  suffered 
an  injury  caused  by  the 
procedure;  (2)  that  the  required 
information  was  not  disclosed; 
and  (3)  that  “a  reasonably 
prudent  patient  would  have 
refused  the  surgical  or  diagnostic 
procedure  or  would  have  chosen 
a practical  alternative  to  such 
proposed  surgical  or  diagnostic 
procedure  if  such  information  had 
been  disclosed.”  [O.C.G.A.  31-9- 
6.1(d)].  The  law  even  goes  further 
in  protecting  physicians  by 
requiring  that  a lawsuit  be  an 
action  for  “medical  malpractice” 
which  includes  the  filing  of  an 
affidavit  by  an  expert  along  with 
the  suit.  The  expert’s  affidavit 
must  state  that  (1)  the  patient 
suffered  an  injury  caused  by  the 
procedure  and  (2)  that  such  injury 
was  a material  risk  required  to  be 
disclosed  by  the  new  law.  This 
obviously  gives  extra  protection  to 
the  physician.  Making  it  a medical 
malpractice  action  gives 
physicians  the  protection 
provided  by  tort  reform  and  stops 
plaintiffs  lawyers  for  bringing  two 
separate  lawsuits,  one  for  medical 
malpractice  and  a separate  suit 
for  ordinary  negligence  for  failure 
to  inform  the  patient  or  even  a 
battery  action. 

Conclusion 

The  new  Informed  Consent  Act 
will  clearly  impact  the  method  of 
practice  for  many  physicians  in 
Georgia.  You  are  urged  to  contact 
MAG  for  a copy  of  the  Statute  and 
Rules  and  to  familiarize  yourself 
with  both.  New  legal 
responsibilities  are  being  added, 
but  the  statute  can  also  act  as  a 
shield  providing  protection 
because  for  the  first  time  specific 
guidelines  are  being  given  to  the 
physician.  There  are  statuatory 
protections  for  physicians  within 
the  statute.  Only  time  and 
litigation  will  give  us  the  answers 
to  all  of  our  questions. 
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“Exhibit  A” 


Consent  to  Surgical  or  Diagnostic  Procedures 
DO  NOT  SIGN  THIS  FORM  WITHOUT  READING  AND  UNDERSTANDING  ITS  CONTENTS 

Name  of  Patient: Date: 

(A)(1)  I acknowledge  and  understand  that  the  following  procedures  which  have  been  described  to  me  are  to  be  performed  on  the 
patient: 


and  that  as  a result  of  the  performance  of  the  procedures  there  is  a material  risk  that  the  patient  may  suffer  INFECTION,  ALLERGIC 
REACTION,  SEVERE  LOSS  OF  BLOOD,  LOSS  OR  LOSS  OF  FUNCTION  OF  ANY  LIMB  OR  ORGAN,  PARALYSIS  OR  PARTIAL  PARALYSIS, 
PARAPLEGIA  OR  QUADRAPLEGIA,  DISFIGURING  SCAR,  BRAIN  DAMAGE,  CARDIAC  ARREST,  OR  DEATH. 

(2)  I acknowledge  and  understand  that  during  the  course  of  the  procedures  described  in  paragraph  (A),  conditions  may  develop 
which  may  reasonably  necessitate  an  extension  of  the  original  procedures  or  the  performance  of  procedures  which  are  unforeseen  or  not 
known  to  be  needed  at  the  time  this  consent  is  obtained.  I therefore  consent  to  and  authorize  the  persons  described  in  the  last 
paragraph  of  this  consent  to  make  the  decisions  concerning  the  performance  of  and  to  perform  such  procedures  as  they  may  deem 
reasonably  necessary  or  desirable  in  the  exercise  of  their  professional  judgment,  including  those  procedures  that  may  be  unforeseen  or 
not  known  to  be  needed  at  the  time  this  consent  is  obtained.  This  consent  shall  also  extend  to  the  treatment  of  all  conditions  which 
may  arise  during  the  course  of  such  procedures  including  those  conditions  which  may  be  unknown  or  unforeseen  at  the  time  this 
consent  is  obtained. 

(B)  I acknowledge  and  understand  and  duly  evidence  in  writing  by  executing  this  form  that  I have  been  informed  in  general  terms  of 
the  following: 

(1)  A diagnosis  of  the  condition  requiring  the  procedures; 

(2)  The  nature  and  purpose  of  the  procedures; 

(3)  The  material  risks  of  the  procedures  (see  paragraph  (A)  above); 

(4)  The  likelihood  of  success  of  the  procedures; 

(5)  The  practical  alternatives  to  such  procedures;  and 

(6)  The  prognosis  if  the  procedures  are  rejected; 

and  that  such  was  provided  through  the  use  of  video  tapes,  audio  tapes,  pamphlets,  booklets,  or  other  means  of  communication  or 
through  conversations  with  the  responsible  physician,  or  other  medical  personnel  under  the  supervision  and  control  of  the  responsible 
physician,  other  medical  personnel  involved  in  the  course  of  treatment,  nurses,  physician’s  assistants,  trained  counselors,  or  patient 
educators. 

**(C)  I acknowledge  and  understand  that  in  addition  to  the  material  risks  of  the  procedures  listed  in  paragraph  (A)  above  there  may  be 
other  risks  attendant  to  the  performance  of  the  procedures  as  there  are  with  any  surgical  or  diagnostic  procedure. 

**(D)  I acknowledge  that  there  are  practical  alternatives  to  the  procedures  described  in  paragraph  (A)  which  alternatives  reasonably 
prudent  physicians  generally  recognize  and  accept. 

**(E)  I acknowledge  and  understand  that  the  physician , medical  personnel,  and  other  assistants  will  rely  on  the  patient's  statements, 
medical  history,  and  other  information  provided  by  the  patient  in  determining  whether  to  perform  the  procedures  or  the  course  of 
treatment  for  the  patient's  condition  and  in  recommending  the  procedures  which  have  been  explained. 

**(FJ  I acknowledge  and  understand  that  the  practice  of  medicine  is  not  an  exact  science,  and  I acknowledge  that  NO  GUARANTEES 
HAVE  BEEN  MADE  TO  ME  concerning  the  results  of  the  procedures. 

**(G)  I also  consent  to  diagnostic  studies,  tests,  anesthesia,  x-ray  examinations,  and  any  other  treatment  or  courses  of  treatment 
relating  to  the  procedures  described  in  paragraph  (A)  which  may  be  prescribed  or  ordered. 

**(H)  I also  consent  that  any  tissues,  specimens,  members,  etc.  removed  in  the  course  of  any  procedure  may  be  tested,  retained,  or 
preserved  for  scientific  or  teaching  purposes  and  then  disposed  of  within  the  discretion  of  the  physician,  facility,  or  other  health  care 
provider. 

**(V  I acknowledge  and  understand  that  this  request  for  and  consent  to  surgical  or  diagnostic  services  shall  be  valid  for  the 
responsible  physician,  all  medical  personnel  under  the  direct  supervision  and  control  of  the  responsible  physician,  and  for  all  other 
medical  personnel  otherwise  involved  in  the  course  of  treatment. 

I HAVE  BEEN  GIVEN  AMPLE  OPPORTUNITY  TO  ASK  QUESTIONS  AND  ANY  QUESTIONS  I HAVE  ASKED  HAVE  BEEN  ANSWERED  OR 
EXPLAINED  IN  A SATISFACTORY  MANNER.  **ALL  BLANKS  OR  STATEMENTS  REQUIRING  COMPLETION  WERE  FILLED  IN  AND  ALL 
l TATEMENTS  I DO  NOT  APPROVE  OF  WERE  STRICKEN  BEFORE  I SIGNED  THIS  FORM.  I ALSO  HAVE  RECEIVED  ADDITIONAL 
INFORMATION,  INCLUDING  BUT  NOT  LIMITED  TO  THE  MATERIALS  LISTED  BELOW,  RELATING  TO  THE  PROCEDURES  DESCRIBED 
HEREIN. 

BY  SIGNING  BELOW,  I ACKNOWLEDGE  I HAVE  READ  OR  HAD  IT  READ  OR  EXPLAINED  TO  ME  AND  I UNDERSTAND  THIS  FORM  AND 

I VOLUNTARILY  CONSENT  TO  ALLOW  DR 

OR  ANY  PHYSICIAN  DESIGNATED  OR  SELECTED  BY  HIM  OR  HER  AND  ALL  MEDICAL  PERSONNEL  UNDER  THE  DIRECT  SUPERVISION 
AND  CONTROL  OF  SUCH  PHYSICIAN  AND  ALL  OTHER  PERSONNEL  WHICH  MAY  OTHERWISE  BE  INVOLVED  IN  PERFORMING  SUCH 
PROCEDURES  TO  PERFORM  THE  PROCEDURES  DESCRIBED  OR  OTHERWISE  REFERRED  TO  HEREIN. 


WITNESS  Signature  of  patient  or  other  person  authorized  to  sign 


Additional  materials  used,  if  any,  during  the  informed  consent  process  for  this  procedure  include: 


Person  giving  consent 


**Portions  indicated  with  asterisks  and  in  italics  are  those  which  have  been  added  by  MAG  to  the  original  CSBME  consent  form. 
Physicians  are  urged  to  use  this  expanded  form  when  using  the  CSBME  version. 
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“Exhibit  B” 


Consent  to  Surgical  or  Diagnostic  Procedures  and  Waiver  of  Right  to  Receive  Information  in  Connection  Therewith 
DO  NOT  SIGN  THIS  FORM  WITHOUT  READING  AND  UNDERSTANDING  ITS  CONTENTS. 

Name  of  Patient: Date: 

(A)(1)  I acknowledge  and  understand  that  the  following  procedures  which  have  been  described  to  me  are  to  be  performed  on  the 
patient: 


(2)  I acknowledge  and  understand  that  during  the  course  of  the  procedures  described  in  paragraph  (A),  conditions  may  develop 
which  may  reasonably  necessitate  an  extension  of  the  original  procedures  or  the  performance  of  procedures  which  are  unforeseen  or  not 
known  to  be  needed  at  the  time  this  consent  is  obtained.  I therefore  consent  to  and  authorize  the  persons  described  in  the  last 
paragraph  of  this  consent  to  make  the  decisions  concerning  the  performance  of  and  to  perform  such  procedures  as  they  may  deem 
reasonably  necessary  or  desirable  in  the  exercise  of  their  professional  judgment,  including  those  procedures  that  may  be  unforeseen  or 
not  known  to  be  needed  at  the  time  this  consent  is  obtained.  This  consent  shall  also  extend  to  the  treatment  of  all  conditions  which 
may  arise  during  the  course  of  such  procedures  including  those  conditions  which  may  be  unknown  or  unforeseen  at  the  time  this 
consent  is  obtained. 

(B)  I acknowledge  and  understand  and  duly  evidence  in  writing  by  executing  this  form  that  under  Georgia  law  I am  entitled  to  receive 
the  following  information  relative  to  the  procedures  described  in  paragraph  (A): 

(1)  A diagnosis  of  the  condition  requiring  the  procedures; 

(2)  The  nature  and  purpose  of  the  procedures; 

(3)  The  material  risks  of  the  procedures; 

(4)  The  likelihood  of  success  of  the  procedures; 

(5)  The  practical  alternatives  to  such  procedures;  and 

(6)  The  prognosis  if  the  procedures  are  rejected. 

**(C)  1 acknowledge  and  understand  that  in  addition  to  the  material  risks  of  the  procedures  there  may  be  other  risks  attendant  to  the 
performance  of  the  procedures  as  there  are  with  any  surgical  or  diagnostic  procedure. 

**(D)  I acknowledge  that  there  are  practical  alternatives  to  the  procedures  described  in  paragraph  (A)  which  alternatives  reasonably 
prudent  physicians  generally  recognize  and  accept. 

**(E)  I acknowledge  and  understand  that  the  physician,  medical  personnel,  and  other  assistants  will  rely  on  the  patient's  statements, 
medical  history,  and  other  information  provided  by  the  patient  in  determining  whether  to  perform  the  procedures  or  the  course  of 
treatment  for  the  patient's  condition  and  in  recommending  the  procedures  which  have  been  explained. 

**(F)  I acknowledge  and  understand  that  the  practice  of  medicine  is  not  an  exact  science  and  I acknowledge  that  NO  GUARANTEES 
HAVE  BEEN  MADE  TO  ME  concerning  the  results  of  the  procedures. 

**(G)  I also  consent  to  diagnostic  studies,  tests,  anesthesia,  x-ray  examinations,  and  any  other  treatment  or  courses  of  treatment 
relating  to  the  procedures  described  in  paragraph  (A)  which  may  be  prescribed  or  ordered. 

**(H)  I also  consent  that  any  tissues,  specimens,  members,  etc.  removed  in  the  course  of  any  procedure  may  be  tested,  retained,  or 
preserved  for  scientific  or  teaching  purposes  and  then  disposed  of  within  the  discretion  of  the  physician,  facility,  or  other  health  care 
provider. 

**(I)  1 acknowledge  and  understand  that  this  request  for  and  consent  to  surgical  or  diagnostic  services  shall  be  valid  for  the 
responsible  physician,  all  medical  personnel  under  the  direct  supervision  and  control  of  the  responsible  physician,  and  for  all  other 
medical  personnel  otherwise  involved  in  the  course  of  treatment. 

I HAVE  BEEN  GIVEN  AMPLE  OPPORTUNITY  TO  ASK  QUESTIONS  AND  ANY  QUESTIONS  I HAVE  ASKED  HAVE  BEEN  ANSWERED  OR 
EXPLAINED  IN  A SATISFACTORY  MANNER.  **ALL  BLANKS  OR  STATEMENTS  REQUIRING  COMPLETION  WERE  FILLED  IN  AND  ALL 
STATEMENTS  I DO  NOT  APPROVE  OF  WERE  STRICKEN  BEFORE  I SIGNED  THIS  FORM. 

BY  SIGNING  BELOW,  1 ACKNOWLEDGE  I HAVE  READ  OR  HAD  IT  READ  OR  EXPLAINED  TO  ME  AND  I UNDERSTAND  THIS  FORM  AND 

I VOLUNTARILY  CONSENT  TO  ALLOW  DR 

OR  ANY  PHYSICIAN  DESIGNATED  OR  SELECTED  BY  HIM  OR  HER  AND  ALL  MEDICAL  PERSONNEL  UNDER  THE  DIRECT  SUPERVISION 
AND  CONTROL  OF  SUCH  PHYSICIAN  AND  ALL  OTHER  PERSONNEL  WHICH  MAY  OTHERWISE  BE  INVOLVED  IN  PERFORMING  SUCH 
PROCEDURES  TO  PERFORM  THE  PROCEDURES  DESCRIBED  OR  OTHERWISE  REFERRED  TO  HEREIN  AND  I FULLY  AND  COMPLETELY 
WAIVE  THE  RIGHT  TO  BE  INFORMED  OF  THE  INFORMATION  SPECIFIED  IN  PARAGRAPH  (B)  AND  REQUEST  THAT  SUCH  INFORMATION 
NOT  BE  DISCLOSED. 


WITNESS  Signature  of  patient  or  other  person  authorized  to  sign 


** Portions  indicated  with  asterisks  and  in  italics  are  those  which  have  been  added  by  MAG  to  the  original  CSBME  consent  form. 
Physicians  are  urged  to  use  this  expanded  form  when  using  the  CSBME  version. 
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“Exhibit  C” 


(ALTERNATIVE  FORM  FOR  USE  WHEN  PROCEDURE  SPECIFIC  FORM  IS  NOT  AVAILABLE) 
REQUEST  AND  INFORMED  CONSENT  TO  (PROCEDURE  OR  DIAGNOSTIC  TEST) 

DO  NOT  SIGN  THIS  FORM  UNTIL  YOU  HAVE  READ  IT  AND  FULLY  UNDERSTAND  ITS  CONTENTS 

PATIENT’S  NAME: DATE: 

The  following  has  been  explained  to  me  in  general  terms  and  I understand  that: 

1)  The  diagnosis  requiring  this  procedure  is 


The  nature  of  the  nrocedure  is 

(diagnosis  described  in  layman’s  terms) 

The  nurnose  of  this  nrocedure  is 

(describe  procedure  in  layman’s  terms) 

MATERIAL  RISKS  OF  THIS  PROCEDURE: 

(specific  for  this  patient) 

As  a result  of  this  procedure  being  performed  there  may  be  material  risks  of:  INFECTION,  ALLERGIC  REACTION,  DISFIGURING  SCAR, 
SEVERE  LOSS  OF  BLOOD,  LOSS  OR  LOSS  OF  FUNCTION  OF  ANY  LIMB  OR  ORGAN,  PARALYSIS,  PARAPLEGIA  OR  QUADRIPLEGIA, 
BRAIN  DAMAGE,  CARDIAC  ARREST  OR  DEATH. 

5)  In  addition  to  these  material  risks,  there  may  be  other  possible  risks  involved  in  this  procedure  including  but  not  limited  to: 

6)  The  likelihood  of  success  of  the  above  procedure  is: 

( ) Good;  ( ) Fair;  ( ) Poor 

7)  Practical  alternatives  to  this  procedure  include: 


8)  If  I choose  not  to  have  the  above  procedure,  my  prognosis  (future  medical  condition)  is: 


(to  be  filled  in  during  informed  consent  process) 

I understand  that  the  physician,  medical  personnel  and  other  assistants  will  rely  on  statements  about  the  patient,  the  patient’s  medical 
history,  and  other  information  in  determining  whether  to  perform  the  procedure  or  the  course  of  treatment  for  the  patient’s  condition  and 
in  recommending  the  procedure  which  has  been  explained. 

I understand  that  the  practice  of  medicine  is  not  an  exact  science  and  that  NO  GUARANTEES  OR  ASSURANCES  HAVE  BEEN  MADE  TO 
ME  concerning  the  results  of  this  procedure. 

I understand  that  during  the  course  of  the  procedure  described  above  it  may  be  necessary  or  appropriate  to  perform  additional 
procedures  which  are  unforeseen  or  not  known  to  be  needed  at  the  time  this  consent  is  given.  I consent  to  and  authorize  the  persons 
described  herein  to  make  the  decisions  concerning  such  procedures.  I also  consent  to  and  authorize  the  performance  of  such  additional 
procedures  as  they  deem  necessary  or  appropriate. 

I also  consent  to  diagnostic  studies,  tests,  anesthesia,  x-ray  examinations  and  any  other  treatment  or  courses  of  treatment  relating  to 
the  diagnosis  or  procedures  described  herein. 

I also  consent  that  any  tissues,  specimens,  organs  or  limbs  removed  from  the  patient’s  body  in  the  course  of  any  procedure  may  be 
tested  or  retained  for  scientific  or  teaching  purposes  and  then  disposed  of  within  the  discretion  of  the  physician,  facility  or  other  health 
care  provider. 

BY  SIGNING  THIS  FORM,  I ACKNOWLEDGE  THAT  I HAVE  READ  OR  HAD  THIS  FORM  READ  AND/OR  EXPLAINED  TO  ME,  THAT  I 
FULLY  UNDERSTAND  ITS  CONTENTS,  AND  THAT  I HAVE  BEEN  GIVEN  AMPLE  OPPORTUNITY  TO  ASK  QUESTIONS  AND  THAT  ANY 
QUESTIONS  HAVE  BEEN  ANSWERED  SATISFACTORILY.  ALL  BLANKS  OR  STATEMENTS  REQUIRING  COMPLETION  WERE  FILLED  IN  AND 
ALL  STATEMENTS  I DO  NOT  APPROVE  OF  WERE  STRICKEN  BEFORE  I SIGNED  THIS  FORM.  I ALSO  HAVE  RECEIVED  ADDITIONAL 
INFORMATION  INCLUDING  BUT  NOT  LIMITED  TO  THE  MATERIALS  LISTED  BELOW  RELATING  TO  THE  PROCEDURES  DESCRIBED 
HEREIN. 

I voluntarily  consent  to  allow  Dr. or  any  physician  designated  or  selected  by  him  or  her  and 

all  medical  personnel  under  the  direct  supervision  and  control  of  such  physician  and  all  other  personnel  who  may  otherwise  be  involved 
in  performing  such  procedures  to  perform  the  procedures  described  or  otherwise  referred  to  herein. 


Witness  Person  giving  consent 

Relationship  to  patient  if  not  the  patient 
Patient  unable  to  sign  because  of 


Additional  materials  used,  if  any,  during  the  informed  consent  process  for  this  procedure  include: 


Person  giving  consent 
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t s true  that  diabetes  is  no  longer  the 
grim  diagnosis  it  once  was.  With 
every  new  discovery  and  innovation 
the  disease  has  less  power  over  a patient  s 
life.  But  the  really  good  news  is  that  now 
your  patients  with  diabetes  can  get  the 
full  benefit  of  all  these  innovations  at  one 
place -our  state-of-the-art 
m a b ■ «|B  ■ ■ Diabetes  Medical  Center. The 
IV1 UUtf  TUU  nursing  staff,  diabetic  educa- 

top  dietician7  social  worker, 
1 AN  Jftesl  If  E occupational  therapist  and 

W Bi  physical  therapist  are  specially 
1 Hh  I E Ski trained  to  provide  these  inno - 

| | mHII  IE  El  I 9 vative  treatments.  We  con- 

B B V centrate  on  the  lifestyle  and 

] VV  E UuSJu  livelihood  of  your  patients - 
B ■ W S ■■  bb  b ■ ■ helping  them  take  control 

Elf  tm  Bfll  IT  dmough  medication,  self - 

® ^ ™ ™ ™ BP  ■ monitoring,  diet  and  exercise. 

We  work  with  you  to  design 
the  treatment  and  education 
program  thats  right  for  each  individual 
patient.  We  even  offer  our  daily  classes 
to  outpatients  with  individual  instruction 
as  you  require.  And  we  keep  you  abreast 
of  progress  regularly 

The  Diabetes  Medical  Center 
is  supported  by  the  full  resources  of 
DeKalb  General.  So  you  can  count  on 
cost-effective  care  and  a highly-skilled 
professional  staff. 

The  Diabetes  Medical  Center.  The 
good  news  about  diabetes. 

For  patients  and  physicians. 

For  more  information,  call 

297-5397 


DIABETES 


At  DeKalb  General  Hospital 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


Experience  counts 


Pulvules® 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae,  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A fl-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  ceclor  should  be  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms. 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients. 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include: 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  fraquently,  fever):  1.5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other:  eosinophilia.  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 
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Well-Differentiated  Thyroid  Neoplasia:  A Curable  Cancer 

Charles  M.  Ferguson,  M.D.,  F.A.C.S. 


Introduction 

WELL-DIFFERENTIATED  thyroid 
neoplasms  are  the  most 
common  neoplasms  of  the  thyroid 
gland  and  are  imminently  curable. 
In  the  Third  National  Cancer 
Survey,  performed  from  1969  to 
1971,  the  prevalence  of  thyroid 
cancer  was  found  to  be  3.7  per 
100,000.’  In  autopsy  studies, 
careful  examination  of  the  thyroid 
reveals  occult  malignancy  in  13  to 
30%.2'3This  discrepancy  of 
pathologically  determined  and 
clinically  apparent  carcinoma 
points  out  the  relatively  innocent 
nature  of  many  of  these  tumors. 
The  biologic  behavior  of  these 
tumors,  however,  is  variable,  and 
while  growth  of  these  tumors  is 
rather  indolent,  some  may  cause 
death.  Fortunately,  the  prognosis 
of  these  tumors  can  be  predicted 
to  some  extent  by  the  clinical  and 
pathologic  features  of  the 
individual  patient.  Thus, 
management  decisions  can  be 
made  on  the  basis  of  these 
findings. 

Because  of  the  slow  growth  rate 
of  these  tumors,  recurrence  and 
net  mortality  are  low.  Extremely 
long  follow  up  (up  to  20  years  or 
more)  is  necessary  to  determine 
differences  in  outcome  based  on 
different  management.  In 
addition,  no  prospective  trials 
comparing  various  therapies  exist. 
Thus,  considerable  controversy 
exists  regarding  extent  of  surgery 
and  the  addition  of  adjuvant 


ere  is  no 
consensus  as  to  the 
extent  of  surgery  for 
thyroid.  At  the 
minimum,  the  thyroid 
lobe  containing  the 
cancer  plus  the  isthmus 
and  any  enlarged  nodes 
should  be  removed,  y 

therapy.  This  paper  will  attempt  to 
outline  some  of  these 
controversies  and  present  a 
compromise  plan  of  management 
that  can  be  used  in  the 
management  of  these  tumors. 

Pathology 

Pathologically,  well-differentiated 
thyroid  neoplasms  are  categorized 
as  papillary  and  follicular. 
Papillary  carcinoma  is  the  more 
common  and  has  a peak 
incidence  in  the  third  and  fourth 
decades.  Papillary  carcinoma  may 
vary  in  size  from  small  incidental 
lesions  to  large  tumors  invading 
contiguous  structures. 
Multicentricity  and  bilaterality  of 
these  tumors  is  frequent, 
occurring  in  20  to  80%  of  cases, 
depending  mainly  on  the 
diligence  with  which  the  thyroid 
gland  is  pathologically 
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examined.4  5 Papillary  carcinoma 
has  a marked  propensity  to 
lymphatic  invasion,  which  may  be 
found  in  up  to  90%  of  carefully 
examined  lymph  nodes.6 
Occasionally,  aggressive 
anaplastic  carcinoma  may  arise 
within  a well-differentiated 
papillary  carcinoma.7’8  This 
appears  to  be  an  inherent 
characteristic  of  the  particular 
papillary  carcinoma  rather  than  a 
consequence  of  therapy.9 

Follicular  carcinoma  accounts 
for  about  15%  of  thyroid  cancers 
in  the  United  States.10 
Microscopically,  these  tumors  are 
highly  cellular  and  composed  of 
multiple,  tightly  packed,  small 
follicles.  Aggressive  behavior  of 
the  tumor  is  indicated  by  vascular 
invasion,  invasion  of  the  tumor 
capsule,  and  distant  metastasis. 
Because  of  difficulty  in  examining 
the  entire  tumor  capsule, 
diagnosis  of  follicular  carcinoma 
by  frozen  section  is  unreliable.” 
Lymphatic  invasion  by  follicular 
carcinoma  is  rare,  but  metastasis 
to  the  lung,  brain,  and  bone 
occur  with  greater  frequency  than 
with  papillary  carcinoma.  Also, 
unlike  papillar  carcinoma,  tiny 
primary  tumors  can  metastasize.12  j 

Treatment 

Surgery 

Primary  therapy  of  well- 
differentiated  thyroid  neoplasms 
is  surgical.  Considerable 
controversy  exists  concerning  the 
amount  of  surgery  to  be 
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performed.  There  is  no  general 
agreement  among  surgeons  as  to 
what  surgery  is  best.  Commonly 
accepted  alternatives  include  total 
or  near  total  thyroidectomy  or 
total  lobectomy  on  the  side  of  the 
neoplasm  plus  isthmectomy.  In 
support  of  total  thyroidectomy  is 
that  contralateral  microscopic  foci 
of  tumor  are  found  in  30  to  80% 
of  patients  undergoing  total 
thyroidectomy  for  tumors  grossly 
confined  to  one  lobe.1315 
However,  the  incidence  of 
contralateral  neck  recurrence 
following  lobectomy  for  papillary 
carcinoma  in  most  series  is  only 
5 to  10%. 1618  Thus,  some  of  these 
microscopic  tumor  foci  must 
never  become  clinically 
significant,  and  the  role  of 
resection  of  microscopic  tumor 
foci  is  unclear.  Another  argument 
in  favor  of  total  or  near  total 
thyroidectomy  is  the  ease  of 
subsequent  diagnosis  of 
recurrence  by  physical 
examination,  serum  thyroglobulin 
levels,  and  radioactive  iodine 
scan.  Finally,  as  mentioned 
previously,  anaplastic  carcinoma 
may  arise  from  well-differentiated 
carcinoma  and  particularly  with 
recurrence  of  a previous 
tumor.19  20  Any  measure  which 
would  decrease  recurrence 
should  prevent  this  occurrence  of 
anaplastic  carcinoma. 

Balanced  against  these 
theoretic  advantages  of  total 
thyroidectomy  are  the  lack  of 
prospective  data  demonstrating  a 


clear  survival  advantage  and  the 
risk  of  increased  complications. 
While  most  studies  suggest 
decreased  local  recurrence  and 
increased  survival  with  total  or 
near  total  thyroidectomy  as 
compared  to  lobectomy  and 
isthmectomy,18'2122  the  studies  are 
retrospective  and  there  is  some 
concern  about  the  comparability 
of  groups.  Of  note,  Wang,  et  al,23 
recently  reported  no  difference  in 
survival  between  total 
thyroidectomy  and  lobectomy  and 
isthmectomy  for  tumors  grossly 
confined  to  the  thyroid. 

Removal  of  the  thyroid 
potentially  endangers  the 
parathyroid  glands  and  recurrent 
nerves.  Total  thyroidectomy  in 
particular  would  be  expected  to 
carry  significant  risk  of 
hypoparathyroidism.  Rates  as  high 
as  15%  have  been  reported.22 
With  unilateral  lobectomy, 
permanent  hypoparathyroidism 
does  not  occur,  since  two  of  the 
parathyroid  glands  remain 
undisturbed.  Near  total 
thyroidectomy  preserves  a small 
rim  of  thyroid  tissue  from  the  lobe 
contralateral  to  the  tumor  to 
ensure  a good  blood  supply  to 
the  parathyroid  glands. 

Permanent  vocal  cord  paralysis 
is  rare  following  thyroid  surgery, 
but  it  is  always  a possibility. 
Following  unilateral  thyroid 
lobectomy,  cord  paralysis  occurs 
in  about  0.5  percent  of 
operations,  while  with  total 
thyroidectomy  rates  are  in  the 


range  of  1.6%.22  24  However, 
several  investigators  have  recently 
reported  rates  of 
hypoparathyroidism  and 
permanent  cord  paralysis  with 
total  or  near  total  thyroidectomy 
equal  to,  or  better  than,  those 
previously  reported  for  unilateral 
lobectomy.  It  is  clear  that  this  is  a 
safe  operation  in  the  hands  of  an 
experienced  surgeon.14'2527 

As  noted  previously,  lymph 
node  metastases  are  common  in 
papillary  carcinoma.  At  the  time 
of  thyroidectomy  (of  whichever 
type),  any  grossly  involved  nodes 
should  be  removed.  Extensive 
lymph  node  dissection  is  not 
advocated,  however,  and  formal 
neck  dissection  has  not  been 
found  to  beneficial.21 

From  the  above  discussion,  it 
should  be  clear  that  there  is  no 
consensus  as  to  the  extent  of 
surgery  for  thyroid  cancer.  At  a 
minimum,  the  thyroid  lobe 
containing  the  cancer  plus  the 
isthmus  and  any  enarged  nodes 
should  be  removed.  Removal  of 
the  entire  thyroid  gland  has 
theoretic  advantages  in  terms  of 
tumor  control  and  makes  follow 
up  and  subsequent  treatment 
easier.  It  does,  however,  increase 
the  risk  of  complications. 

Thyroid  Suppression 

There  is  evidence  to  suggest 
that  thyroid  stimulating  hormone 
(TSH)  is  a promoter  or  inducer  of 
thyroid  cancer,  and  that  TSH 
suppression  decreases  recurrence 
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following  thyroidectomy  for 
carcinoma.  In  the  experience  of 
Mazzaferri,  et  al,21  the  recurrence 
rate  is  four-fold  greater  when 
patients  are  not  given  thyroid 
hormone  postoperatively.  It  is 
generally  accepted  that  all 
patients  should  receive 
postoperative  thyroid  hormone  in 
a dose  that  suppresses  TSH  to 
low  or  undetectable  levels  that  do 
not  respond  to  TRH  stimulation. 
Such  an  effect  can  be  obtained  in 
most  adults  with  doses  of 
1 -thyroxin  of  2.25  micrograms/kg. 

Radioactive  Iodine 

1-131  can  be  used  to  eliminate 
tissue  which  concentrates  iodine. 
Thus,  any  thyroid  remnant  left 
after  surgery  or  any 
micrometastases  in  cervical 
lymph  nodes  could  be  eliminated 
by  the  postoperative  use  of  1-131. 
This  treatment  has  been  shown  to 
decrease  local  recurrence  and 
improve  survival  in  selected 
patients,  using  age  and  sex- 
matched  controls.21  Side  effects  of 
treatment  include  nausea  and 
occasional  vomiting,  leukopenia, 
and  thrombocytopenia,  with  a 
nadir  of  3 to  6 weeks.  Rare 

TABLE  1 — National  Thyroid 

Cancer  Treatment  Cooperative 
Group  Risk  Groups 


I)  Minimal  Risk  (<5%  excess  10-year 
mortality)  age  <45,  papillary  or  fol- 
licular, <4  cm  single  nodule  or  mi- 
croscopic multifocal  or  microscopic 
nodal  metastasis 

II)  Low  Risk  (5%-20%  excess  10-year 
mortality)  <45,  papillary  or  follicular, 
>4  cm,  or  gross  multifocal,  or  cap- 
sular invasion,  or  macroscopic  nodes 

III)  Moderate  Risk  (20%-60%  excess  10- 
year  mortality)  >45,  papillary  or  fol- 
licular, >4  cm  single  nodule  or  gross 
extraglandular  invasion 

IV)  High  Risk  (60%-100%  excess  10-year 
mortality)  papillary  or  follicular  me- 
tastasis outside  neck 
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TABLE  2 — EORTC  Prognostic  Index 


Prognostic  Index  score  obtained  by: 

Age  at  diagnosis 

+ 12  for  male  sex 

+ 10  for  follicular  or  medullary  histology 
+ 45  for  anaplastic  histology 
+ 10  for  extra  thyroid  extension 
+ 15  for  one  distant  metastasis 
+ 15  for  multiple  distant  metastasis 
Total  score  = 


Score 

<50 

50-65 

66-83 

84-108 

>109 


complications  include  aplastic 
anemia,  pulmonary  fibrosis, 
leukemia,  and  prolonged 
leukopenia  or 

thrombocytopenia.28  Ablation  of 
residual  thyroid  is  usually  done  at 
6 weeks  after  surgery,  with  the 
patient  off  T-4  for  a minimum  of  4 
weeks  and  off  T-3  for  2 weeks. 
Selection  of  patient  for  this 
therapy  will  be  discussed 
subsequently. 

Selection  of  Therapy 

In  order  to  make  decisions  in 
therapy,  some  concept  of  risk  of 
recurrence  must  be  obtained. 
Factors  correlated  with  increased 
mortality  include  increased  age, 
increased  size  of  primary  tumor, 
presence  of  local  invasion  or 
metastasis,  male  sex,  and 
follicular  histology  (mixed 
papillary-follicular  histology  car- 
ries the  same  prognosis  as  papil- 
lary.5- 2830  There  is  some 
controversy  concerning  each  of 
these  prognostic  factors,  most 
notably  histology.31  Several  risk 
categorization  schemes  exist 
(Tables  1 and  2).  These  risk 
categorizations  can  be  used  to 
help  select  therapy.  Most  would 
agree  that  paients  in  NTCTCG 
Group  One  could  be  adequately 


5-year  Survival  (%) 

95 

80 

51 

33 

5 


treated  by  surgery,  be  it 
lobectomy  and  isthmectomy  or 
near  total  throidectomy,  followed 
by  thyroid  suppression.  The 
patients  in  groups  two,  three,  and 
four  should  probably  receive  near 
total  thyroidectomy,  1-131,  and 
thyroid  suppression. 

This  is  essentially  the  plan  of 
management  used  at  present  at 
Grady  Memorial  Hospital  in 
Atlanta.  It  should  be  emphasized 
that  each  patient’s  situation  is 
evaluated  individually,  and 
recommendations  are  made  on 
the  basis  of  patient  age,  sex, 
tumor  size  and  extent,  and  tumor 
histology.  In  general,  we  tend  to 
perform  near  total  thyroidectomy 
for  clinically  apparent  thyroid 
carcinoma,  and  have  had  no 
incidence  of  permanent 
hypoparathyroidism  or  permanent 
vocal  cord  paralysis  since  the 
institution  of  this  policy  in  1984. 
Synthyroid  suppression  is 
recommended  to  all  patients. 

Results 

Results  of  therapy  with  well- 
differentiated  thyroid  carcinoma 
are  excellent.  Results  of 
nationwide  studies  show  5-  and 
10-year  survivals  of  95%  and  95% 
respectively,  in  localized  disease, 
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and  83%  and  80%  respectively,  in 
regional  disease.32  In  patients  with 
regional  disease  treated  with 
surgery,  1-131,  and  TSH 
suppression,  10-year  recurrence 
rates  are  less  than  1 0%  for 
papillary  carcinoma  and  less  than 
5%  for  follicular  carcinoma.2133 
When  recurrences  do  develop, 
they  can  often  be  treated  with  I- 
131,  resulting  in  excellent 
palliation  and  prolonged  survival. 


• It  is  generally 
accepted  that  all 
patients  should  receive 
postoperative  thyroid 
hormone  in  a dose  that 
suppresses  TSH  to  low 
or  undetectable  levels 
that  do  not  respond  to 
TRH  stimulation.  J 

In  summary,  well-differentiated 
thyroid  carcinoma  is  easily 
curable  in  early  stages.  Even  in 
advanced  stage,  well-differentiated 
thyroid  carcinoma  can  be  cured 
or  at  least  have  prolonged  survival 
by  using  a combination  of 
surgery,  radioactive  iodine 
ablation,  and  TSH  suppression. 
This  is  an  area  of  oncology  where 
the  multidisciplinary  approach  is 
truly  effective. 
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CNAs  group  medical  malpractice 
program... good  for  the  long  term. 


Is  your  group  medical  malpractice  insurer  finan- 
cially sound?  At  CNA  Insurance,  our  financial 
stability  ranks  among  the  highest  in  the  industry. 
Making  our  group  malpractice  protection  good 
now. . . and  for  the  long  term. 

Our  medical  malpractice  program  is  backed 
by  Continental  Casualty  Company-one  of  the 
CNA  Insurance  Companies  that  has  earned  an 
A+  rating  for  financial  strength  from  A.  M.  Best 
& Co.,  an  independent  rating  service.  We’re  also 
rated  AAA  by  Standard  & Poor’s  for  our  ability  to 
pay  claims.  With  our  financial  stability,  we  can 
support  our  commitment  to  one  of  the  leading 
medical  malpractice  programs. 


As  a leader,  we’ve  come  to  specialize  in  pro- 
tection for  multi-specialty  group  practices  of  five 
or  more  physicians.  This  protection  includes 
coverages  tailored  for  your  group  practice,  as  well 
as  for  individual  physicians  within  your  group. 

For  group  malpractice  protection  that’s 
financially  stable  and  good  for  the  long  term, 
contact  your  local  CNA  agent,  or 
CNA  Insurance  Companies 
Professional  Liability  Division 
CNA  Plaza 
Chicago,  IL  60685 
(312)822-4330 


OVA 

For  All  the  Commitments  You  Make 


The  Medical  Group  Practice  Program  is  underwritten  by  Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


MANUSCRIPT 


MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  this 
Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original  and  one  copy  should  be  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  Used  manuscripts  will  be  returned  only  if 
requested. 

STYLE  — Ordinarily  articles  should  not  exceed  3,000  words 
Only  under  exceptional  circumstances  will  articles  of  over 
4,000  words  be  published.  Footnotes,  bibliographies,  and 
legends  should  be  typed  on  separate  sheets,  double-spaced. 
Bibliographies  should  conform  to  the  following  style.*  name 
of  author  (with  initials),  title  of  article,  name  of  periodical 
date,  volume  (number,  if  available),  and  pages. 

Sorter  NA,  Wasserman  SI,  Austen  KF.  Cold 
urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  fac- 
tor of  anaphylaxis  during  cold  challenge 
N Engl  J Med  1976;294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies, 
Association  members,  and  readers  are  invited  to  send  in 
any  news  items  of  general  concern  to  members  of  the  Med- 
ical Association  of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  di- 
rectly to  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  Street, 
Fulton,  Missouri  65251.  Reprints  must  be  ordered  within  30 
days  after  publication,  since  all  type  will  be  destroyed  after 
that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  in 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author’s 


INFORMATION 


name  and  figure  number.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publication 
in  excess  of  three  average  illustrations  and/or  tables  will  be 
borne  by  the  author,  and  the  Journal  will  bill  the  author  for 
this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  de- 
mands on  its  space  permit.  The  right  to  reduce,  revise,  or 
reject  any  material  submitted  for  publication  is  always  re- 
served. The  Journal  is  not  responsible  for  statements  made 
by  any  contributor.  All  communications  regarding  editorial, 
advertising,  subscription,  and  miscellaneous  matters  should 
be  sent  to  The  Editor,  938  Peachtree  Street,  N.E.,  Atlanta 
GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau, 
Inc.,  to  be  acceptable  for  publication.  Other  advertising 
copy  may  be  accepted  subject  to  the  approval  of  the  Editor. 
All  copy  or  negatives  must  reach  the  Journal  office  by  the 
10th  of  the  month  preceding  publication.  General  and  clas- 
sified advertising  rates  will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  of 
the  Journal  Editorial  Board,  material  submitted  for  publi- 
cation could  be  improved  by  a Medical  Editing  Service,  the 
Editor  will  contact  the  author  for  his  approval.  Association 
members  needing  assistance  in  preparation  of  material  for 
publications  may  also  use  this  service.  A reasonable  charge 
is  made  for  this  service  and  the  cost  of  this  will  be  borne 
by  the  author. 


A PRESCRIPTION  FOR 
PHYSICIANS. 


Bothered  by: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  tor  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods'? 

★ No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 

TSGT  MARK  POUNDERS 
404-292-4948 


Station-To-Station  Collect  = === 
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Specify  Adjunctive. 


ADVERTISING  INDEX 


American  Medical  Association 802 

Atlantic  Magnetic  Imaging  808 

Campbell  Laboratories  813 

Charter  Brook 830 

Charter  Peachford 835 

Classified  Ads  854 

CNA  Insurance 850 

CPC  Parkwood  810 

DeKalb  General  Hospital  814 

Elcomp  Systems  836 

Health  Quip,  Inc 806 

Jacobs,  Ackerman  & Associates  806 

Lilly,  Eli  & Company  845 

MAG  Mutual  Insurance  Company  798 

Marion  Laboratories 806-806A 

McCabe  Financial  Services  800 

Medic  Computer  Systems 811 

Naval  Reserve 854 

Optifast 805 

Professional  Resource  Group  818 

Ridgeview  Institute  799 

Roche  Laboratories  852-853,  855-856 

Southern  Fleet  Associates  837 

U.S.  Air  Force 851 

U.S.  Army  Reserve  806B,  816 

Walton  Rehabilitation  Hospital  835 

Woodridge  Hospital 837 


ArA-  a 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1  and  2.5  mg  clidiruum 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HC1  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy  : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/ day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HC1  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis) , jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HC1,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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Roche  Products  Inc 
Manati,  Puerto  Rico  00701 
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When  it's  brain  versus  bowel, 


ITS  TIM  I 
FOR  THE 
PEACEMAKER 


In  irritable  bowel  syndrome*,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Copyright  ©1988  by  Roche  Products  Inc.  All  rights  reserved. 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


CLASSIFIEDS 


PHYSICIAN  WANTED 

Neurology  — SEI  Health 

Services  is  seeking  two  adult 
neurologists  and  one  pediatric 
neurologist  for  a large 
neurologic  group  in  the 
Southeastern  United  States. 
Recruiting  board-eligible  or 
board-certified  physicians. 
Competitive  salary  and 
comprehensive  benefit 
package  that  includes 
malpractice  insurance  and 
relocation  assistance.  Clinical 
experience  in  EEG,  EMG, 
invoked  response,  doppler 
ultra-sound,  and  sleep 
disorders  preferred.  Send 
resume  to:  SEI  Health  Services 
Division;  James  Hacker; 

General  Manager;  7725  Little 
Ave.,  Charlotte,  NC  28226;  or 
call  (704)  542-7100. 

Family  Practice  — BE/BC 
physician  to  join  successful 
group  or  establish  solo 
practice  in  growing  family- 
oriented  community  80  miles 
from  the  Georgia  coast.  125- 
bed,  progressive,  acute-care 
hospital  serves  drawing  area  of 
90K.  Competitive  financial  pkg. 
Unlimited  growth  potential 
ensures  lucrative  practice. 
Contact  Wes  Bergman, 
Administrator,  at  912-537-8921 
or  Amy  Evitts  at  Tyler  & 
Company,  404-641-6411. 

FOR  SALE  OR  RENT 

34  ft.  motor  coach  equipped 
as  mobile  medical/health 
facility  completely  self- 
contained  including  electrical 
power,  water,  HVAC,  and 
hydraulic  patient  lift. 

Practically  New  — 4600  miles. 
For  more  information,  please 
contact  Southeast  Mobile 
Health  Services,  Inc.,  4484  N. 
Shallowford  Rd.,  Atlanta,  GA 
30338,  (404)  393-9444. 


FOR  SALE 

2 hours  from  Atlanta  — AL. 

1451-acre,  income-producing 
bottom  land  farm.  3V6  miles  of 
Coosa  River  Frontage. 

Presently  being  leased  to  grow 
cotton,  wheat  & soybeans. 
Income  projections  available 
upon  request.  Excellent  deer, 
duck,  dove,  quail,  & turkey 
hunting.  For  further 
information,  call:  1-800-222- 
5003. 

SERVICES 

Save  dollars  on  your  medical 
equipment  needs.  Autoclaves 
to  X-rays.  Complete  set-up  to 
single  item.  If  we  don’t  have  it 
we  can  locate  it.  Save  more 
than  50%  on  most  items.  All 
equipment  guaranteed  and 
delivery  available.  We  sell- 
broker-buy.  Call  or  write  for 
anv  information.  MediComp, 


825  Powder  Springs  Rd.,  Suite 
105,  Marietta,  GA  30064;  (404) 
499-8642. 

OTHER 

2V  STAT  — Medical 
diagnostic  and  therapeutic 
decision  support  software 
covering  69  specialties. 
Medical  algorithms  (flow 
charts)  are  grouped  according 
to  sign,  symptom,  complaint, 
organ  and  system,  specialty, 
age,  and  MDC/DRG.  Updated 
medical  knowledge  at 
fingertips!  Only  $5,490  for 
complete  turnkey  system  [2V 
STAT  software,  knowledge 
base  (69  specialties),  and 
computer  with  80286/10  CPU 
Turbo,  40  MB  HD,  EGA 
monitor  and  card,  printer  and 
40  MB  backup].  2V-STAT  — 
2480  Windy  Hill  Road,  Suite 
201,  Marietta,  GA  30067;  (404) 
956-1855. 


NAVAL  RESERVE 
PHYSICIAN 

• Monthly  Stipend  for  Physicians  in  training 
leading  to  qualifying  as  General/Ortho- 
pedic/Neurosurgeon or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for 
Board  eligible  General/Orthopedic  sur- 
geons and  anesthesiologists. 

• CME  opportunities. 

• Flexible  drilling  options. 

‘Promotion  Opportunities  ‘Prestige 

For  graduates  of  AM  A approved 
Medical  Schools 

CALL  YOUR 

NAVAL  RESERVE  FORCE 
REPRESENTATIVE  TODAY. 

1-800-443-6419 
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An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

mates  the  difference. 


As  a physician, 
you're  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 

We  re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians  like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams so  you  can  choose  the  one  most  appro- 
priate to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And  we’re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  From  our  service-oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 
because  we 
want  to  make 

the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)  842-5600  or  1-800-282-4882. 


fflUTum 

MAG  MUTUAL  INSURANCE  COMPANY 

Eight  Piedmont  Center,  Suite  600  3525  Piedmont  Road  Atlanta,  Georgia  30305-1533  (404)  842-5600 
Mailing  Address:  Post  Office  Box  52979  Atlanta,  Georgia  30355-0979  1-800-282-4882 


Coventry  Place,  an  affordable  senior  adult 
rental  apartment  community,  recognizes  that 
one  of  the  most  difficult  decisions  in  our  life  will 
be  the  decision  that  we  make  concerning  the 
housing  and  well  being  of  our  parents,  grand- 
parents and  other  close  friends. 

At  Coventry  Place,  we  have  created  more  than 
retirement  apartments,  we  create  a community 
that  assures  our  residents  continuity  of  life- 
style, independence,  security  and  dignity.  Life 
at  Coventry  Place  represents  a dedication  to 
reinforcing  the  positive  attitudes  of  living. 


Located  in  the  heart  of  Decatur,  Coventry  Place 
offers  apartment  plans  that  include  one  (1)  or 
two  (2)  bedrooms,  living/dining  areas,  full 
kitchen  areas,  emergency  call/alarm  systems 
and  much,  much  more. 


For  complete  details,  call  296-0962 
or  feel  free  to  come  by  for  a tour  of  our 
beautiful  midrise  apartment  complex. 


Coventry  Place 


2806  North  Decatur  Road  • Decatur,  Georgia  30033 
(404)  296-0962 
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IfeSj  I would  like  more  information  on  Coventry  Place. 

Name 

Address 

v n.  Druid  Hills  Rd. 

1 <^y  \ 285 
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City  & State  Zip  Phone 

Mail  to:  Coventry  Place,  2806  North  Decatur  Road,  Decatur,  Georgia  30033 
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Women  with  No  S 
Age: 

35-39 
40-49 
50  & up 


Baseline 
Every  1-2  years 
Every  year 


What  will  you  tell  her  about 
screening  mammography? 


Many  of  your  patients  will  hear  about  screening 
mammography  through  a program  launched  by  the 
American  Cancer  Society  and  the  American  College 
of  Radiology  and  they  may  come  to  you  with 
questions.  What  will  you  tell  them? 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along  with 


your  regular  breast  examinations  and  their  monthly 
self  examinations,  offers  the  best  chance  of  early 
detection  of  breast  cancer,  a disease  which  will  strike 
one  woman  in  10. 

If  you  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please  contact 
us. 


AMERICAN 
v CANCER 
* SOCIETY® 


Professional  Education  Dept. 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 
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LETTERS 


Dear  Editor, 

I would  like  to  comment  on  the 
article  by  Dr.  Lovick  Dickey, 
JMAG,  August,  1988,  volume  7, 
page  619.  His  thesis  is  that  the 
health  care  system  in  this  country 
is  on  a collision  course  with  the 
American  economy.  It  is 
commendable  that  Dr.  Dickey  was 
concerned  enough  to  take  the 
time  and  trouble  in  his  retirement 
to  pinpoint  this  issue.  This 
attestation  to  the  purity  of  his 
motives  adds  to  the  poignancy  of 
his  plea.  He  states: 

“Approximately  50%  of  corporate 
pre-tax  profits  in  this  country  went 
for  health  care  costs  last  year.” 
And  further:  “Some  system  of 
rationing,  probably  not  decided 
by  physicians,  is  a reality  that 
looms  dead  ahead.” 

My  reason  for  comment  is  that  1 
have  been  a member  of  the  Blue 
Cross/Blue  Shield  Board  and  the 
Atlanta  Health  Care  Alliance  for 
several  years  and  have  been 
eyeball  to  eyeball  with  health  care 
costs.  Often  when  1 have  spoken 
with  physicians  about  this,  the 
response  is,  “that’s  not  my 
problem”  or  “that’s  not  our 
problem.”  The  nearly  tearful 
frustration  to  which  this  reduces 
me  has  finally  given  away  to 
some  rationality,  and  I would  like 
to  suggest  what  I hope  will  be 
some  clarification. 

I think  there  are  three  separate 
aspects  to  this  situation  that  we 
may  blur  in  our  minds  as  one. 

The  first  is  the  existence  of  the 
problem.  The  second  is  the  cause 
of  the  problem,  and  the  third  is 
the  solution  to  the  problem. 

To  those  who  think  there  is  no 
problem,  they  would  do  better  to 
read  no  further. 

To  those  who  think  that 
physicians  are  not  the  cause  of 
the  problem,  I would  say  they  are 
largely  right,  although  I believe 
we  do  have  a degree  of 
responsibility. 


To  those  who  say  the  solution 
to  the  problem  is  not  our 
responsibility,  1 would  beg 
inability  to  judge  accurately  but 
would  suggest  that  there  is  little 
merit  and  almost  no  time  to 
debate  that  question.  Rather,  I 
would  suggest  that  the  solution  is 
critical  to  our  country  and  to  our 
profession  and  that  not  only  are 
we  in  the  most  knowledgeable 
position  to  develop  that  solution, 
but  that  a solution  by  any  other 
entity  is  much  less  likely  to  be  as 
appropriate.  The  alternative  to  any 
solution  at  all  (i.e.,  a do  nothing 
attitude  by  everyone  concerned) 
will  preserve  the  status  quo  as 
long  as  Corporate  America  can 
“hang  on.”  In  the  aggregate,  this 
group  is  the  key  to  a continuation 
of  fee-for-service  medicine  and  is 
the  last  major  bastion  of  defense 
against  nationalization  of  our 
health  care  system.  That  they  are 
wavering  in  their  opposition  to 
national  health  insurance  is 
exemplified  by  the  recent, 
perhaps  more  than  rumor,  that 
General  Motors  is  considering 
reversing  its  position. 

Loud  in  its  silence  but 
intricately  interwoven  throughout 
any  consideration  for  action  is  the 
fact  that  there  is  little  if  any  room 
for  a dogmatic,  pedantic,  or  all 
inclusive  generalizations.  Virtually 
every  allegation,  assertion,  and 
activity  has  some  degree  of 
validity.  Almost  every  utilization  of 
health  care  services  can  be 
defended  with  some  degree  of 
justification,  miniscule  though  it 
may  be.  The  “making  sure” 
mentality  is  very  real.  To  preserve 
a system  of  insurance-type 
reimbursement,  therefore,  we 
must  develop  a system  of 
reasonable  and  affordable  risks, 
different  levels  of  co-payment  for 
different  procedures  involving 
different  people  and  different  age 
groups,  perhaps  a further 


variation  in  the  co-pay  formula 
based  on  the  patient’s  income, 
and  judicial  protection  for  the 
physician  complying  with  the 
developed  standards.  (Note  the 
recent  recommendations  for  the 
latter  released  by  the  AMA  and  its 
specialty  societies  in  January  of 
1988).  The  medical  profession 
has  been  moved,  unwittingly, 
more  and  more  into  the  position 
of  a public  utility  in  recent  years 
and  certainly  it  needs  and 
deserves  some  protection 
pertaining  thereto.  It’s  disquieting 
that  the  legal  profession,  acutely 
cognizant  of  the  liability  issues 
involved  in  the  practice  of 
medicine,  has  advanced  no 
innovative  solution,  though  such 
would  obviously  benefit  the  entire 
nation  and  the  world. 

If  we  do  not  devise  a program 
for  affordable  health  care  on  a 
private  basis,  then  the  elements 
incorporated  above  will  very  likely 
accrue  to  us  in  a plan  for  national 
health  service  mandated  by  the 
federal  government. 

Sincerely  yours, 

Louis  H.  Felder,  M.D. 

Internist,  Atlanta 


Blueprints  for 
SUCCESS ” 


National  Rural  Health  Association 
12th  Annual  National  Conference 
April  30-May  3, 1989 
Reno,  Nevada 
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Consideration  for  the  medical 
care  of  the  future  is  a 
seemingly  distant  event,  elusive 
and  poorly  understood.  And  yet 
progress  in  medicine  has  been 
real  and  clearly  defined  in  the 
current  betterment  of  mankind 
and  should  be  anticipated  to 
continue  at  a somewhat 
predictable  rate.  If  this  is  not  the 
case,  then  why  not? 

Progress  has  occurred  in  a 
setting  relatively  unencumbered 
by  governmental  controls  and  one 
dedicated  to  stated  altruistic 
principle.  The  current  situation  of 
improved  health  and  longevity  has 
in  part  emanated  from  this  effort, 
but  its  development  and 
application  have  been  associated 
with  monetary  costs.  This  has 
been  predictable  and  yet 
expressed  with  alarm  by  some 
when  realizing  medicine’s 
relationship  to  the  GNP. 

Attempts  at  control  of  medical 
care  appear  directed  at 
decreasing  monetary  outflow, 


regardless  of  outcome.  The 
dedicated  effort  of  the  physician 
and  his  or  her  preparation  to 
provide  this  effort  seem  to  be  lost 
in  the  minds  of  those  dealing  with 
financial  support.  Presently,  this 
is  exemplified  in  severely  limited 
payments  for  neonatal  care  of 
premature  infants,  even  in  the 
face  of  known  enhanced  survival 
rates  with  improved  care. 

We  must  all  join  to  convey  the 
true  value  of  medicine  to  the 
public  and  those  who  are  in 
government.  Great  pride  in  our 
profession  and  its 
accomplishments  must  be  a part 
of  our  being,  not  to  be  lost  in 
today’s  crass,  and  sometimes 
demeaning,  world.  The  prediction 
of  tomorrow’s  medicine  is  ours  to 
control.  It  requires  the  continued 
unselfish  and  dedicated  effort  that 
has  always  characterized  the 
physician. 

May  this  season  of  the  year 
bring  joy  and  happiness  to  us  all. 


ese/Oh 
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NEW  MEMBERS 

Abrams,  Jeffrey,  Pediatrics  — 
MAA—  (Active  N2)  11685 
Alpharetta  Highway,  Ste.  180, 
Roswell,  30076 

Bearman,  Dale  M.,  Obstetrics/ 
Gynecology  — MAA  — (Active 
N2)  1175  Peachtree  St.,  Ste. 

1601 , Atlanta,  30361 

Bogner,  Stuart  M.,  Occupational 
Medicine  — MAA  — (Active  ) 
IBM  Medical  Dept.,  P.O.  Box 
2150,  Atlanta,  30355 

Brock,  Paul  B.,  General  Surgery  — 
Floyd-Polk-Chattooga  — (Active 
N2)  1825  Martha  Berry  Blvd., 
Rome  30161 

Buss,  Randall,  W.,  Cardiothoracic 
Surgery  — Floyd-Polk-Chattooga 
— (Active  N2)  1825  Martha 
Berry  Blvd.,  Rome  30161 

Christian,  Johnny,  Family  Practice 
— Muscogee  — (Resident) 

6029  Flat  Rock  Rd.,  Apt.  C7, 
Columbus,  31907 

Deal,  Walter  R.,  Family  Practice 
— Muscogee  — (Resident) 

2842  Primrose  Rd.,  Columbus, 
31907 

Dent,  Marshall,  Family  Practice  — 
Muscogee  — (Resident)  6434 
South  Branch  Court,  Columbus, 
31909 

Duncan,  James  G.,  General 
Surgery  — Peachbelt  — 

(Active)  1321  Beverly  St.,  Fort 
Valley,  31030 

Feibelman,  Nathan  D.,  Child, 

Adult  & General  Psychiatry  — 
Bibb  — (Active)  5803  Proud 
Clarion  Court,  Macon,  31210 

Foster,  Richard  S.,  Internal  Med./ 
Cardiology  — DeKalb  — 
(Active)  4053  LaVista  Rd., 
Tucker,  30084 


ION  NEWS 


Grahan-Nwanegwo,  Sheree  D., 
Family  Practice  — Muscogee  — 
(Resident)  5019  Trussed  Ave., 
Columbus  31904 

Harrington,  Lloyd  M.,  Emergency 
Medicine  — Bibb  — (Active) 
P.O.  Box  1123,  Macon  31212 

Huelsnitz,  Roger  W.,  Family 
Practice  — South  Georgia  — 
(Active)  919  Huxford  St., 
Homerville,  31634 

Huey,  William  B.,  Family  Practice 
— Muscogee  — (Resident) 

3649  Reese  Rd.,  Columbus, 
31907 

Hunter,  Clarence  J.,  Pediatrics  — 
Ogeechee  River  — (Active)  P.O. 
Box  1488,  Statesboro,  30458 

Jarrett,  Paul  J.,  Orthopaedics  — 
MAA  — (Active  N2)  1365 
Clifton  Rd.,  Atlanta,  30322 

Jones,  Donna  K.,  Family  Practice 
— Ocmulgee  — (Active  N2) 

Box  805,  Cochran,  31014 

Jones,  James,  M.,  II,  Medical 
Oncology/Internal  Med.  — MAA 

— (Active  N2)  105  Collier  Rd., 
Ste.  3040,  Atlanta  30309 

Lauer,  Richard  C.,  Hematology/ 
Oncology/Internal  Med.  — MAA 

— (Active  N2) 

Lewis,  Joseph  R.,  Jr.,  Family 
Practice  — Muscogee  — 
(Resident)  6029  Flat  Rock  Rd., 
Apt.  87,  Columbus  31907 

Maimer,  Bruce  A.,  Anesthesiology 
— MAA  — (Active)  353 
Parkway  Dr.,  Ste.  101,  Atlanta, 
30312 

Mann,  Stephen  M.,  Anesthesiology 
— Spalding  — (Active  N2)  150 
Loumae  Rd.,  Griffin,  30223 


Martin,  William  S.  Otolaryngology 
— MAA  — (Resident)  1098  To- 
Lani  Farm  Rd.,  Stone  Mountain, 
30083 

Maurer,  David  E.  — MAA  — 
(Student)  1356  Sheffield  Glen 
Way,  Atlanta,  30329 

Moore,  James  C.,  Internal 
Medicine  — Peachbelt  — 
(Active)  281  Carl  Vinson 
Parkway,  Ste.  M,  Warner 
Robins,  31088 

Oliver,  Paula  L.,  Emergency 
Medicine  — Dougherty  — 
(Active)  Rte.  3,  Box  73-B, 
Sylvester,  31791 

Peacock,  Lisa  M.,  Obstetrics/ 
Gynecology  — MAA  — 
(Resident)  811  Drewry  St., 
Atlanta,  30306 

Peteet,  Paul  H.,  Internal  Medicine 
— Crawford  W.  Long  — 
(Active)  600  Kings  Rd.,  Athens, 
30606 

Powell,  William  S.,  Urology  — 
Spalding  — (Active)  660  Brook 
Circle,  Griffin,  30224 

Schecter,  Jay  A.,  Neurology  — 
Floyd-Polk-Chattooga  — (Active 
N2)  Harbin  Clinic,  Rome,  30151 

Sharpe,  Bruce  A.,  Family  Practice 
— Muscogee  — (Resident)  The 
Backwaters,  77  Eastside  Dr., 
Fortson,  31808 

Shmerling,  Richard  A., 
Anesthesiology  — MAA  — 
(Active  N2)  77  East  Andrews 
Dr.,  #141,  Atlanta,  30305 

Smith,  Susan  J.,  General  Surgery 
— Bibb  — (Resident)  Medical 
Center  of  Central  Georgia,  777 
Hemlock  St.,  Macon,  31210 
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Snyder,  William  A.,  Family 
Practice  — Muscogee  — 
(Resident)  2840  Warm  Springs 
Rd.,  Apt.  R-4,  Columbus,  31904 

Steele,  Frank  C.,  Jr.,  Family 
Practice  — Spalding  — (Active 
N2)  1137  Hudson  Bridge  Rd., 
Ste.  11,  Stockbridge,  30281 

Steward,  June  D.,  Family  Practice 
— Muscogee  — (Resident) 

3803  Armour  Ave.,  Apt.  240, 
Columbus,  31906 

Tapley,  Benson,  Family  Practice 
— Muscogee  — (Resident) 

3918  Ashmore  Dr.,  Columbus, 
31909 

Thomas,  Randal  J.,  Internal 
Medicine  — MAA  — (Resident) 
2959  Cedar  Creek  Parkway, 
Decatur,  30033 

Thurbly,  Tara  L.,  Family  Practice 
— Muscogee  — (Resident) 

1515  Hogansville  Rd.,  #55, 
LaGrange,  30240 

Train,  Jordan  D.,  Internal 
Medicine  — MAA  — (Resident) 
3036-F  Clairmont  Rd.,  Atlanta, 
30329 

Tucker,  Debbie  A.,  Pediatrics  — 
Georgia  Medical  — (Active  N2) 
4 Medical  Arts  Center, 

Savannah,  31419 

Turner,  Dennis,  Jr.,  General 
Surgery  — MAA  — (Active)  25 
Prescott  St.,  Ste.  6436,  Atlanta, 
30308 

Twillie,  Twyla  M.,  Family  Practice 
— Muscogee  — (Resident) 

2840  Warm  Springs  Rd.,  #M-7, 
Columbus,  31904 

Tyrrel,  Robert  T.,  Radiology  — 
MAA  — (Resident)  2870  Pharr 
Ct.  S.,  #2110,  Atlanta,  30305 


Watson,  Ben  L.,  Internal  Medicine 
— Georgia  Medical  — (Active 
N2)  P.O.  Box  14359,  Savannah, 
31406 

Wiggins,  Carol  A.,  Allergy/ 
Immunology/Internal  Medicine 
— MAA  — (Active  N2) 

William,  Diana  R.,  Emergency 
Medicine  — MAA  — (Resident) 
617  Summit  North  Dr.,  Atlanta, 
30324 


PERSONALS 
Decatur-Seminole  CMS 

David  Guttman,  M.D.,  has 

recently  opened  a new  pediatric 
practice  in  Bainbridge.  Dr. 
Guttman  had  previously  practiced 
in  Greenville,  AL,  in  a multi- 
specialty group  of  physicians. 

Dougherty  CMS 

Jeffrey  R.  Hoopes,  M.D., 
F.A.C.C.,  a cardiologist  and 
Director  of  the  cardiac 
catheterization  laboratory  at 
Phoebe  Putney  Hosptial,  has  been 
elected  president  of  the  Dougherty 
County  Division  of  the  American 
Heart  Association. 

Medical  Association  of 
Atlanta 

Oliver  A.  Sorsdahl,  M.D., 

Director  of  Nuclear  Medicine  at 
Georgia  Baptist  Medical  Center  in 
Atlanta,  has  attained  Fellowship 
in  the  American  College  of 
Nuclear  Medicine.  He  was  one  of 
eight  members  so  honored. 

During  the  meeting  Dr.  Sorsdahl 
was  also  chosen  vice  president- 
elect, a member  of  the  Board  of 
Representatives  of  the  college, 
and  its  alternate  delegate  to  the 
AMA. 


ION  NEWS 


G wynne  T.  Brunt,  Jr.,  M.D.,  of 
Atlanta,  was  named  as  a Fellow  of 
the  American  College  of 
Radiology.  Dr.  Brunt  was  among 
136  new  Fellows  named  by  the 
College’s  Board  of  Chancellors. 

Hall  CMS 

William  C.  Ferrell,  M.D.,  of 

Gainesville,  was  one  of  136 
persons  named  as  Fellows  of  the 
American  College  of  Radiology. 

DEATHS 

Alexander  G.  Little,  Jr.,  M.D.,  of 

Valdosta,  a retired  surgeon,  died 
of  Alzheimer’s  disease  recently. 

He  was  75. 

Dr.  Little  practiced  in  Valdosta 
from  1945  until  his  retirement  in 
1974.  For  many  years,  he  was  on 
the  surgical  staff  of  Little-Griffin 
Hospital. 

Dr.  Little  was  a graduate  of 
Davidson  College  and  the  Johns 
Hopkins  University  School  of 
Medicine.  He  was  a Fellow  of  the 
Mayo  Clinic.  During  World  War  II, 
he  was  a surgeon  in  the  Army 
Medical  Corps  in  North  Africa  and 
Italy. 

Dr.  Little  was  the  executor  of 
the  Kate  Bentley  Estate,  which 
was  dedicated  to  providing 
medical  attention  for 
underprivileged  children  in 
Valdosta.  He  was  appointed  to 
the  State  Board  of  Health  during 
the  administration  of  Georgia  Gov. 
Carl  Sanders. 


QUOTE 

A friend  may  be  often  found  and 
lost,  but  an  old  friend  never  can 
be  found,  and  nature  has 
provided  that  he  cannot  easily  be 
lost. 

Samuel  Johnson 
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CALENDAR 


DECEMBER 

3 — Atlanta:  Dimensions  of 
Attention  in  Children.  AMA 

Category  1 credit,  PREP 
prescribed  credit,  and  ACFP 
prescribed  credit.  Contact 
Education  Department,  Scottish 
Rite  Children’s  Hospital,  1001 
Johnson  Ferry  Rd.,  Atlanta 
30363.  PH:  404/275-2148. 

3-4  — Atlanta:  Regional 
Anesthesia:  Surgery, 
Obstetrics,  and  Pain.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

5-9  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

7-9  — Atlanta:  Nuclear 
Medicine  Update:  Infection, 
Renal  and  Cardiac  Imaging. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

9 — Atlanta:  Current  Topics  in 
Rheumatology  for  the  Non- 
Specialist.  Category  1 credit. 
Contact  Frederic  C.  McDuffie, 
M.D.,  Piedmont  Hospital  Arthritis 
Center,  1968  Peachtree  Rd., 
Atlanta  30309.  PH:  404/350- 
1750. 

10  — Atlanta:  Implementing 
Recent  Cholesterol  Findings  in 
Your  Practice.  Category  1 
credit.  Contact  Jane  Greene, 
Medical  College  of  Georgia, 
Augusta  30912.  PH:  404/721- 
4861. 

12-16  — Atlanta:  Modern 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


JANUARY  1989 

9-13  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 

Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

23-27  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

23-27  — Atlanta:  Modern 
Methods  of  Diagnosing  & 
Treating  Diabetes  Mellitus  & 
Its  Complications.  Category  1 
credit.  Contact  office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


FEBRUARY  1989 

6-10  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

6-10  — Atlanta:  Modern 
Methods  of  Diagnosing  & 
Treating  Diabetes  Mellitus  & 

Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

10- 11  — Augusta:  Flexible 
Fiberoptic  Sigmoidoscopy. 

AMA  Category  1 credit.  Contact 
Div.  of  Cont.  Ed.,  MCG,  Augusta 
30912.  PH:  404/721-3967.  ~ 

11- 18  — Copper  Mountain,  CO: 
New  Horizons  in 
Anesthesiology.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


1 8-22  — St.  Thomas,  Virgin 
Islands:  Clinical  Problems  in 
Gynecological  Surgery. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

20-24  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

20-24  — Atlanta:  Modern 
Methods  of  Diagnosing  & 

Treating  Diabetes  Mellitus  & 

Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


MARCH  1989 

2- 9  — Keystone,  CO:  Snow  Job 
in  Gynecology  & Obstetrics. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

3- 4  — Atlanta:  26th  Annual 
Emory/Grady  Post-Graduate 
Ophthalmology  Conference. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

3-4  — Atlanta:  Pediatric 
Orthopaedic  Seminar.  Category 
1 credit.  Contact  Darlene 
Baugus,  CME  Ed.  Coor.,  Ed. 
Dept.,  Scottish  Rite  Children’s 
Hosp.,  1001  Johnson  Ferry  Rd., 
Atlanta  30363.  PH:  404/257- 
2148. 

6-10  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 
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Soldier  being  examined  for  effects  of  high-altitude  cerebral  edema. 


ALLAN  J.  HAMILTON,  M.D. 


Neurosurgical  Resident  and  Research  Fellow, 
Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 


EDUCATION  Ithaca  College,  B.A.  (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 


RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 


CONTINUING  EDUCATION  Neurology  and  Neuro- 
surgery Research  Fellowship  Training,  National  Institutes 
of  Health. 


OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial 

Fellowship,  National  Masonic  Medical  Research  Foundation; 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recently  published  article,  “Who  Shall  Live 
and  Who  Shall  Die”  in  Newsweek  Magazine. 


%lThe  work  I’m  doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high -altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example,  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non-invasive  intracranial  pressure-monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high-altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact,  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General.  H 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  1-800'USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


THE  LOWER  RESPIRATORY  TRACT 


and  older  adults 


More  vulnerable 


to  infection  in  smokers 


Experience  counts 


Pulvules® 


Cefaclor 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae,  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci) 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  cecicr  should  be  administered  cautiously  to  penicillin- 

sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms. 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include: 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever):  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other:  eosinophilia,  2%:  genital  pruritus  or  vaginitis,  less  than  1%. 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehlmg's 

solution  and  Climtest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly).  io6ioe&] 

Additional  information  available  from  pv  23S1  amp 

Eli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


® 1988.  ELI  LILLY  AND  COMPANY  CR-5012-B-849345 


Skey 


About  the  Cover  Artist 

Dorothy 

Gillespie 


The  festivity  of  the  Holiday  Season  is  suggested 
by  the  painted  enamel  strips  of  stainless  steel  by 
New  York  City  artist,  Dorothy  Gillespie.  A native  of 
Roanoke,  Virginia,  Ms.  Gillespie  is  a graduate  of  the 
Maryland  Art  Institute;  she  received  her  Doctor  of  Fine 
Arts  (Honoria  Causa)  degree  in  1976  from  Caldwell 
College  in  New  Jersey. 

Dorothy  Gillespie’s  work  grows  out  of  the  object- 
orientation  of  Modernism  while  at  the  same  time  rep- 
resenting the  “break  that  is  a continuation  of  Mod- 
ernism.” She  considers  herself  to  be  unique  but,  hav- 
ing “an  awesome  respect  for  the  past,”  knows  that 
being  part  of  a Zeitgeist  does  not  obviate  individuality, 
especially  in  a period  of  pluralism.  “I  don’t  know  where 
I fit  in,”  she  says,  but  fifteen  years  ago  she  knew  it 
was  not  as  a painter:  “I  didn’t  want  to  paint  myself 
into  a corner  by  defining  something  to  its  essence.” 
What  had  kept  her  out  of  sculpture  was  that  “there 
was  no  color  in  it.”  She  says  now:  “It  was  good  I didn’t 
get  into  sculpture  earlier,  because  I would  have  been 
trapped  with  the  way  it  was.  I have  been  to  Greece 
five  times.  Realizing  Greek  sculpture  was  painted  freed 
me  to  work  ‘3-D’  in  color.”  Over  the  years,  she  has 
turned  more  and  more  to  metal,  backing  Mylar  with 
galvanized  steel.  (Introduced  at  the  DuPont  Pavilion 
of  the  1964  World’s  Fair  in  New  York,  Mylar  is  a re- 
flective material  lighter  than  cellophane  and  stronger 
than  steel  of  its  own  thickness.) 

Gillespie  loves  to  experiment  with  movement,  tex- 
ture, and  color  in  exploring  the  paths  she  has 
uncovered  with  her  genre.  She  cherishes  the  struggle 
as  well  as  the  exhilaration  implicit  in  her  art;  other- 
wise it  would  fall  into  decoration.  Presence  is  her 
chief  ambition.  “That’s  the  indescribable  thing  about 
art,”  she  says.  “It  either  has  it  or  it  doesn’t.  If  not,  it 
isn’t  art  in  my  estimation.  It’s  like  the  feeling  you  have 
when  someone’s  in  the  room  with  you;  it  goes  beyond 
the  canvas,  being,  image  — it  commands!”  “There 
must  be  some  reason  why  we  make  art,”  she  says, 
“why  it  becomes  priceless;  the  question  has  almost 
nothing  to  do  with  analysis  — why  some  art  is  bigger 
than  life  and  lasts  longer  than  individual  life.  The 
artists  I know  with  this  respect  for  art  [she  means  in 


the  past  and  the  present]  had  the  feeling  they  wanted 
to  do  something  terribly  important  and  were  willing 
to  sacrifice  everything  for  it.” 

Ms.  Gillespie  does  not  presume  to  achieve  this, 
but  the  effort  (“both  a privilege  and  a punish- 
ment”) upholds  her  resolve.  Her  attitude  toward  art 
and  her  own  work  is  compounded  of  religious  de- 
votion and  hedonistic  delight,  causing  her  to  say,  on 
the  one  hand,  “I  feel  very  humble  about  art,”  and  on 
the  other,  “I  am  completely  at  ease  with  what  I do.” 
Considering  her  commitment  and  contribution,  both 
personal  and  artistic,  she  can  claim  with  perfect  con- 
fidence: “I  feel  right  with  my  time.” 

Ms.  Gillespie’s  work  is  shown  exclusively  in  Atlanta 
at  EVE  MANNES  GALLERY  at  Tula,  75  Bennett  St.,  Suite 
2B,  Atlanta  30309;  404/351-6651. 

Collections 

The  Solomon  R.  Guggenheim  Museum,  New  York 
Grey  Art  Gallery,  New  York  University,  New  York 
Birmingham  Museum  of  Art,  Birmingham,  Alabama 
Fort  Wayne  Museum  of  Art,  Fort  Wayne,  Inidana 
Fine  Arts  Museum,  Roanoke,  Virginia 
Johnson  Museum,  Cornell  University,  Ithaca,  New  York 
The  Museum  of  Art,  Fort  Lauderdale,  Florida 
Lowe  Museum,  University  of  Miami,  Miami,  Florida 
Helena  Rubinstein  Pavillion,  Tel  Aviv  Museum,  Israel 
Radford  University,  Radford,  Virginia 
The  State  Collection,  Kessel  Museum,  Kellel,  Germany 
The  State  Collection,  Darmstadt  Museum,  Darmstadt, 
Germany 

The  State  Collection,  Frankfurt  Museum,  Frankfurt, 
Germany 

Institute  of  Contemporary  Arts,  Lima,  Peru 
Caldwell  College,  Caldwell,  New  Jersey 
Virginia  State  Theatre,  Abingdon,  Virginia 
Ohio  Dominican  College,  Columbus,  Ohio 
Human  Relations  Center,  New  School  for  Social  Re- 
search, New  York 

North  Carolina  Museum  of  Art,  Raleigh,  North  Carolina 
Hollywood  Federal  Bank,  Coral  Gables,  Florida 
Corroon  & Black,  Inc.,  Washington,  D.C. 

Sigma  Development,  Richmond,  Virginia 
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Physician* s Recognition  Award  Recipients 


Listed  below  are  those 
physicians  in  Georgia  who  have 
earned  the  AMA 's  Physician ’s 
Recognition  Award  ( PRA ) from 
April  through  June,  1988. 

The  Award  was  established  by 
the  AMA  House  of  Delegates  in 
1968  "To  recognize,  encourage, 
and  support  physicians  who 
participate  regularly  in  continuing 
medical  education  and  to 
emphasize  the  importance  of 
developing  more  meaningful 
continuing  medical  education 
opportunities  for  physicians.  ” A 
minimum  of  150  credit  hours  of 
CME  must  be  earned  over  a 3- 
year  period  to  qualify  for  the 
Award.  The  hours  may  include 
such  activities  as  conferences, 
residencies,  teaching,  writing, 
private  reading,  listening  to 
cassettes,  home  study  courses, 
consultation,  and  peer  review;  at 
least  60  of  the  hours,  however, 
must  be  from  formal  CME 
programs  sponsored  or 
cosponsored  for  Category  I credit 
by  organizations  accredited  for 
these  activities. 

We  congratulate  the  following 
physicians  who  have 
distinguished  themselves  and 
their  profession  by  their 
commitment  to  continuing 
education: 

Abel,  Warren  Russell,  Atlanta 
Alexander,  William  Scott,  Atlanta 
Allen,  Warren  Russell,  Atlanta 
Alvarez,  Hortensia  W., 
Milledgeville 

Anders,  Patrick  L.,  Riverdale 
Anglyn,  Derrel!  W.,  McDonough 
Arias,  Manuel,  Roswell 
Bawtinhimer,  Gary  George, 
Roswell 

Berman,  Irwin  Ralph,  Brunswick 
Bertram,  Bradley  Alan,  Atlanta 
Bhoomkar,  Ashok,  Atlanta 
Bock,  William  Clifford,  Decatur 
Bongiorno,  Frank  Paul,  Peachtree 
City 

Carr,  Robert  Joseph,  Augusta 


Chandlee,  Robert  Evan,  Marietta 
Chung,  Soong  Pyo,  Dublin 
Cook,  John  Robert,  Fort  Gordon 
Cornwell,  William  Oscar,  Fort 
Oglethorpe 

Cox,  Daniel  Baker,  Waycross 
Crimmisn,  Laurence  Tarver, 

Albany 

Crosby,  Kay  Rowland,  Decatur 
Davis,  Billy  Joe,  Hartwell 
Derrick,  Howard  C.,  Lafayette 
Don  Diego,  Frank  Richard, 
Palmetto 

Elrod,  Dan  Berlin,  Dublin 
Evans,  John  Sanford,  Atlanta 
Felder,  Richard  Emerson,  Atlanta 
Fink,  Stacey  Marc,  Augusta 
Fitzgerald,  Edmund  M.,  Dublin 
Flatow,  Jeffrey  H.,  Lawrenceville 
Fountain,  Joel  Robert,  Forsyth 
Geeslin,  James  Menard,  Canton 
Glass,  Fredric  Charles,  Atlanta 
Greenwell,  Kevin  Ray,  Newnan 
Grimes,  George  W.,  Milledgeville 
Grooms,  James  Duane,  Brunswick 
Hancock,  Charles  Irwin,  Atlanta 
Harbin,  William  Pickens,  Rome 
Harper,  William  Nichols,  Atlanta 
Hartney,  Thomas  James,  Martinez 
Hawk,  Ernest  Terry,  Duluth 
Helton,  Timothy  David,  Marietta 
Herbst,  Mark  David,  Decatur 
Hersch,  Steven  Mel,  Decatur 
Hester,  Thomas  William,  Martinez 
Hostetler,  Russell  M.,  Macon 
Hotz,  James  Allen,  Albany 
Inman,  William  Oliver,  Brunswick 
Jarrard,  William  Howell,  Augusta 
Kadis,  Gerald  Neil,  Thomasville 
Kehl,  Douglas  Keith,  Atlanta 
Kell,  Michael  Jon,  Stone  Mountain 
Kellett,  Barto  Paul,  Atlanta 
Kushner,  Robert  Lee,  Atlanta 
Kwok,  Ken  Kunse,  Marietta 
Majors,  Roy  Allen,  Augusta 
Manning,  Donald  E.,  Atlanta 
Marmolejo,  Alfonso,  Atlanta 
Mayher,  William  Edgar,  Albany 
McCamy,  John  Coston,  Marietta 
Meacham,  Jack  Reeves, 
Summerville 

Meguiar,  Ramon  Vernon,  Jesup 
Melcher,  Richard  Earl,  Augusta 


Michels,  Mark,  Atlanta 
Miller,  Cecil  Le  Royce,  Buford 
Neal,  Ruth  E.  R.,  Augusta 
Ng,  Chun-Ho  Patrick,  Savannah 
Nichols,  Joseph  Jacobs,  Atlanta 
Oliver,  Robert  Walter,  Dublin 
Orr,  William  Wood,  Athens 
Park,  Ui  Ho,  Dublin 
Parsons,  Richard  C.,  Decatur 
Patterson,  Anthony  Curtis,  Evans 
Pelaz,  Felix,  Riverdale 
Petry,  L.  Jeannine,  Augusta 
Piedrahita,  Pablo,  Conyers 
Pressley,  Kevin  Ray,  Columbus 
Pressley,  Rhonda  D.,  Columbus 
Price,  Billy  Ray,  Moultrie 
Rankin,  Michael  D.,  Atlanta 
Reitt,  J.  Peter,  Atlanta 
Rey,  Charles  Joseph,  Austell 
Reyes,  German  M.,  Riverdale 
Roberts,  Ralph  Donald,  Fitzgerald 
Rogers,  Laura  B.  Quillian,  Augusta 
Schneider,  Robert  Kirwin,  Roswell 
Shannon,  George  William, 
Columbus 

Shapiro,  Michael  Ira,  Tucker 
Shoffner,  John  McKinley,  Decatur 
Silverman,  Stuart  Harold,  Decatur 
Sommerville,  Margaret  J.  L., 
Atlanta 

Spurlock,  John  W.,  Evans 
St.  Clair,  Jane  Turley,  Atlanta 
Stebler,  Michael  E.,  Waycross 
Stubbs,  David  Manning,  Albany 
Stewart,  Larry  Daniel,  Perry 
Sullivan,  Robert  F.,  Carnesville 
Theriot,  Georgia  Marie,  Newnan 
Tran,  Chuong  Dinh,  Augusta 
Wadhwani,  Rita  Gidwani,  Atlanta 
Wakefield,  Marsha  Louise, 

Augusta 

Warren,  Howell  R.,  Atlanta 
Washington,  James  Edward, 
Atlanta 

Widell,  Jeffrey  L.,  Decatur 
Wilhelmi,  Louis  James,  Augusta 
Williams,  Charles  Dirk,  Acworth 
Williamson,  Jackie  Larae,  Acworth 
Witt,  Michael  Anthony, 

Chatsworth 

Wood,  Richard  Elgin,  Columbus 
Wright,  Stephen  Cole,  Atlanta 
Wysong,  Edward  Dale,  Hartwell 
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THE  AUXILIARY 


History  of  the  Medical  Profession  — 

The  Perfect  Holiday  Gift 


“What  experience  and  history 
teach  is  this  — that  people  and 
government  never  have  learned 
anything  from  history  or  acted  on 
principles  deduced  from  it. . . . ” 

Notwithstanding  the  pessimis- 
tic words  of  Georg  Wilhelm 
Friedrich  Hegel,  19th  Century  phi- 
losopher, a better  knowledge  of 
Georgia’s  fascinating  medical  his- 
tory could  serve  as  an  important 
guide  to  understanding  some  of  the 
current  problems  being  faced  by 
physicians  and  their  families. 

The  MAG  Auxiliary’s  book,  The 
Medical  Profession  in  Georgia,  1 733- 
1983,  was  published  in  late  1983 
with  three  purposes  in  mind:  1)  to 
bring  an  accurate  history  to  those 
unaware  of  their  past;  2)  to  raise 
funds  for  the  Auxiliary-sponsored 
William  R.  Dancy,  M.D.  Medical 
Student  Loan  Fund  for  deserving 
Georgia  medical  students;  and  3) 
as  medicine’s  contribution  to  our 
state’s  250th  birthday  celebration. 

These  objectives  have  been  suc- 
cessful and  ongoing  parts  of  the 
Auxiliary’s  annual  programs  since 
publication  of  the  book,  and  to  date 
their  influence  has  reached  far  be- 
yond the  borders  of  Georgia.  In  ad- 
dition to  the  copies  of  book  sold  to 
be  placed  in  Georgia  doctors’  of- 
fices, hospital  libraries,  public  li- 
braries, college  collections,  and 
private  homes,  the  Auxiliary  can 
boast  that  today  many  college  and 
medical  libraries  over  the  country 
have  on  their  shelves  at  least  one 
copy  of  The  Medical  Profession  in 
Georgia,  1733-1983. 

These  include  such  well-known 
institutions  as  The  University  of  Cal- 
ifornia at  San  Francisco,  The  Uni- 
versity of  Alabama  and  the  public 
library  of  Birmingham,  Yale  Uni- 
versity, Princeton  University,  The  St. 
Louis  Society  for  Medical  and  Sci- 
entific Education,  the  Library  of  the 
College  of  Physicians  of  Philadel- 


phia, The  Osier  Library  of  McGill 
University,  Montreal,  Canada,  The 
Medical  Center  Library,  Duke  Uni- 
versity, The  American  College  of 
Obstetrics  and  Gynecology,  Wash- 
ington, D.C.,  The  University  of  Wis- 
consin Center  for  Health  Sciences 
Library,  Madison,  Wisconsin,  and 
Howard  University,  Washington, 
D.C. 

Several  publications  in  various 
sections  have  periodically 
published  reviews  of  the  book 
which  stimulated  sales  from  out- 
side Georgia,  among  them  The 
Journal  of  the  American  Dental  As- 
sociation and  the  Bulletin  of  the 
History  of  Medicine,  published  by 
The  American  Association  for  the 
History  of  Medicine  and  The  Johns 
Hopkins  Institute  of  the  History  of 
Medicine. 

Newspapers  and  magazines  over 
Georgia  also  have  reviewed  the 
book  with  favorable  comments. 
Letters  have  come  from  physicians 
and  other  readers  in  many  areas  of 
the  country,  congratulating  the 
Auxiliary  for  making  known  the  story 
of  Georgia’s  medical  history.  These 
will  fill  a large  scrapbook  to  be 
placed  later  in  the  archives  of  the 
Auxiliary. 

Perhaps  more  important  have 
been  the  messages  from  recipients 


of  aid  given  through  the  William  R. 
Dancy,  M.D.  Medical  Student  Loan 
Fund. 

“I  could  never  have  completed 
my  final  year  in  medical  school  had 
it  not  been  for  help  given  me  by  the 
Dancy  Fund,”  declared  one  of  Geor- 
gia’s present-day  female  physi- 
cians. 

A male  physician  revealed: 
“When  a third-year  medical  student 
with  a wife  and  three  children 
reaches  the  end  of  a month  and 
finds  there  is  no  money  left  and  no 
food  on  the  table,  he  and  he  alone 
knows  the  value  of  a small  loan  from 
the  Dancy  Fund.” 

For  those  physicians  and  their 
wifes  who  have  not  yet  bought 
the  Auxiliary’s  book  for  themselves, 
to  give  as  a gift  to  a friend,  or  to 
present  to  a library  or  school,  the 
book  is  still  available  by  sending  a 
check  to  Evelyn  Ward  Gay  (the  au- 
thor who  is  the  wife  of  an  Atlanta 
physician),  at  911  Vistavia  Circle, 
Decatur,  GA,  30033.  The  price  for 
the  400-page  hardback,  illustrated 
volume  is  $25  per  copy,  postage 
paid.  All  proceeds  go  to  the  Dancy 
Fund.  Even  if  you  already  have 
bought  a copy  of  the  book,  why  not 
buy  another  one  now  as  a special 
gift  for  someone  else  this  holiday 
season? 


During  a recent  medical 
meeting  at  the  Hyatt 
Regency  Hotel  in 
Cincinnati,  Ohio,  Evelyn 
Ward  Gay  (center),  author 
of  The  Medical  Profession 
in  Georgia,  1733-1983, 
discussed  the  book  with 
Dr.  and  Mrs.  Ronald  E. 
Overfield,  of  Nashville, 
active  members  of  the 
Tennessee  medical 
association  and  its 
auxiliary. 
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EDITOR'S  CORNER 


Christmas  Time 


“Christmas  time.  The  only 
time  I know  of,  in  the  long 
calendar  of  the  year,  when 
men  and  women  seem  by 
one  consent  to  open  their 
shut  up  hearts  freely  and  to 
think  of  the  people  below 
them  as  if  they  really  were 
fellow  passengers . . . and  not 
another  race  of  creatures 
bound  on  other  journeys.  ” 

Charles  Dickens  A Christmas  Carol 

WE  WERE  WINTERING  in  St. 

Louis  when  it  happened. 
Bleak,  dreary,  cold  St.  Louis,  with 
Midwestern  snow  all  about. 
Charles  Dickens  could  have  been 
describing  the  weather  in  St. 

Louis  when,  in  a novelette  called 
The  Chimes,  he  wrote  about 
London  weather:  “and  a breezy, 
goose-skinned,  blue-nosed,  red- 
eyed,  stony-toed,  tooth-chattering 
place  it  was  to  wait  in  in  the 
winter-time,  as  Toby  Veck  well 
knew.  The  wind  came  tearing 
around  the  corner,  especially  the 
east  wind,  as  if  it  had  sallied 
forth,  express,  from  the  confines 
of  the  Earth,  to  have  a blow  at 
Toby.” 

But  it  was  Christmas,  and  all 
about  us  was  the  feel  of  The 
Season  — the  smells,  the  sounds, 
and  the  magic  anticipation  of 
things  about  to  change.  The  daily 
grind  of  early  up  and  late  to  bed 
would  be  interrupted,  at  least  for 
a time,  by  the  need  to  close  the 
operating  rooms  and  gear  down 
the  admissions.  The  entire  pace 


of  life  would  be  rearranged. 
Christmas  in  the  South  surely 
brought  much  of  the  same,  and 
that  familiarity  we  would  miss, 
but  here  was  real,  sure  enough, 
bone-chilling  cold.  And  snow! 

It  seemed  proper  in  this  secure 
and  comfortable  world  which  we 
shared  with  the  first  two  children, 
they  were  then  2 and  4 years  of 
age,  that  close  friends  join  us  for 
the  tree  decorating.  We  were 
“ordinary”  surgeons  and  they 
neurosurgeons.  Betty  and  Herb 
Lourie  were  that  comfortable 
mixture  of  confident  and  open 
happiness  that,  among  our  several 
friends,  brought  their  names  to  us 
first.  They  came  then,  and  with 
them  their  3-year-old  daughter. 

The  little  apartment  but  barely 
confined  the  evening’s  activities 
as  spirits  lifted  spirits.  Modest  but 
healthy  food  assauged  appetites. 

A few  songs  were  sung  and  then 
the  tree  was  trimmed.  The 
evening  drew  to  a close  in  a 
comfortable  and  happy  way.  As 
Good  Presbyterians,  we  had  that 
secure  feeling  that  this  particular 
evening  had  been  spent  as  a 
Christmas  should  be  spent. 

The  dishes  were  being  put 
away  in  the  kitchen  when  Betty 
Lourie  said  to  the  good 
Presbyterian  wife  that  the 
invitation  to  share  the  evening 
was  generous  and  understanding. 
It  had  been  particularly 
appreciated.  The  words  fell  with 
lack  of  understanding  upon  the 
good  Christian  who,  with  easily 


perceived  confusion,  expressed 
her  lack  of  comprehension. 

“You  do  know  we  are  Jewish?”, 
questioned  Betty.  She  went  on  to 
say  that  the  daughter,  while  being 
brought  up  in  a Jewish  family, 
had  been  observing  all  of  the 
activity  as  Christmas  day  drew 
near  and  was  to  some  degree 
perplexed  by  it  all.  They  had,  of 
course,  enjoyed  the  evening 
themselves,  but  they  appreciated 
particularly,  she  said,  the 
opportunity  for  their  daughter  to 
see  and  understand  more  directly 
what  it  was  all  about. 

And  so  the  evening  came  to  a 
happy  and  joyous  ending.  No,  we 
knew  not  that  they  were  Jewish. 
We  had  known  them,  and  closely, 
those  years  past,  but  had  known 
them  as  friends  with  no  need  of 
ecclesiastical  identification.  Knew 
them  as  people  who  because  of 
sincerity  and  truthfulness  and 
trustworthiness  and  a hundred 
other  virtues  we  liked  to  be 
around.  And  now  we  knew  them 
as  good  company.  As  good 
Christmas  tree  trimmers  and  carol 
singers.  We  now  knew  them  as 
Jewish,  astonishing  us  all,  they  as 
well,  that  this  bit  of  information 
made  no  difference  at  all. 

The  close  ties,  because  of 
distance,  faded,  but  the 
memories  and  the  friendship  went 
on  as  the  training  days  came  to 
an  end  — went  on  until  Herb 
Lourie  was  shot  to  death  in  his 
front  doorway  by  a crazed  patient 
some  years  later.  He  died  as  he 
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C O R N E R 

On  Billy  Mitchell 

had  lived  much  as  we  had  found 
him  and  his  family  that  Christmas 
night,  for  the  obituary  talked  of 
the  endless  activities  to  which  he 
devoted  so  much  of  his  time  and 
his  life.  Not  Jewish  activities,  nor 
Christian  either.  Secular  perhaps 
one  might  call  them,  for  they  cut 
across  the  lines  dividing 
humankind.  He  seemed  not  to 
know  that  boundaries  existed  — 
or  else  failed  to  recognize  them. 

And  so  we  come  again  to 
another  Christmas  and  afterwards 
a New  Year.  They  say  it  is  a 
Christian  holiday.  As  for  me,  I 
know  not.  It  seems  to  have 
grown,  to  have  become,  not  only 
that  but  something  more.  A time 
of  relaxing  the  constraints  of  time 
itself.  A place  for  taking  stock  and 
rearranging  priorities.  Surely  for 
this  family  at  least,  it  reminds  us 
that  we  are  all  in  this  place,  on 
this  earthly  spaceship,  whether 
we  be  Jew,  Christian,  Moslem,  or 
“other”  in  our  theologic  belief. 

For  we  can  still  hear  the  happy 
and  incredulous  voice  of  Betty 
Lourie  asking,  “You  do  know  that 
we  are  Jewish?”. 

CRU 

I>illy  Mitchell,  M.D.,  died  the 
other  day.  On  September  10, 
1988,  to  be  exact.  His  wife,  Millie, 
called  him  Claude.  The  shingle 
out  front  at  the  office  in  Smyrna 
said  W.  C.  Mitchell,  M.D.,  but 
most  of  us  who  knew  him  simply 
called  him  Billy. 

I feel  better  now  that  he  is 
gone.  Those  last  few  years  were 
tough  ones,  what  with  the  strokes 
and  the  aphasia  and  finally  the 
total  confinement  to  bed.  One 
had  to  feel  some  sense  of  comfort 
and  satisfaction  that  his  struggle 
was  over. 

He  was  a general  practitioner  in 
the  real  sense  of  the  word.  He 
had  come  to  Smyrna  47  years 
earlier  following  a schooling  at 
Emory  and  a training  at  “the 
Grady’s.”  He  did  a little  bit  of 
everything  during  those  47  years 
as  far  as  medicine  is  concerned. 
He  even  found  time  to  be  elected 
President  of  the  Medical 
Association  of  Georgia  in  1971. 

To  the  best  of  my  knowledge,  he 
is  the  only  one  from  the  Cobb 
County  Medical  Society  we  have 
ever  had  in  that  position.  He  went 
farther  than  that,  however.  He 
recognized  that  the  physician, 
blessed  with  a good  education 
and  granted  the  privilege  to  care 
for  the  health  of  others,  needed  to 
return  some  of  that  prestige  to  his 
community.  And  so  it  was  that  he 
helped  to  establish  the  Smyrna 
Chamber  of  Commerce  and 
occupied  the  position  of 
Chairman  of  the  Cobb  County 

Board  of  Education  for  10  years. 
He  saw  the  practice  of  medicine 
as  something  more  than  a way  to 
make  a living. 

^Tou  can’t  think  about  Billy 
\ Mitchell  without 
remembering  the  smile.  The 
quixotic  smile,  the  humorous 
stories  of  which  he  was  full,  and 
then  the  laughter  that  shook  the 
short,  statured,  overweight  body 
until  everyone  within  ear  shot  was 
laughing  with  him.  If  he  had  ever 
recognized  adversity,  he  would 
simply  have  told  it  a joke  and 
begun  to  laugh  back  at  it.  He 
laughed  with  his  friends,  he 
laughed  at  himself,  but  beyond 
this  he  took  his  responsibilities 
seriously.  He  was  the  epitome  of 
the  person  Henry  Van  Dyke  was 
talking  about,  “It  is  required  of  a 
man  that  he  do  more  than  stand 
tall  in  this  world.  He  must  stoop 
down  and  lift  mankind  a little 
higher.” 

And  so  it  was  that  I felt  better, 
and  smiled  a bit,  when  I looked 
in  the  casket.  He  seemed  to  smile 
back.  “Keep  laughing  at  the  odds. 
Keep  looking  out  for  somebody 
other  than  yourself,”  he  seemed 
to  say. 

CRU 
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MRI  UPDATE 

MRI  Advances  the  Detection  of  Avascular  Necrosis 


Figure  A 


Figure  B 


Figure  C 


HISTORY:  This  patient  is  a 

50  year  old  male  presenting  with 
left  hip  and  leg  pain.  There  was  no 
history  of  trauma.  The 
radiographs  of  the  left  hip  suggest 
advanced  avascular  necrosis 
(AVN).  Radionuclide  bone  scan 
revealed  non-specific  generalized 
increased  radioactivity  involving 
the  entire  left  hip,  and  the  right  hip 
was  normal. 


SCAN:  Both  hips  were  imaged 
in  axial  and  coronal  projections. 
The  left  hip  has  multiple  findings 
consistent  with  advanced  AVN. 
such  as:  (a)  irregular  low  signal 
areas  mixed  with  high  signal  areas 
involving  the  superoanterior  left 
femoral  head  [Fig.  A],  (b)  ir- 
regularity and  flattening  of  the  ar- 
ticular surface  of  the  femoral  head 
indicating  fracture  and  collapse  of 
the  articular  surface,  (c)  large  effu- 
sion in  the  joint  capsule  [Fig.  B], 
The  right  hip  reveals  early 
changes  of  AVN,  characterized  by 
a low  signal  intensity  margin 
around  a central  area  of  increased 
signal  intensity  involving  the 
superoanterior  femoral  head  [Fig. 
C],  No  associated  fracture,  col- 
lapse, or  evidence  of  joint  effusion 
is  demonstrated  in  the  right  hip. 


MRI  HIGHLIGHTS:  The 

advantage  of  MRI  in  this  study  is 
twofold:  (1)  MRI  corroborated 
radiographic  findings  of  advanced 
AVN  in  the  left  hip.  and,  (2)  MRI 
disclosed  the  incidental  finding  of 
early  AVN  in  the  right  hip  which 
was  not  clinically  or 
radiographically  evident.  MRI  is 
the  most  sensitive  imaging  techni- 
que for  early  detection  of  AVN,  in- 
creasing the  success  of  surgical 
treatment  (core  decompression). 
Although  the  clinical  symptoms 
may  be  unilateral,  the  process  may 
be  bilateral:  occult  lesions  are 
most  likely  to  be  missed  by  bone 
scintigraphy  and  CT  scan. 
Radiographic  changes  are  not  evi- 
dent until  marked  bone  destruc- 
tion has  occurred. 


Atlanta 
Magnetic 
Imaging 

800  Douglas  Road  / Atlanta,  GA  30342 
(404)  256-9296 


Atlanta 
Magnetic 
Imaging-South 

176  Medical  Way  / Riverdale,  GA  30274 
404)  997-9313 


Athens 
Magnetic 
Imaging,  Ltd. 


2090-B  Prince  Ave.  / Athens,  GA  30606 


(404)  353-3873 

Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolution 
head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 

Copyright  © 1988  Health  Images,  Inc.  All  Rights  Reserved. 


fcgjf  3maae±,  3nc. 

”|P 


874 


Journal  of  MAG 


Quiet  Thoughts 


From  BYNUM’s  scrapbook  . . . 


THE  BRIDGE  BUILDER 

An  old  man  going  a lone  highway, 

Came  at  the  evening  cold  and  gray, 

To  a chasm  vast  and  deep  and  wide. 

The  old  man  crossed  in  the  twilight  dim; 

The  sullen  stream  held  no  fear  for  him, 

But  he  turned  when  safe  on  the  other  side, 

And  built  a bridge  to  span  the  tide! 

“Old  man,”  said  a fellow  pilgrim  near, 

“You  are  wasting  your  strength  with  building  here. 
Your  journey  will  end  with  the  ending  day. 

You  will  never  again  pass  this  way. 

You’ve  crossed  the  chasm  deep  and  wide. 

Why  build  you  this  bridge  at  evening  tide?” 

The  builder  lifted  his  old  gray  head, 

“Good  friend,  in  the  path  I have  come,”  he  said, 
“There  followeth  after  me  today, 

A youth  whose  feet  must  pass  this  way. 

This  chasm,  which  has  been  naught  to  me; 

To  that  fair-haired  youth,  may  a pitfall  be; 

He  too  must  cross  in  the  twilight  dim  — 

Good  friend,  I am  building  this  bridge  for  him!” 

W.  A.  Orongale 


THE  JOURNEY 
When  night  has  come, 

I know  that  trusted  hands  the  throttle  hold  — 

I know  that  steady  rails  and  miles  unfold  — 

I know  that  endless  watchers  guide  my  way  — 
This  is  my  right  — all  for  the  fare  I pay. 

I fall  asleep  within  a well-laid  birth  — 

And  we  speed  on  across  the  peaceful  Earth  — 
Till  day  has  come. 

When  night  has  come, 

And  come  it  must  to  all  the  sons  of  men, 

And  that  long  journey  starts  at  last,  will  then 
Steady  hands  be  at  the  pilot  wheel? 

Will  angel  watchers  guard  the  bow  and  keel? 
Will  all  the  fare  be  paid,  That  I by  right 
May  fall  asleep  in  peace  through  the  long  night 
Till  day  has  come? 


Richard  Bynum  Weeks,  M.D. 
Savannah 


We  invite  contributions  to  this  Department.  Please  send  them  c/o  the  Journal, 
938  Peachtree  St.,  Atlanta  30309. 
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Hospitals  Take  Stands  on 
Budget,  Legislation 

The  Georgia  Hospital 

Association  is  planning  to 
present  to  Gov.  Joe  Frank  Harris  a 
list  of  proposals  for  consideration 
in  the  state’s  fiscal  year  1990 
budget.  Most  of  the  proposals 
focus  on  improving  Medicaid 
coverage  and  reimbursement  as 
recommended  by  the  Department 
of  Medical  Assistance.  Some  of 
the  budget  proposals  were 
developed  by  GHA’s  Council  on 
Smaller  Hospitals  and  designed  to 
meet  the  financial  problems  of 
Georgia’s  rural  hospitals.  The 
proposals  include  the  following: 

• Medicaid  funding  for  swing- 
bed  services  for  rural  hospitals 
that  have  fewer  than  100  beds. 

• Expanded  Medicaid  coverage 
that  would  include  pregnant 
women  whose  family  incomes  are 
below  125%  of  the  federal  poverty 
level.  GHA  also  proposes  that 
coverage  gradually  be  expanded 
even  further  to  include  women 
whose  incomes  fall  below  185% 
of  the  federal  poverty  level. 
Currently,  Medicaid  provides 
maternity  coverage  only  to  women 
who  have  incomes  below  100%  of 
that  level.  The  wider  coverage, 
says  GHA,  would  significantly 
reduce  the  amount  of  neonatal 
care  now  required  in  the  state. 

• Allowing  AIDS  patients  to  be 
served  by  the  state  community 
care  program.  That  program 
provides  home  services  to 
patients  who  are  eligible  for 
nursing  home  care. 

• Higher  reimbursement  for 
nursing  home  patients  who 
require  more  intense  services. 

In  addition  to  its  budget 
recommendations,  the  hospital 
association  has  developed  the 
following  positions  that  it  will 
support  during  the  1989  General 
Assembly: 

Revisions  to  the  Nonresident 
Indigent  Care  Act.  Most  counties 


T A L NEWS 


in  the  state  do  not  help  pay  for 
health  care  for  the  poor,  and  the 
cost  of  that  care  falls  on  the 
counties  that  do  provide 
hospitals.  GHA’s  position  is  that 
all  counties  should  help  finance 
the  health  care  for  their  medically 
indigent  citizens.  It  supports  a 
revision  of  the  law  that  would 
make  each  county  responsible  for 
the  cost  of  care  provided  to  its 
indigent  citizens  by  a hospital  in 
another  county  when  the  first 
county  does  not  provide  that 
treatment. 

Risk  pool  for  uninsurable 
persons.  Many  Georgians  cannot 
purchase  health  insurance 
because  of  pre-existing  illnesses, 
thus  making  it  difficult  for  some 
small  employers  to  provide  group 
health  plans.  GHA  supports  the 
creation  of  a risk  pool  that  would 
expand  health  insurance  to 
uninsurable  persons. 

Open  meetings.  The  1988 
revision  to  the  open  meetings  law 
requires  that  hospital  authority 
committee  meetings  comply  with 
its  provisions.  Thus,  hospital 
authorities  cannot  discuss  the 
development  of  new  services 
without  giving  their  competitors 
an  unfair  advantage.  The  hospital 
association  supports  the 
exemption  of  hospital  authority 
committees  from  the  law  as  well 
as  of  hospital  authority  boards 
when  discussing  the  acquisition 
of  real  property,  the  expansion  of 
health  services,  the  preparation  of 
certificate  of  need  applications, 
the  investigation  of  potential 
claims,  and  medical  staff 
recruitment. 

Office  of  Rural  Health  Care.  The 
State  Health  Planning  Agency’s 
Rural  Hospital  Task  Force  has 
recommended  the  creation  of  an 
Office  of  Rural  Health  Care.  The 
office  would  be  part  of  the 
Department  of  Community  Affairs, 
and  it  would  help  rural 
communities  with  health  care 
planning  as  well  as  with  research 
of  health  care  issues.  GHA 


supports  the  establishment  of  the 
office. 

Hospital  Fight  for  an  end  to 
Medicare  cuts 

Hospitals  throughout  the 

country  are  in  the  middle  of 
a campaign  aimed  at  stemming 
further  cuts  in  Medicare 
reimbursement. 

The  campaign,  which  is  headed 
by  the  American  Hospital 
Association,  encourages  voters  to 
contact  their  Washington 
representatives  and  ask  for  an  end 
to  the  continuing  cutbacks  in 
hospitals’  Medicare  payments. 

The  goal  of  the  campaign  is  to 
generate  three  contacts  for  every 
licensed  hospital  bed,  or  a total 
of  1.5  million  contacts. 

The  AHA  points  out  that  when 
the  Medicare  prospective  payment 
began  5 years  ago,  Congress 
promised  to  increase  the 
reimbursement  rates  each  year  by 
an  amount  large  enough  to  cover 
the  increase  in  costs.  Yet  since 
that  time,  however,  Congress  has 
failed  to  produce  those  increases 
by  $32  billion.  As  a result, 
hospitals’  profits  fell  to  0.1%  in 
1987,  and  nearly  half  of  all 
hospitals  in  the  country  are 
expected  to  lose  money  caring  for 
their  Medicare  patients  next  year. 

One  result  so  far  that  the 
campaign  has  brought  about  is  a 
resolution  introduced  by  Sen. 

Paul  Simon  (D-IL)  to  protect 
Medicare  hospital  payments  from 
budget  cuts  in  FY  1990.  Although 
the  resolution  is  non-binding, 
Simon  has  said  it  “sends  a strong, 
clear  signal  that  we  have  a 
problem.”  Joining  in  the  support 
of  the  resolution  were  Sens. 

Nancy  Kassebaum  (R-KS)  and 
Dave  Durenberger  (R-MN),  and 
Reps.  Barbara  Boxer  (D-CA), 

Nancy  Johnson  (D-CT),  and 
James  Oberstar  (D-MN). 

(This  department  is  sponsored 
by  the  Georgia  Hospital 
Association.) 
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A Medic  Computer  System  Located 
Hundreds  Of  Unpaid  Medical  Bills. 

jillllil 1 .d 


Arid  Not  By  Accident. 


It’s  true.  When  a Medic  Computer  System  replaced 
anotherinone  large  practice, itfoundthousandsofdollars 
in  bills  never  sent  and  insurance  claims  never  filed. 

Medic  can  help  solve  your  cash  flow  problems  just 
as  easily.  Since  each  transaction  has  a unique  number, 
payments  are  easy  to  track.  Our  Aged  Accounts  Receiv- 
able Report  will  list  overdue  accounts  by  any  amount  or 
time  frame  you  choose.  And  our  Aged  Insurance  Claims 
Report  even  calculates  the  number  of  days  since  a 
claim  was  filed.  So  you  can  act  before  a bill  gets  too  large 
ora  claim  gets  too  old. 

Medic’s  already  at  work  in  more  than  2,000  prac- 
ticesfrom  coasttocoast.  And  more  than  6,000  physicians 
enjoy  the  security  of  a system  backed  by  a $2.5  billion 
organization.  PlusTexas  Instruments  hardware,  a leader 
in  expandability,  compatibility  and  reliability.  That  makes 
Medic  the  system  you  can  start  with  and  stay  with. 

So  choose  a system  that  will  turn  your  bottom  line 

8601  Six  Forks  Rd.,  Suite  300,  Raleigh,  NC  27615,  919-847-8102.  In  NC  Call:  1-800-877-5678.  Outside  NC  Call:  1-800-334-8534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Dallas,  Denver,  Ft.  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 

j 

•ECEMBER  1988,  Vol.  77 


around.  Call  Medic.  The  specialists  in  computer  I 

[ Instruments  | 

systems  for  America’s  medical  community. 


COMPUTNG  PHOOUCTS 

.AUTHORIZED  - 
SALES 


rP 


Please  teli  me  how  Medic  Computer  Systems  can  help  my  practice 

Name 

Address 

City 


n 


.State. 


.Zip. 


. Number  of  physicians  in  practice  . 


Phone  ( ) 

Specialty 

Medic  Computer  Systems 

| 8601  Six  Forks  Rd.,  Suite  300,  Raleigh  NC  27615  12/88GA 


medic 

computer  systems 
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The  Future  Effect  Of  AIDS 
On  Tour  Insurance  Plans 

Answer  This  Question: 

If  in  the  1970's  and  early  1980's  you  had  known  what  you 
know  now  about  medical  malpractice  premiums,  would  you 
have  been  willing  to  purchase  your  coverage  on  a fixed, 
guaranteed  cost  basis? 


That  type  of  opportunity  exists  today  in  an  area 
that  is  likely  to  be  as  volatile  as  the  malpractice 
area  has  been.  I am  referring  to  nonguaranteed 
life  and  disability  plans. 

The  spectre  of  AIDS  is  casting  a long  shadow  in 
the  insurance  community.  Because  of  actual 
claims  and  expected  claims,  most  nonguaranteed 
plans,  and  plans  offered  by  companies  that  are 
not  rock  solid,  will  be  severely  affected.  Unless 
you  are  positioned  properly,  you  will  see  a 
doubling  and  tripling  of  your  insurance  rates, 

Compare: 

Sample  rates  for  one  of  our  medical  plans  are  listed  below.  It  is 
with  an  “A+  rated"  carrier  and  is  priced  very  competitively. 


Typical  Association  Rate  *A+  Rated”  Carrier 

as  of  10-01-87  as  of  05-01-88 

$300  Deductible  $250  Deductible 


AGE 

EMPLOYEE 

FAMILY 

AGE 

EMPLOYEE 

FAMILY 

Under  35 

$ 50.00 

$157.00 

Under  29 

$ 34.00 

$ 91.00 

35-39 

$ 63.00 

$189.00 

30-39 

$ 38.00 

$113.00 

40-49 

$ 93.00 

$260.00 

40-44 

45-49 

$ 49.00 
$ 59.00 

$127.00 

$142.00 

50-59 

$148.00 

$370.00 

50-54 

55-59 

$ 70.00 
$ 84.00 

$155.00 

$169.00 

60-64 

$211.00 

$498.00 

60-64 

$101.00 

$186.00 

Of  course  you  would. 

and  many  plans  will  be  cancelled  altogether. 

Professional  Resource  Group  works  only  with 
physicians.  We  are  committed  to  helping  them 
keep  their  plan  costs  as  low  as  possible  without 
sacrificing  quality. 

Though  costs  can  not  be  guaranteed  on  medical 
insurance,  thousands  of  dollars  can  be  saved  each 
year;  in  fact,  Professional  Resource  Group  was 
able  to  offer  an  annual  savings  in  excess  of 
$19,000  for  a medical  practice  in  Atlanta. 


*The  “A  + Rated”  carrier’s  premiums  would  be  slightly  higher  in  the  Atlanta  area.  Rates  and  contracts  are  subject  to  change.  A number  of  options 
are  available  including  Maternity,  Prescription,  Dental,  etc.  at  additional  premiums.  All  premiums  are  subject  to  underwriting  acceptance. 


Name  

Address  

City/State  

Phone  

Contact  Person  

□ Group  Health  □ Disability  Income  D Pension  Design/Administration 

□ Life  D Business  Overhead  Expense  D Future  Tail  Coverage  Buyout 


Professional  Resource  Group 
P.O.  Box  7190 
2045  Peachtree  Rd.,  NE 
Atlanta,  GA  30357 
(404)  351-7257 

Robert  E.  Dudley 
President 
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Diagnosing  and  Treating 
Chronic  Rain 

A Challenge  for  Both  Practitioner  and  Patient 


James  E.  Anthony,  Jr.,  M.D. 


This  paper  is  prompted  by  the 
large  numbers  of  complaints 
the  Composite  State  Board  of  Med- 
ical Examiners  (CSBME)  has  re- 
ceived about  physicians  who  use 
scheduled  drugs  in  the  manage- 
ment of  chronic  pain  states.  Many 
physicians  have  been  disciplined 
by  the  CSBME  of  Georgia  for  inap- 
propriate use  of  narcotics  in  the 
treatment  of  benign  chronic  con- 
ditions. Guidelines  for  the  practic- 
ing physician  who  is  confronted 
with  the  common,  serious,  vexing 
problem  of  the  treatment  of  chronic 
pain  are  presented. 

Pain  is  one  of  the  common  symp- 
toms that  causes  a patient  to  visit 
the  physician’s  office  or  hospital. 
Acute  pain,  for  the  most  part,  last- 
ing less  than  several  weeks  is  gen- 
erally well  treated  by  usual  meas- 
ures. Pain  lasting  longer  than  6 to 
8 weeks  may  present  a problem 
more  difficult  than  the  original 
cause  of  the  pain.  Since  pain  fol- 
lows a stimulus,  it  would  seem  log- 
! ical  that  removing  the  stimulus 
| would  result  in  pain  relief.  Unfor- 
tunately, this  is  frequently  not  true. 
Pain  eventually  may  be  triggered  by 
factors  not  relating  to  the  original 
stimulus.  Consequently,  the  patient 
develops  a learned  stimulus. 


Physicians  must 
consider  not  only  the 
pain  mechanisms  but 
also  the  psychologic 
factors  and  coping 
skills  in  the  patient’s 
problem,  since  there  is 
a high  incidence  of 
iatrogenic 

complications  in  such 
patients,  mostly  from  ill 
advised  drug 
prescriptions  and  drug 
misusage. 

Pain  is  a complex  behavior  pat- 
tern, and  because  of  this  the  diag- 
nosis of  chronic  pain  is  a very  dif- 
ficult task.  It  has  been  difficult  to 
measure  pain  and  difficult  to  clas- 
sify its  origin  and  type.  Much  of  the 
investigation  of  pain  is  of  a subjec- 
tive nature. 


At  the  time  this  article  was  written,  Dr.  Anthony 
was  Medical  Coordinator  of  the  Composite  State 
Board  of  Medical  Examiners. 


It  is  essential  to  understand  the 
nature  of  pain  and,  if  possible,  pro- 
vide a diagnosis  and  to  develop  a 
management  plan.  It  is  worth  em- 
phasizing, again,  that  the  treatment 
of  acute  pain  differs  substantially 
from  the  treatment  of  chronic  pain. 
It  is  also  important  at  the  beginning 
to  make  a distinction  between  tol- 
erance and  addiction. 

Basic  Pain  Mechanisms 

The  experience  of  pain  begins 
with  stimulation  of  specialized 
nerve  endings,  which  are  known  as 
nociceptors.  Such  stimulation  can 
be  triggered  by  a large  variety  of 
stimuli  of  such  magnitude  to  affect 
tissue  damage.  The  activation  of 
nociceptors  is  encoded  into  a set 
of  signals  — the  so-called  nocicep- 
tive stimulation  — which  are  trans- 
mitted to  the  central  nervous  sys- 
tem. The  encoding  process, 
however,  is  still  poorly  understood 
in  its  biochemical  complexity.  Cer- 
tain spinal  cord  neurons  (the  so- 
called  wide  dynamic  range  (WDR) 
neurons)  have  been  identified 
which  seem  to  have  a long  memory. 
Once  they  have  been  activated  by 
a nociceptive  stimulation,  they  are 
known  to  continue  firing  even  after 
the  offending  stimulation  has  been 
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eliminated.  The  wide  range  of  their 
firing  fields  may  refer  a painful  per- 
ception far  away  from  the  original 
source  of  nociceptive  stimulation. 
The  presence  and  the  characteristic 
of  the  WDR  neurons  offer  an  ac- 
ceptable neuro-physiologic  model 
for  a chronic  pain  syndrome  in  the 
absence  or  long  after  an  injury  or  a 
disease  has  occurred.  Damage  to  a 
peripheral  sensory  nerve  causes 
various  abnormalities  in  the  func- 
tioning of  the  central  neurons  lead- 
ing to  a condition  which  has  been 
labeled  “sensory  deafferentiation” 
or  “sensory  epilepsy.”  Sensory 
deafferentiation  offers  another  ac- 
ceptable model  to  explain  many 
painful  syndromes  associated  with 
the  damage  of  peripheral  nerves, 
such  as  post-herpetic  neuralgia  and 
pain  associated  with  multiple  sur- 
geries and  extensive  scarring.  When 
nociceptive  signals  reach  the  brain, 
they  are  interpreted  as  a pain  mes- 
sage and  trigger  a cascade  of  phys- 
ical, emotional,  and  cognitive  re- 
sponses. 

Physical  Responses  to  the 
Perception  of  Pain 

(1)  Sympathetic  arousal.  This  is 
quite  common  following  a percep- 
tion of  pain.  It  may  lead  to  multiple 
peripheral  malfunctions,  mostly 
consisting  in  altered  blood  flows  to 
affected  bodily  parts. 

(2)  Inactivity.  While  inactivity  is 
proper  and  necessary  to  provide  rest 
and  healing  to  an  injured  part  of  the 
body,  too  much  inactivity  past  the 
healing  time,  resulting  in  poor 
physical  fitness,  may  lead  to  seri- 
ous malfunctioning  affecting  al- 
most every  system  of  the  body. 

Emotional  Responses 

The  perception  of  pain,  both  in 
its  acute  and  chronic  forms,  causes 
several  emotional  responses  of 
which  anxiety  and  depression  are 
the  best  documented.  In  turn,  both 
of  these  emotional  disturbances 
lead  to  sympathetic  arousal  and  to 
profound  changes  in  lifestyles  and 
activities  of  daily  living. 

Cognitive  Responses 

Individual  values,  attitudes, 
thought  processes  may  be  deeply 
altered  by  a painful  perception, 
mostly  in  its  chronic  form,  leading 


to  a possible  loss  of  self-esteem, 
with  a resultant  state  of  “learned 
helplessness.” 

Acute  Versus  Chronic  Pain 

Acute  pain  is  a relatively  short, 
unpleasant  experience  which 
clearly  relates  to  an  identifiable 
pathologic  condition.  In  acute  pain, 
anti-nociceptive  phenomena  have 
been  demonstrated  to  be  at  work, 
with  outpouring  of  endorphin,  ser- 
otonin, and  other  neuro-transmit- 
ters. On  the  contrary,  chronic  pain 
is  a prolonged  experience  of  con- 
tinuous discomfort,  which  usually 
relates  poorly  to  any  document- 
able,  pathologic  condition,  and/or 
in  the  absence  of  a pathologic  con- 
dition. At  the  present,  there  is  little 
evidence  in  the  literature  that  any 
anti-nociceptive  mechanism  is  sig- 
nificantly present  in  a chronic  pain 
state. 

Practical  Diagnostic  Suggestions 
for  the  General  Practitioner  to 
Distinguish  Between  Acute  and 
Chronic  Pain 

A physician  should  be  alerted 
about  the  possibility  of  a non-di- 
agnosed  chronic  pain  syndrome 
anytime  he  or  she  is  confronted  with 
a patient  who  complains  of  pain  out 
of  proportion  anatomically,  phys- 
iologically, and  emotionally  to  any 
documented  pathologic  disorder. 
As  far  as  personality  type  is  con- 
cerned, most  physicians  seem  to 
agree  that  the  alcoholic  with  a his- 
tory of  substance  abuse  presents 
real  problems  with  regard  to  pre- 
scribing addictive  medication.  The 
passive  dependent  person  also  gets 
hooked  on  drugs  very  quickly,  so  it 
is  extremely  important  to  be  cau- 
tious in  the  use  of  controlled  sub- 
stances with  them.  The  chronic 
complainer  may  also  become  ad- 
dicted easily,  and  for  this  reason  it 
is  important  for  the  physician  to 
know  the  patient  well  before  pre- 
scribing narcotics.  Although  there 
are  those  who  believe  that  chronic 
pain  can  be  treated  with  narcotics, 
such  drugs  have  generally  resulted 
in  major  problems.  This  type  of 
treatment  may  interfere  with  proper 
treatment  for  pain. 

Several  attempts  have  been  pre- 
sented in  the  literature  over  the  last 
decade  proposing  various  classifi- 
cations of  pain  based  on  multidi- 


mensional assessment  models.  One 
of  these  models  was  proposed  by 
Dr.  Brena  and  his  colleagues  and 
is  known  as  the  Emory  Pain  Esti- 
mate Model  (EPEM).1  The  EPEM  is 
basically  an  operational  definition 
of  chronic  pain  patients  obtained 
through  the  quantification  of  med- 
ical and  psycho-functional  data.  It 
leads  to  a classification  of  pain,  de- 
scribing four  classes  of  chronic  pain 
states,  for  easy  diagnosis  by  any 
physician  who  is  familiar  with  the 
EPEM.  The  Commission  on  Pain  and 
Disability  of  the  Social  Security 
Administration  has  clearly  recog- 
nized the  existence  of  a “chronic 
pain  syndrome,”  which  is  peculiar 
for  patients  belonging  to  Groups  A 
and  B,  but  can  also  be  present  in 
patients  of  Groups  C and  D (Table 
1).  Both  the  EPEM  and  the  Social 
Security  taxonomies  of  pain  may 
have  significant  clinical  value  to  the 
medical  practitioner,  because  they 
describe  operationally  every  pos- 
sible patient  who  presents  himself 
to  the  physician  with  chronic  pain 
complaints. 

The  chronic  pain  syndrome  has 
been  described  by  the  Social  Se- 
curity Commission  on  Pain  and  Dis- 
ability as  follows:  1)  pain  com- 
plaints out  of  proportion  to  medical 
findings;  2)  evidence  of  significant 
psychologic  malfunctioning;  3)  in- 
activity; 4)  history  of  drug  misus- 
age;  5)  history  of  abuse  of  the  health 
care  system;  6)  history  of  social 
malfunctioning,  which  may  pre- 
cede onset  of  the  chronic  pain  syn- 
drome. The  Social  Security  Com- 
mission has  clearly  stated  that  the 
chronic  pain  syndrome  should  not 
be  confused  with  a psychiatric  dis- 
order or  with  patient's  malingering. 
The  Social  Security  Commission 
believes  that  the  physiologic  and 
psychosocial  behavioral  patterns 
inherent  in  the  chronic  pain  syn- 
drome can  provide  a basis  for 
trained  clinicians  to  distinguish  be- 
tween chronic  pain  and  a patho- 
logic pain  from  an  identified  tissue 
abnormality.  Furthermore,  the 
Commission  recognized  that  the 
chronic  pain  syndrome  is  treatable 
and  need  not  be  a permanent  con- 
dition. While  a few  individuals  may 
improve  spontaneously,  others  need 
the  assistance  of  a concerted  re- 
habilitation effort  of  trained  profes- 
sionals. 
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Clinical  Features  of  Chronic  Pain 

(1)  Depression.  Because  of  the 
frustrating  and  unrelenting  nature 
of  chronic  pain,  the  patient  usually 
becomes  depressed.  This  may  be 
increased  by  an  underlying  endog- 
enous depression  which  the  patient 
had  before  the  pain  developed  and 
makes  the  patient  prone  to  devel- 
oping a chronic  pain  syndrome. 

(2)  Disability.  Chronic  pain  dis- 
ables fhe  patients  mentally,  physi- 
cally, and  spiritually,  which  may  ef- 
fect the  function  and  eventual 
outcome  of  treatment. 

(3)  Dependency.  Because  pain  is 
associated  with  a symptom  of  a dis- 
ease process,  pain  is  usually  con- 
sidered as  meaning  disease.  The 
more  serious  the  pain,  the  more  se- 
rious the  disease  process  is  per- 
ceived to  be.  Consequently,  when 
the  pain  is  severe,  the  patient  as- 
sumes that  the  disease  is  more  se- 
rious and  becomes  dependent  upon 
physicians  for  medication  or  sur- 
gery and  support. 

(4)  Disuse.  This  has  a tendency 
to  put  the  disease  process  to  rest, 
and  although  in  general  this  is  ef- 
fective for  acute  disease  processes, 
it  is  counterproductive  in  chronic 
pain  states.  Long  rest  periods  result 
in  decalcification  of  bones,  soft- 
ening of  tendons  and  ligaments,  and 
dysfunction  of  the  musculoskeletal 
system,  thus  increasing  the  chronic 
pain. 

(5)  Doctor  shopping.  Patients  try 
to  find  a quick  fix  and  visit  doctor 
after  doctor  without  giving  any  one 
doctor  the  benefit  of  the  in-depth 
circumstances  which  influence  the 
pain.  Each  physician,  because  of 
his  or  her  brief  contact,  provides 
some  medication  to  relieve  the  pain. 
As  these  different  medications  ac- 
cumulate, the  patient  can  become 
dependent  on  them. 

(6)  Drug  abuse  or  misuse.  Pa- 
tients are  given  the  impression 
through  our  culture  that  there  is  a 
drug  solution  to  most  problems. 
Drugs  are  used  in  multiple  prescrip- 
tions to  relieve  chronic  pain,  but 
this  attempted  solution  becomes  a 
part  of  the  problem. 

Management  of  Chronic 
Pain  Patients 

The  Social  Security  Commission 
on  Evaluation  of  Pain  and  Disability 


has  recognized  that  it  is  possible  to 
establish  protocols  of  evaluation  of 
individuals  complaining  of  chronic 
pain  to  establish  an  acceptable  plan 
of  management.  Treatment  and  re- 
habilitation programs  must  be  mul- 
timodal and  time-restricted  to  be 
cost  effective.  Minimum  standards 
for  pain  centers  should  include:  1) 
interdisciplinary  (team)  evaluation 
to  include  medical,  psychologic, 
functional,  sociologic,  and  voca- 
tional assessments;  2)  quantitative 
measurements  of  dysfunction  and 
therapy-related  improvement;  3)  re- 
habilitation goals,  including  detox- 
ification from  addictive  medica- 
tion, improvement  of  function, 
endurance,  range  of  motion,  lifting 
capacity  and  tolerance,  patient 
training  in  self-control  of  automatic 
functions,  muscle  tension,  self-care, 
stress  management,  and  psycho- 
logic functioning;  4)  specification 
of  treatment  objectives  in  a format 
ensuring  informed  consent;  5) 
measures  of  compliance  with  the 
rehabilitation  goals  by  periodic  re- 
evaluation  of  medical,  psychologic, 
and  functional  progress;  6)  voca- 
tional and  avocational  counseling 
for  patients  with  a pending  disabil- 
ity claim,  in  order  to  facilitate  pa- 
tient return-to-work  functioning. 

At  the  present,  there  is  no  board 
certification  to  monitor  the  per- 
formance of  physicians  practicing 
pain  medicine.  There  is  an  Ameri- 
can Academy  of  Pain  Medicine  (Al- 
gology) which  is  trying  to  obtain 
recognition  by  the  AMA.  Competent 
pain  control  facilities  are  certified 
by  the  Commission  on  Accredita- 
tion of  Rehabilitation  Facilities 
(CARF),  which  has  established  cri- 
teria of  excellence  for  pain  clinics, 
many  of  them  quite  similar  to  the 
criteria  recommended  by  the  Social 
Security  Commission. 


It  is  extremely  important  for  phy- 
sicians to  realize  that  they  cannot 
cure  all  patients  and  cannot  relieve 
all  pain.  It  is  important  to  teach  pa- 
tients to  cope  with  pain  and  get 
them  off  drugs,  since  dependence 
on  drugs  increases  the  pain.  The 
body  itself  will  manufacture  endor- 
phins which  are  suppressed  when 
given  pain  drugs. 

Sympathetic  Nerve  Blocks 

Historically,  sympathetic  nerve 
blocks  have  enjoyed  a peculiar  role 
of  usefulness  in  managing  patients 
with  chronic  pain.  The  recent  ad- 
vent of  electronic  thermography  has 
provided  a clinical  explanation  for 
such  usefulness.  In  an  overwhelm- 
ing majority  of  chronic  pain  pa- 
tients, thermographic  studies  have 
shown  evidence  of  “cold”  patterns 
in  the  painful  bodily  area,  which 
demonstrate  a sympathetic  mal- 
function, leading  to  a diagnosis  of 
“sympathetically  mediated  pain.” 
Such  “cold”  thermographic  pat- 
terns usually  are  corrected  follow- 
ing proper  asympathetic  block  ther- 
apy within  a structured  pain 
rehabilitation  program. 

Psycho-Physiologic  Reactivation 

Because  psycho-physiologic  mal- 
functioning is  a typical  feature  of  a 
chronic  pain  patient,  particularly  in 
patients  of  Groups  A and  B (Table 
1),  a program  of  psycho-physio- 
logic  rehabilitation  is  mandatory. 
Key  points  in  psycho-physiologic 
rehabilitation  may  include  the  fol- 
lowing: biofeedback  and  relaxation 
training,  psycho-physiologic  coun- 
seling, physical  and  occupational 
therapy,  and  work  programs  for 
those  with  a documented  voca- 
tional potential  to  return  to  the  job 
market. 


TABLE  1 — Classification  of  Chronic  Pain  States  According  to  the 
Social  Security  Commission  on  Pain  and  Disability 


Group  A — Chronic  pain,  inability  to  cope,  insufficient  documented  impairment  for 
lack  of  pertinent  medical  findings. 

Group  B — Chronic  pain,  competent  coping,  insufficient  documented  impairment  for 
lack  of  pertinent  medical  findings. 

Group  C — Chronic  pain,  inability  to  cope,  documented  impairment  from  pertinent 
medical  findings. 

Group  D — Chronic  pain,  competent  coping,  documented  impairment  from  pertinent 
medical  findings. 
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Drug  Therapy 

Drug  therapy  of  pain  is  quite  use- 
ful in  acute  and  recurrently  acute 
pain  states.  In  chronic  pain  states, 
its  value  is  questionable  and  often 
leads  to  iatrogenic  complications 
and  physical  dependence  on  drugs 
— which  are  the  common  features 
of  the  chronic  pain  syndrome.  The 
physician  should  be  alert  to  the 
possibility  of  a chronic  pain  patient 
displaying  the  symptoms  of  a 
chronic  pain  syndrome  and  avoid 
prescription  of  habit-forming  med- 
ication (opiates,  tranquilizers,  sed- 
atives, etc.)  in  a patient  with  the 
operational  characteristics  of 
Groups  A and  B of  the  Social  Se- 
curity taxonomy. 


Drug  management  of 
chronic  pain  patients 
requires  a higher 
degree  of 
sophistication  than 
patients  with  acute 
pain. 


A number  of  physicians  feel  the 
source  of  pain  is  not  significant,  as 
patients  with  chronic  headaches  or 
extremity  pain  undergo  nearly  the 
same  emotional  changes  as  pa- 
tients with  low  back  pain.  Conse- 
quently, the  persistent  pain,  regard- 
less of  source,  becomes  a chronic 
pain  syndrome.  A recent  report  in 
the  medical  literature  suggests  that 
patients  with  chronic  pain  that  are 
referred  to  pain  clinics  have  more 
emotional  pathology  than  those 
with  persistent  pain  who  are  treated 
by  their  private  physician.  This 
would  suggest  that  not  everyone 
with  pain  of  6 months’  duration  de- 
velops chronic  pain  syndrome. 
Proper  treatment  of  the  chronic  pain 
syndrome  requires  a comprehen- 
sive approach  with  an  algologist, 
psychologist,  physical  therapist, 
and  social  worker/rehabilitation 
specialist. 

One  physician’s  experience  with 
the  proper  treatment  of  patients  with 
chronic  pain  requires  the  use  of  an- 


algesics, anti-inflammatory  medi- 
cations, anti-depressant  medica- 
tions, and  anti-anxiety  medications. 
The  use  of  narcotic  analgesics  in 
treating  patients  with  chronic  pain 
remains  controversial.  There  are 
many  medical  records  supporting 
the  use  of  narcotics,  for  years  if  nec- 
essary, as  a proper  treatment  and 
other  reports  that  say  narcotics 
should  never  be  used  in  the  chronic 
pain  patient.  An  article  by  Purtenoy 
and  Foley2  suggests  that  chronic  use 
of  opioid  analgesics  in  non-malig- 
nant  pain  can  be  done  carefully.  It 
requires  fully  informed  consent  from 
the  patient,  and  it  should  be  noted 
that  the  patients  had  failed  non-nar- 
cotic therapy  and  knowingly  en- 
tered into  a trial  of  opioid  mainte- 
nance. The  risk  of  using  alcohol  or 
other  drugs  while  taking  the  opioid 
is  that  psychologic  dependence  can 
occur  and  may  last  a lifetime.  Evi- 
dence of  inappropriate  use,  drug  di- 
version, or  hoarding  should  be  pur- 
sued and  managed  firmly.  If  control 
cannot  be  maintained,  opioid  ther- 
apy should  be  discontinued. 

The  chronic  use  of  major  and  mi- 
nor tranquilizers  can  produce  many 
of  the  same  problems  that  are  found 
with  narcotic  use.  Some  physicians 
have  found  that  the  prolonged  use 
of  Valium  leads  to  drug  habituation 
and  increases  emotional  depres- 
sion, complicating  a problem  with 
chronic  pain.  Chronic  anxiety  prob- 
ably should  not  be  treated  with 
medication  alone. 

Interviews  with  physicians  in  pain 
clinics  generally  agree  in  failed  pain 
syndromes.  The  proper  treatment  is 
to  get  the  patient  off  everything. 
There  are  some  pain  states  that 
cannot  be  controlled  by  any 
method.  Non-steroidal  drugs  are  far 
better  than  steroid  drugs.  It  is  ex- 
tremely important  to  give  emotional 
support.  Usually  it  is  not  necessary 
to  give  addictive  drugs.  Drugs  such 
as  Darvocet  or  Tylenol  #3  can  oc- 
casionally be  quite  helpful.  Patients 
on  physically  addicting  drugs 
sometimes  are  suicidal,  and  they 
pose  a real  danger  to  themselves. 
If  the  practitioner  can  handle 
chronic  pain  with  low  doses  of  Co- 
deine and  Darvon  and  discuss  the 
addictive  nature  of  the  problem, 
document  what  he/she  has  done, 
and  never  give  an  increase  in  the 


drugs,  it  is  possible  to  maintain 
these  patients.  Many  physicians 
have  told  me  that  psychitary  is  of 
little  value  in  chronic  pain  states. 

Specific  Pain  States 

In  back  pain,  the  patient  needs 
rehabilitation  exercises  and  in- 
creased activities.  Stress  manage- 
ment is  important  through  group 
therapy.  If  the  patient  has  had 
chronic  pain,  there  will  be  depres- 
sion, so  psychologic  counseling 
should  be  provided.  Occasionally, 
anti-depressants  may  be  used. 
Headaches  should  not  be  treated 
with  physically  addicting  drugs. 
These  patients  need  non-steroidal 
drugs  and  stress  relaxation.  Rarely, 
they  can  be  given  very  small  doses 
of  physically  addicting  drugs,  be- 
low an  addicting  dose.  Several  doc- 
tors have  told  me  that  phenobar- 
bital  is  a good  detox  drug  because 
it  is  “quick  in  and  quick  out.”  Val- 
ium poses  a problem  because  it  has 
a long  half  life  and  may  stay  in  the 
tissues  28  to  32  days.  If  the  patient 
is  being  detoxed  and  the  doctor 
does  not  know  he  or  she  has  been 
taking  Valium,  the  patient  may  have 
seizures. 

Treatment  of  chronic  pain  syn- 
dromes in  which  low  back  pain  pre- 
dominates comprises  90%  of  pa- 
tients with  pain.  A gradual  approach 
starting  with  non-steroidal  drugs 
should  be  done  after  stopping  all 
other  drugs.  If  there  is  going  to  be 
any  secondary  gain,  such  as  finan- 
cial gain  from  the  pain,  then  it  is 
important  to  know  this  in  the  be- 
ginning. Some  patients  don’t  want 
to  get  well. 

Some  physicians  have  great  con- 
fidence in  TENS.  Patients  that  have 
low  back  pain  and  who  are  working 
and  undergo  surgery  with  contin- 
ued post-operative  pain  usually 
show  some  improvement  after  con- 
servative treatment.  Epidural  ster- 
oid injections  are  very  helpful  here. 

In  general,  arthritic  patients  do 
not  present  much  of  a problem. 
These  patients  have  learned  to  live 
with  pain  and  don’t  have  unreason- 
able expectations. 

Treatment  Modalities 

Blocks:  Sympathetic  blocks,  ep- 
idural steroid  injections,  trigger 
point  injections,  and  other  blocks 
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using  high  potency  and  long-dura- 
tion anesthestic  agents  may  be  of 
value. 

Psychologic  Intervention:  Psy- 
chologic testing  is  extremely  im- 
portant and  helps  to  determine  how 
the  pain  interferes  with  the  patient’s 
activities.  This  may  bring  out  sig- 
nificant emotional  features  relating 
to  the  chronic  pain  complaint. 

Relaxation.  Most  patients  with 
chronic  pain  have  muscle  tension 
which  increases  the  pain.  Patients 
are  instructed  in  proper  breathing 
and  progressive  muscle  relaxation 
and  autogenic  relaxation  proce- 
dures. 

Biofeedback.  Biofeedback  is  used 
in  instructing  patients  to  decrease 
muscle  tension  and  increase  vas- 
odilation. In  this  way,  patients  learn 
to  control  and  regulate  their  own 
body  functions. 

Behavior  Modification.  Chronic 
pain  patients  adopt  lifestyles  which 
are  counterproductive.  They  re- 
main inactive,  rely  on  excessive 
amounts  of  medication,  and  fail  to 
assume  responsibilities  at  work  or 
home.  This  may  be  improved  by  pa- 
tient education,  monitoring  of  be- 
havior, goal  setting,  family  group 
therapy,  praise,  and  positive  rein- 
forcement. 

Chronic  pain  patients  may  be 
managed  either  as  outpatients  or 
inpatients.  Ninety-five  percent  of  the 
patients  seen  at  Vanderbilt  Pain 
Center  are  outpatients.  The  outpa- 
tient approach  is  preferable,  since 
it  is  less  costly  and  easier  to  influ- 
ence behavioral  change.  The  pa- 
tient can  still  remain  in  his  or  her 
environment,  deal  with  it,  and  not 
become  dependent  on  the  medical 
system. 

Some  special  studies  for  chronic 
pain  patients  involve  heat  beam, 
dolorimetry,  measurement  of  vas- 
oactive principles  (e.g.,  endor- 
phins), thermography,  and  psy- 
chometric testing. 

Occasionally,  lumbar  sympa- 
thetic and  stellate  ganglion  blocks 
are  helpful.  Trigger  point  injections 
are  done  occasionally  as  well  as 
facet  blocks  and  ligamental  blocks. 
These  should  be  reserved  for  the 
specialists.  Chlorzoxazone  and  ac- 
etaminophen and  diflunisal  are 
helpful  for  chronic  back  pain.  Pir- 
oxicam  and  ibuprofen  can  be  used 


successfully  in  treating  cervical  ar- 
thritis, as  can  propranolol  and  er- 
sotamine. 

Drug  management  of  chronic 
pain  patients  requires  a higher  de- 
gree of  sophistication  than  patients 
with  acute  pain.  Physicians  must 
consider  not  only  the  pain  mech- 
anisms but  also  the  psychologic 
factors  and  coping  skills  in  the  pa- 
tient’s problem,  since  there  is  a high 
incidence  of  iatrogenic  complica- 
tions in  such  patients,  mostly  from 
ill  advised  drug  prescriptions  and 
drug  misusage.  For  this  reason,  drug 
management  of  chronic  sufferers 
should  follow  a structured  phar- 
macologic plan  where  drugs  may 
be  offered  to  potentiate  the  overall 
goals  of  long-term  pain  control  pro- 
grams. 

If  the  pain  is  of  fairly  recent  ori- 
gin, try  non-narcotic  analgesic,  anti- 
depressant, and  non-steroidal  anti- 
inflammatory agents  on  a timed 
schedule.  Encourage  maintenance 
of  daily  activities,  prevent  onset  of 
learned  pain,  assess  after  3 months. 

If  the  pain  is  of  a long  duration, 
it  may  require  treatment  in  a pain 
control  center.  The  illness,  behav- 
ior, and  biomedical  findings  can  be 
assessed  and  correlated  in  clear  an- 
atomic and  physiologic  patterns. 
Psychosocial  and  functional  as- 
sessment, reassurance,  counsel- 
ing, and  relaxation  training  can  be 
provided.  To  prevent  overtreat- 
ment, the  patient  should  be  in- 
formed of  the  risks  of  further  treat- 
ment including  drug  misuse, 
unnecessary  surgery  for  pain,  un- 
necessary hospitalizations  and  di- 
agnostic procedures,  and  quack 
procedures. 

In  a medical  atmosphere  that  re- 
lies heavily  on  biomedical  interven- 
tion, these  patients  can  be  ex- 
pected to  float  from  one  specialist 
to  another  with  considerable  risks 
of  incurring  iatrogenic  pain.  Be- 
cause every  patient  has  access  to 
drugs  and  well  meaning  physicians 
ready  to  prescribe  them,  the  re- 
sponsibility of  appropriate  medi- 
cation is  ultimately  the  patients. 

Chronic  pain  patients  are  not  nec- 
essarily drug  addicts.  They  misuse 
drugs  out  of  ignorance  and  iatro- 
genic drug  prescribing.  The  goal  of 
any  long-term  management  of 
chronic  pain  patients  is  to  lead  them 


away  from  the  notion  that  drugs  are 
the  ideal  treatment.  Properly  in- 
formed, many  such  patients  are 
willing  to  discontinue  pain  medi- 
cations and  ask  for  alternatives. 

The  Social  Security  Commission 
on  Pain  and  Disability  has  recog- 
nized that  the  single  most  useful 
way  to  help  physicians  and  patients 
when  confronted  with  a problem  of 
chronic  pain  is  professional  edu- 
cation. It  has  recommended  that  re- 
gional seminars  be  organized  within 
the  Social  Security  system  to  edu- 
cate medical  and  legal  profession- 
als about  problems  of  chronic  pain. 
In  a similar  way,  regional  seminars 
may  be  organized  throughout  the 
State  of  Georgia  by  appropriate 
agencies  for  educating  physicians 
on  various  topics  of  chronic  pain. 
The  American  Academy  of  Pain 
Medicine  is  presently  working  to  es- 
tablish a National  Registry  of  Pain. 
In  a similar  way,  a pain  registry  for 
the  State  of  Georgia  could  be  es- 
tablished by  an  appropriate  agency. 
Such  pain  registry  may  include  the 
following:  a list  of  appropriate  ar- 
ticles published  in  the  various  jour- 
nals of  pain,  such  as  “Pain,”  “The 
Practice,”  “Topics  in  Pain  Manage- 
ment”; a list  of  physicians  who  are 
members  of  the  American  Academy 
of  Pain  Medicine;  a list  of  CARF- 
certified  pain  control  facilities  in  the 
State  of  Georgia. 

Summary 

There  is  a mounting  national 
consensus  that  chronic  pain  syn- 
drome does  exist  and  is  presently 
unrecognized  and  undiagnosed  by 
a large  majority  of  physicians.  By 
failing  to  recognize  such  a syn- 
drome, physicians  may  actually 
foster  what  is  being  called  an  epi- 
demic of  chronic  pain  and  disabil- 
ity. There  is  a resulting  high  poten- 
tial for  iatarogenic  complications, 
malpractice  suits,  unnecessary  high 
cost  of  health  care  and,  most  im- 
portant of  all,  unnecessary  pro- 
longed suffering  for  the  individual 
chronic  pain  patient. 
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CNA’s  group  medical  malpractice 
program... good  for  the  long  term. 


Is  your  group  medical  malpractice  insurer  finan- 
cially sound?  At  CNA  Insurance,  our  financial 
stability  ranks  among  the  highest  in  the  industry. 
Making  our  group  malpractice  protection  good 
now. . . and  for  the  long  term. 

Our  medical  malpractice  program  is  backed 
by  Continental  Casualty  Company-one  of  the 
CNA  Insurance  Companies  that  has  earned  an 
A+  rating  for  financial  strength  from  A.  M.  Best 
& Co.,  an  independent  rating  service.  We’re  also 
rated  AAA  by  Standard  & Poor’s  for  our  ability  to 
pay  claims.  With  our  financial  stability,  we  can 
support  our  commitment  to  one  of  the  leading 
medical  malpractice  programs. 


As  a leader,  we’ve  come  to  specialize  in  pro- 
tection for  multi-specialty  group  practices  of  five 
or  more  physicians.  This  protection  includes 
coverages  tailored  for  your  group  practice,  as  well 
as  for  individual  physicians  within  your  group. 

For  group  malpractice  protection  that’s 
financially  stable  and  good  for  the  long  term, 
contact  your  local  CNA  agent,  or 
CNA  Insurance  Companies 
Professional  Liability  Division 
CNA  Plaza 
Chicago,  IL  60685 
(312)822-4330 


cm 

For  All  the  Commitments  You  Make' 


The  Medical  Group  Practice  Program  is  underwritten  by  Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


The  New 


Attempts  to  improve  medical 
education  have  occurred 
throughout  the  course  of  medical 
history.  Dramatic  enhancement  of 
the  educational  process  resulted 
from  the  Flexner  report  of  191 0.1  A 
recent  recommendation  for  change 
came  from  the  Association  of  Amer- 
ican Medical  Colleges  in  its  report 
on  the  general  professional  edu- 
cation of  the  physician  entitled, 
“Physicians  for  the  Twenty-First 
Century”  (GPEP  report).2  In  this 
September,  1984,  document,  sev- 
eral changes  are  recommended  and 
include  the  following: 

1.  “Medical  faculties  should  offer 
educational  experiences  that  re- 
quire students  to  be  active,  inde- 
pendent learners  and  problem  solv- 
ers, rather  than  passive  recipients 
of  information.” 

2.  “Medical  faculties  should  ex- 
amine critically  the  number  of  lec- 
ture hours  they  now  schedule  and 
consider  major  reductions  in  this 
passive  form  of  learning.” 

A major  change  in  the  manner  of 
delivery  of  medical  educa- 
tion encompassing  these  recom- 


Medical  Education  in 
Georgia 

J.  R.  Swartwout,  M.D. 


A major  change  in 
the  manner  of  delivery 
of  medical  education 
encompassing  these 
recommendations  (of 
the  GPEP  report) 
began  in  Georgia  in 
August,  1982,  when 
Mercer  School  of 
Medicine  enrolled  its 
charter  class. 


mendations  began  in  Georgia  in 
August,  1982,  when  Mercer  School 
of  Medicine  enrolled  its  charter 
class.  The  basic  science  curricu- 
lum of  the  freshman  and  sopho- 
more years  is  composed  of  three 
'/2-day  sessions  per  week  in  which 
small  groups  of  students  (with  a 
faculty  facilitator)  dissect  a written 
medical  problem  into  its  basic  sci- 


Dr.  Swartwout  is  Associate  Dean  for  Academic  Af- 
fairs, Mercer  School  of  Medicine,  1400  Coleman 
Ave.,  Macon,  GA  31207 


ence  components.  The  students,  in 
their  free  time,  acquire  information 
on  these  components  from  stand- 
ard textbooks,  from  periodicals, 
from  audio-visual  sources  and  from 
the  faculty.  After  assimilating  an  ap- 
propriate-sized data  base  of  basic 
science  concepts,  the  students  at  a 
scheduled  session  discuss  these 
concepts,  exchange  information, 
and  apply  the  acquired  data  base 
to  solving  the  medical  problem  at 
a level  of  sophistication  in  keeping 
with  the  students’  progress  through 
the  curriculum. 

Curricular  design  includes  an  or- 
ganized progression  of  medical 
problems  that  leads  the  student 
through  the  body  systems  and  dis- 
ciplinary concepts.  Lists  are  pro- 
vided to  the  students  of  items  that 
they  should  know  by  the  end  of  each 
of  the  6 week  blocks  (Study  Unit 
Index).  At  the  completion  of  each 
segment,  the  students  are  given  a 
written  multidisciplinary  examina- 
tion and  an  oral  examination  on  a 
medical  problem  requiring  synthe- 
sis and  analytical  application  of 
basic  science  information. 
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CURRICULUM  OUTLINE 


FRESHMAN 

AND 

SOPHOMORE 

YEARS 

WEEKS 

BIOMEDICAL  PROBLEMS  PROGRAM 

CLINICAL  SKILLS 

COMMUNITY  SCIENCE 

18 

INTRODUCTION  TO 
BASIC  MEDICAL  SCIENCE 

BASIC  INTERVIEWING  AND 
PHYSICAL  EXAMINATION 

WEEKLY  SEMINARS 

4 

SELECTIVES  OR  REMEDIATION 

2 

RURAL  PRECEPTORSHIP 

52 

SYSTEM  SPECIFIC  PROBLEMS 
HEMATOLOGY 
NEUROLOGY 
ENDOCRINOLOGY 
RESPIROLOGY 
GASTROENTEROLOGY 
RENAL  DISEASE 
CARDIOLOGY 
INFECTIOUS  DISEASE 
MUSCULOSKELETAL  SYSTEM 

ADVANCED  INTERVIEWING 
AND  SYSTEM  SPECIFIC 
PHYSICAL  EXAMINATION 

COMMUNITY  OFFICE  PRACTICE 
PROGRAM 

WEEKLY  SEMINARS 

4 

COMMUNITY  RESEARCH  AND 
PRACTICE  PROJECT 

JUNIOR 

YEAR 

48 

CLINICAL  CLERKSHIPS 

INTERNAL  MEDICINE  (10  WEEKS)  OBSTETRICS  AND  GYNECOLOGY  (8  WEEKS) 

SEQUENCE  1 SURGERY  (10  WEEKS)  SEQUENCE  II  PEDIATRICS  (8  WEEKS) 

PSYCHIATRY  (4  WEEKS)  AMBULATORY  MEDICINE  (8  WEEKS) 

SENIOR 

YEAR 

32 

ACUTE/CRITICAL  CARE  (4  WEEKS) 
PSYCHIATRY  (2  WEEKS) 

ELECTIVES  (18  WEEKS) 

RURAL  PRECEPTORSHIP 
(8  WEEKS,  ONE  HALF  MAY 
BE  IN  A COMMUNITY 
SCIENCE  ELECTIVE) 

Figure  1:  The  4-year  curriculum  of  Mercer  School  of  Medicine  in  Macon , in  time  sequence  from  top  to  bottom.  Vacations 
and  other  unassigned  times  are  not  shown. 


Throughout  the  first  2 years,  the 
students  participate  in  three  other 
concomitant  programs.  In  the  first, 
the  students  are  assigned  to  a prac- 
titioner’s office  to  observe  and  to 
do  appropriate  tasks.  The  second 
program  consists  of  exposure  to  the 
discipline  of  community  health.  A 
project  on  that  subject  is  required 
and  must  be  completed  prior  to 
graduation.  The  third  is  a program 
on  clinical  skills  that  uses  trained 
lay  persons  as  surrogate  patients. 
The  clinical  years  are,  of  course, 
also  problem  oriented,  require 
problem  solving  and  are  ap- 
proached via  a small  group  format. 
Traditional  clinical  rotations  have 
always  been  in  that  mode,  and  Mer- 
cer’s are  similar  to  those  of  other 
medical  schools.  An  outline  of  the 
entire  curriculum  is  shown  in  Fig- 
ure 1. 


The  desired  outcome 
of  this  educational 
approach  is  to  produce 
physicians  who  are 
self-learners  with  a 
lifetime  habit  of 
obtaining  and 
evaluating  new 
information  and  who 
work  well  with  other 
people  to  solve  health 
problems  in  Georgia. 


The  desired  outcome  of  this  ed- 
ucational approach  is  to  pro- 
duce physicians  who  are  self-learn- 
ers with  a lifetime  habit  of  obtaining 
and  evaluating  new  information  and 
who  work  well  with  other  people  to 
solve  health  problems  in  Georgia. 
It  will  take  several  years  to  deter- 
mine whether  Mercer  graduates  will 
have  more  of  these  abilities.  The 
only  external  measure  of  this  edu- 
cational system  presently  available 
is  performance  on  the  National 
Board  of  Medical  Examiners  test. 
On  the  basic  sciences  part,  the 
classes  of  1987,  1988,  and  1989  have 
had  a passing  rate  of  95%  on  the 
first  try,  with  a mean  score  slightly 
above  the  national  average.  This  at 
least  proves  that  medical  students 
can  learn  basic  sciences  without 
exposure  to  formal  lectures  in  these 
disciplines.  The  classes  of  1986, 
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1987,  and  1988  had  a passing  rate 
on  Part  2 of  100%  on  the  first  try, 
with  a mean  score  slightly  below 
the  national  average. 

It  is  inappropriate  for  change  to 
occur  just  for  the  sake  of  change. 
It  is  very  appropriate  for  change  to 
occur  in  response  to  the  criticisms 
of  medical  education  that  have 
come  from  many  persons  and 
groups.  These  criticisms  have  been 
well  delineated  in  the  GPEP  report. 
Mercer,  a new  school,  has  been  in 
an  excellent  position  to  respond  to 
curricular  suggestions,  since  it  has 
not  been  burdened  with  the  inertia 
of  tradition.  Thus,  the  trial  of  new 


It  is  very  appropriate 
for  change  to  occur  in 
response  to  the 
criticisms  of  medical 
education  that  have 
come  from  many 
persons  and  groups. 
These  criticisms  have 
been  well  delineated  in 
the  GPEP  report. 


learning  approaches  has  been  done 
in  a more  complete  way  than  that 
accomplished  by  adding  a second 
track  to  a traditional  curriculum. 
Medical  professionals  in  Georgia 
have  the  opportunity  to  observe  this 
trial  of  concepts  of  medical  edu- 
cation and  can  help  this  faculty 
judge  the  outcome  and  the  final 
product. 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESEiVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


888 


Journal  of  MAG 


"felling  the  Whole  Truth  — Optimist 

or  Crepe  Hanger? 

Roland  Summers,  M.D. 


To  new  members  of  the  Memorial 
Medical  Center  House  Staff,  as 
Chairman  of  the  Graduate  Medical 
Education  Committee,  let  me  wel- 
come you  to  an  exciting  and  new 
challenge  in  your  educational  ca- 
reer. 

As  a past-preppie  physician  ap- 
proaching middle  age,  I have  ar- 
rived at  the  receiving  end  of  the 
healthcare  system,  along  with  many 
friends  and  relatives.  It  is  from  this 
vantage  point  that  it  has  become 
painfully  evident  that  a certain  cal- 
lousness has  spread  among  phy- 
sicians over  the  past  few  decades. 
As  a physician  who  has  shared  ex- 
periences from  both  sides  of  the 
bedrails,  let  me  share  a few  thoughts 
with  you. 

A friend  of  mine  who  was  hos- 
pitalized for  a myocardial  in- 
farction 4 years  ago  related  that  2 
days  after  he  was  admitted  a young 
resident  was  examining  him,  and 
the  older  physician  commented 
casually,  “You  know,  1 feel  remark- 
ably well,  considering  it’s  been  only 
48  hours  since  my  coronary.”  “Don’t 
let  that  deceive  you,”  responded  the 
intern,  “you’re  in  serious  danger.” 
Next,  an  intern,  while  shaking  his 


A glimmer  of  hope 
serves  as  an  incentive 
to  fight  for  survival, 
making  the  final 
months  of  illness  more 
bearable.  With  hope, 
it’s  easier  to  stay  alive 
and  it’s  easier  to  die, 
too. 


head  knowingly  and  whipping  an 
EKG  strip  through  his  hands,  stated, 
“1  don’t  like  your  EKG.”  It  was  at 
that  point  the  patient/physician 
asked  his  own  attending  about  his 
chances  of  recovery.  “It’s  too  early 
to  tell,”  was  the  doctor’s  only  com- 
mitment. 

No  doubt  these  doctors  were  im- 
parting the  unvarnished  truth,  but 
the  physician  couldn’t  help  com- 
paring them  to  himself  and  other 


This  article  is  the  introductory  talk  Dr.  Summers 
made  as  President  of  the  Georgia  Medical  Society 
to  incoming  residents  at  Memorial  Medical  Center 
in  Savannah. 

Dr.  Summers  specializes  in  internal  medicine 
and  pulmonary  diseases.  Send  reprint  requests  to 
him  at  P.O.  Box  23677,  Savannah,  GA  31403. 


older,  more  compassionate  mem- 
bers of  medicine. 

The  senior  cardiologist  stated, 
“Barring  any  unforeseen  develop- 
ments, your  chances  are  excellent. 
Your  EKG  shows  the  expected  ev- 
olution, and  you’re  making  prog- 
ress.” 

Lest  you  think  I am  overly  sen- 
sitive or  critical  only  of  my 
younger  colleagues,  consider  the 
case  of  Anne,  a close  friend. 

On  her  first  visit  to  an  established 
surgeon,  Anne  was  told  that  her 
breast  cancer  was  inoperable.  The 
surgeon  added  that  he  could  “hold 
out  no  hope  whatsoever.”  “How 
long  do  I have  to  live?”  Anne  quer- 
ied. “One  or  two  years”  was  his 
pronouncement.  Anne  was  devas- 
tated, as  you  might  imagine  — and 
far  more  so  than  she  might  have 
been  has  the  surgeon  offered  a dram 
of  hope.  What  would  it  have  cost 
him  to  have  added  a milder  modi- 
fier, such  as,  “Of  course,  I’ve  seen 
similar  cases  in  which  patients  have 
done  remarkably  well  for  many 
years”? 

In  fact,  thanks  to  chemotherapy, 
Anne  was  able  to  go  skiing  in  Switz- 
erland 3 years  later;  but  the  surgeon 
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was  not  around  to  share  her  good 
fortune  . . . he’d  died  of  a heart  at- 
tack 2 years  earlier! 

Sometimes  I’ve  wondered  how  he 
might  have  reacted  if  someone  had 
told  him  just  before  he  saw  Anne 
that  he  had  only  a year  to  live  — 
particularly  if  his  physicians  re- 
minded him  once  a week  that  al- 
though he  was  feeling  fine,  early 
death  was  unavoidable. 


Not  only  does 
negativism  sour 
patients  on  legitimate 
palliative  or  life- 
extending medicine, 
but  it  denies  them  the 
therapeutic  effort  of 
the  visit  itself. 


That’s  what  eventually  drove  Anne 
to  quit  chemotherapy.  Yes,  it  was 
helping  her  to  survive,  but  she  could 
not  endure  the  steady  stream  of  bad 
news  bulletins  from  the  treatment 
team.  Through  sophisticated 
screening,  they’d  tell  her  new  nod- 
ules had  been  found  here  and  there; 
and,  in  essence,  the  doctors  used 
every  visit  as  an  opportunity  to  give 
Anne  a new  death  sentence. 

In  conversations  with  me,  it  was 
obvious  that  Anne  was  all  but  beg- 
ging for  someone  to  let  her  see  a 
ray  of  hope.  When  she  got  it,  she 
turned  to  an  expensive  “quack”  who 
ridiculed  chemotherapy  and  lifted 
her  spirits  with  promises  of  a diet 
and  vitamin  cure. 

A short  time  after  she  abandoned 
medicine  — or.  was  it  the  other  way 
around??  — Anne  was  dead. 

What  prompts  a physician  to  re- 
port each  new  metastatic  lesion  to 
a patient  who  is  already  staring 
death  in  the  face?  Could  it  be 
professional  pride,  an  urge  to  show 
off  his  cleverness  at  detecting  mag- 


lignancies  that  have  not  yet  pro- 
duced symptoms?  Certainly  it’s  not 
because  he  feels  it  will  help  that 
patient  in  any  way. 

In  the  past,  most  physicians 
couldn’t  help  realizing  that 
medicine  is  both  an  art  and  a sci- 
ence. And  most  considered  it  their 
duty  to  comfort  when  they  could 
not  heal. 

However,  as  science  has  ad- 
vanced the  ability  to  heal,  many  of 
us  have  neglected  to  master  the  art 
of  comforting.  Moreover,  some 
openly  argue  against  it  now,  main- 
taining that  patients  must  be  “told 
the  whole  truth,  and  nothing  but  the 
truth”  to  guard  against  malpractice 
litigation. 

The  sad  fact  is  that  — because 
of  the  professional  vanity,  fascina- 
tion with  technology,  a consuming 
fear  of  attorneys,  or  whatever  — too 
many  doctors  have  misplaced  their 
compassion.  They  concentrate 
blindly  — even  misanthropically  — 
on  the  negative. 

Take  the  case  of  Mildred,  a rel- 
ative of  mine.  When  explora- 
tory surgery  revealed  her  liver  can- 
cer, she  was  referred  to  an 
oncologist. 

She  told  me  that  after  the  doctor 
read  her  pathology  report,  he 
reached  into  his  desk  drawer  and 
withdrew  a slender  stick.  “This  is 
what  you  need,”  he  said,  waving  it 
in  front  of  Mildred  and  her  hus- 
band, Frank.  “What  is  it?”  asked 
Mildred.  “It’s  a magic  wand,”  the 
oncologist  replied.  “That’s  the  only 
thing  that  will  help  you  now.”  When 
she  recounted  the  incident  to  me, 
Mildred  said,  “The  man  actually 
grinned  when  he  said  this.  Did  he 
think  I would  find  it  funny?” 

Since  he  kept  the  wand  in  his 
desk,  the  doctor  apparently  em- 
ployed this  “technique”  quite  often. 
Yet,  he  never  mentioned  to  Mildred 
that  periods  of  remission  were  pos- 
sible, even  predictable,  in  cases  like 
hers.  The  encounter  had  a devas- 
tating effect  on  her,  doubling  the 
burden  of  her  disease  with  iatro- 
genic depression. 


When  painted  into  such  a dark 
corner  by  a physician,  it’s  not  sur- 
prising that  even  the  most  intelli- 
gent and  educated  patient  will  quit 
medicine  in  favor  of  quackery.  And, 
a myriad  of  quacks  will  happily  ac- 
cept a sick  person’s  fortune  in  pay- 
ment for  vague  claims  laced  with 
sympathetic  encouragement. 

“Six  months  ago,”  Mildred  told 
me,  “I  would  have  laughed  at  any- 
one who  went  to  a psychic  or  acu- 
puncturist because  he  claimed  to 
achieve  long-term  cancer  remis- 
sions. Now  I’m  seeing  both.” 
Mildred  felt  she  could  either  do  that 
or  succumb  to  the  doctor-induced 
depression. 

Unfortunately,  patients  are  often 
provoked  to  turn  their  backs  on 
medicine  at  a stage  when  it  can  still 
offer  them  a great  deal  of  temporary 
of  palliative  help  — and,  once  in  a 
while,  even  a cure. 

Such  a tragedy  was  narrowly 
averted  in  a friend  of  mine 
named  Bill.  He’d  been  on  some 
medication  that  made  his  white 
count  drop  to  ZERO.  After  a few 
days’  hospitalization,  a consulting 
hematologist  explained  the  gravity 
of  the  situation  to  him  in  cold  de- 
tail, ending  with  the  statement:  “The 
outlook  is  grim,  and  your  chances 
of  recovery  are  minimal.” 

In  reaction,  Bill  told  his  family  he 
wanted  to  end  reverse  isolation, 
along  with  all  other  treatment,  and 
go  home  to  die.  It  took  a lot  of  per- 
suading by  his  wife  and  sons  to 
counteract  the  doctor’s  hopeless 
prognosis,  but  Bill  decided  to  stay 
in  the  hospital,  and  on  the  5th  day 
his  white  count  was  300;  but  on  the 
8th  day  it  was  back  to  normal.  To- 
day, Bill  is  fine.  What  he  remem- 
bers most  about  his  illness  is  the 
hematologist’s  lecture. 

I don’t  question  the  need  to  fully 
inform  the  patient  and  family,  but  I 
do  wonder  what  harm  would  have 
been  done  if  the  doctor  had  tem- 
pered his  gloomy  opinion  with  such 
words  as  “So  far  you  lab  tests  don't 
show  the  improvement  I’ve  been 
hoping  for;  but,  on  the  other  hand, 
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the  tests  only  give  part  of  the  pic- 
ture. Your  positive  attitude  and 
strong  constitution  are  factors  in 

T'  favor.” 

here  are  any  number  of  ways 
to  cushion  the  blow  when  it 
looks  as  if  nothing  short  of  a mir- 
acle will  help  a patient.  A doctor 
might  say,  “Every  day  the  survival 
statistics  improve  for  people  with 
this  type  of  illness.  Long  range,  your 
life  expectancy  may  be  less  than  we 
would  both  like  it  to  be,  but  cer- 
tainly there  is  no  reason  to  give  up 
hope.  We  can  remain  cautiously 
optimistic.” 

Even  the  AIDS  patient  can  be 
honestly  told,  “People  differ  in  their 
ability  to  resist  the  progress  of  this 
disease.  You  could  well  have  long 
periods  in  which  your  life  will  be 
quite  normal.  Also,  advances  in 
treatment  are  being  achieved  all 
over  the  world.  Some  exciting  new 
drugs  are  being  developed  right 
now,  and  no  one  knows  how  quickly 
they  could  become  available.  It’s 
hard  to  do,  but  bear  in  mind  that 
help  is  on  the  way.” 

What  happened  to  this  part  of 
truth  in  medicine?  I suspect  that  the 
physicians  who  have  the  crepe- 
hanging tendency  are  oblivious  to 
it,  because  most  patients  are  too 
polite,  intimidated,  or  preoccupied 
by  illness  to  speak  up. 

Of  all  the  friends  who  have  com- 
plained to  me  about  the 
“Prophet  of  Doom”  physicians,  only 
Zack  had  the  wherewithal  to  do 
something  about  one. 

As  he  recalled  the  confrontation 


which  occurred  in  the  hospital,  he 
said,  “Doctor,  I am  not  quite  sure 
how  to  put  this,  but  after  each  of 
your  visits  I feel  worse  than  before. 
Already  I know  I’m  real  sick,  so  don’t 
bother  telling  me  that  over  and  over 
again.  In  fact,  unless  you  can  bring 
me  some  good  news,  why  don’t  you 
just  stay  away?” 

Taken  aback,  the  physician  sat 
down  at  Zack’s  beside  and  said, 
“Tell  me  more.  If  I’m  doing  this  to 
you,  I must  be  doing  it  to  other  pa- 
tients, too.” 

They  worked  out  a more  cheerful 
relationship  for  the  duration  of  the 
illness  and  have  been  freinds  ever 
since.  Clearly,  it  would  have  been 
better  had  the  doctor  behaved  like 
a friend  from  the  outset,  recogniz- 
ing the  damage  the  discouraging 
words  can  cause. 

Not  only  does  negativism  sour 
patients  on  legitimate  palliative  or 
life  extending  medicine,  but  it  de- 
nies them  the  therapeutic  effect  of 
the  visit  itself. 

Norman  Cousins  and  others  have 
repeatedly  demonstrated  that  what 
a physician  says  to  his  patient  can 
be  physiologically  beneficial  in  no 
small  degree.  It  can  motivate,  re- 
assure, and  sometimes  represent 
the  best  treatment  that’s  available. 
A glimmer  of  hope  serves  as  an  in- 
centive to  fight  for  survival,  making 
the  final  months  of  illness  more 
bearable.  With  hope,  it’s  easier  to 
stay  alive  and  it’s  easier  to  die,  too. 

I am  not  suggesting  that  our 
profession  is  devoid  of  doctors  who 
do  understand  the  positive  impact 


of  comfort  and  reassurance,  even 
when  given  cautiously  mindful  of 
legal  constraints. 

And,  there  are  patients  who  don’t 
seem  to  care  much  either  way.  But, 
as  one  such  woman  reported  to  me 
after  seeing  her  oncologist,  “I  told 
him  I was  ready  to  meet  my  Maker, 
and  do  you  know  what  he  said?” 
He  said,  “I  am  not  sure  your  Maker 
is  ready  to  meet  you.  Certainly  your 
children  aren’t  ready  to  turn  you  over 
to  Him  just  yet!”  Said  the  woman, 
“That  made  me  think  he  doesn’t  ex- 
pect me  to  die  so  soon.”  Needless 
to  say,  she  was  buoyed  by  the  state- 
ment. 

Physicians  who  possess  the  mys- 
terious ability  to  make  patients  feel 
better  merely  by  talking  with  them 
have  mastered  the  art  of  comfort- 
ing. In  large  part,  it’s  a matter  of 
conveying  optimism.  That’s  what 
patients  need  most  when  their 
health  is  declining. 

Of  course,  the  prognosis,  how- 
ever bleak,  must  be  truthful.  But,  a 
doctor  who  provides  the  patient  only 
with  textbook  translations  of  labo- 
ratory reports  is,  at  best,  merely  a 
competent  scientist.  The  sick  per- 
son rightfully  expects  his  physician 
to  help  him  through  any  illness,  es- 
pecially the  final  one;  and  a real 
medical  professional  does  just  that. 

Once  it  was  common  to  hear  pa- 
tients say,  “The  doctor  was  here;  I 
feel  better.”  This  can  be  so  again  if 
we  remember: 

“TO  CURE  — SOMETIMES  . . . 

TO  COMFORT  — ALWAYS.” 
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No  Need  to  Feel 
Helpless-* 


Few  things  elicit 

feelings  of  depression, 
rage,  helplessness  and 

exasperation  as  thor- 
oughly  as  receiving  suit 
papers  for  a malpractice 
claim.  This  physician 
suffered  just  such  an 
unpleasant  experience... 
but  his  odds  of  winning 
were  better  than  most. 
Why?  Because  his  profes- 
sional liability  insurance 
carrier  is  Insurance 
Corporation  of  America. 

The  circumstances  of 
this  claim  could  occur  and 
have  occurred  in  operating 
rooms  and  doctors’  offices 
everywhere.  A routine 
surgical  procedure  went 
sour  when,  for  no 
apparent  reason,  the 
patient  suffered  a cardiac 
arrest.  Prompt  and  proper 
attempts  at  resuscitation 
failed.  Our  physician  was 
sued  along  with  other 


surgeons  in  the  operating  room,  the 
primary  care  physician,  the  anesthe- 
siologist  and  the  hospital. 

Subsequent  to  surgery,  it  was 
determined  the  patient  had  arrested  as  a 
result  of  an  allergic  reaction  to  the 
anesthesia.  Unlike  other  carriers 
involved,  who  settled  quickly  to  avoid 
costly  "death  incident”  litigation,  ICA 
recognized  our  physician  was  not  at  fault. 
Fortunately  for  him,  ICA  is  dedicated  to 
the  strongest  claims  defense  possible. 
And  because  ICA  also  understands  that  a 
doctor’s  most  valuable  asset  is  his 
reputation,  protecting  it  becomes  our 
bottom  line. 

So  ICA  and  the  doctor  fought  alone  — 
and  at  ICA’s  expense.  ICA  in-house 
attorneys  screened  and  selected  local 
defense  attorneys  skilled  in  malpractice 
cases  and  familiar  with  the  judicial 
climate  of  the  region.  Then,  they  planned 
strategy,  investigated  the  facts,  and 
monitored  the  defense. 


During  discovery,  information 
was  released  indicating  the  pa- 
tient had  previously  undergone 
similar  surgery  under  anesthesia 
without  incident.  Because  of 
ICA’s  diligence  and  our  willing- 
ness to  exhaust  all  legal  remedies, 
the  jury  was  allowed  to  hear  the 
autopsy  report  as  well  as  the 
patient’s  past  medical  history. 
Those  defendants  who  settled 
quickly  never  had  an  oppor- 
tunity to  present  that  evidence. 
And  ultimately  our  insured  was 
exonerated. 

What  does  this  mean  to  the  doctor? 
He  leaves  the  courtroom  with  his 
reputation,  his  policy  limits  and  his 
checkbook  intact,  all  because  of  his 
partnership  with  ICA,  where  we  put 
reputation,  principles  and  dignity  ahead 
of  the  quick  fix.  The  reason  why? 
Because  ICA  is  people  who  care . Period. 


INSURANCE  CORPORATION  OF  AMERICA 

Houston,  Texas  713  (871-8100) 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
—to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.R  today— you’ll  never 
feel  better. 

I r Data  General 

El  iI  Tlf  systems,  in. 

(800)  441-8386  In  Georgia  (404)  565-3407 
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Abstract 

A TOTAL  OF  80,188  PATIENTS  with  newly  diagnosed  can- 
cer between  1975  and  1985  were  reported  to  the 
Georgia  State  Cancer  Registry  through  July,  1986.  Of 
these  patients,  75.5%  were  white  and  24.5%  were  black. 
Overall,  cancer  of  the  respiratory  system  was  the  most 
common  form  of  neoplasia,  accounting  for  18.3%  of  all 
cases.  Blacks  had  elevated  relative  frequencies  of  malig- 
nancies of  the  uterine  cervix,  prostate  and  digestive  or- 
gans other  than  the  large  intestine.  The  percentage  of 
localized  disease  was  greater  among  whites  (40.5%)  than 
among  blacks  (30.2%).  The  racial  disparity  in  stage  was 
greatest  for  cancers  of  the  oropharynx.  The  overall  5- 
year  survival  rate  was  43%  for  whites  and  31%  for  blacks. 
Within  each  race,  the  most  favorable  prognoses  were 
found  for  neoplasms  of  the  female  breast  and  uterus.  For 
each  primary  anatomic  site  of  occurrence,  stage  was  found 
to  be  a strong  prognostic  factor. 


Introduction 

The  Georgia 
State  Cancer 
Registry  (GSCR) 
was  established  in 
1974  as  a volun- 
tary, statewide 
system  for  collect- 
ing information  on 
cancer  patients  in 
Georgia.  For  12 
years  the  Registry 
was  operated  by 
the  Medical  Asso- 
ciation of  Georgia 
under  contract 
from  the  Georgia 
Department  of  Hu- 
man Resources. 

Since  July,  1986, 
the  GSCR  has  been 
maintained  by  the 
Georgia  Center  for  Cancer  Statistics 
at  Emory  University. 

The  purpose  of  this  report  is  to 
summarize  the  data  collected  on 
patients  throughout  Georgia  diag- 
nosed with  cancer  between  1975 
and  1985.  The  emphasis  of  these 
analyses  is  on  racial  differences  in 
the  distributions  of  anatomic  site, 
stage,  and  survival  for  cancer  pa- 
tients in  Georgia. 


Dr.  Greenberg  is  Chairman  of  Epidemiology  and 
Biostatistics,  Emory  University  School  of  Medicine; 
Dr.  Liff  is  Assistant  Professor  and  Mr.  Clark  is  Re- 
search Associate  in  Epidemiology  and  Biostatis- 
tics, Emory  University  School  of  Medicine;  and  Dr. 
Sung  is  Assistant  Professor  of  Community  Health 
and  Preventive  Medicine,  Morehouse  School  of 
Medicine,  Atlanta. 

Send  reprint  requests  to  Dr.  Greenberg,  Georgia 
Center  for  Cancer  Statistics,  246  Sycamore  St.,  Suite 
100,  Decatur,  GA  30030. 


Materials 
and  Methods 

Information  on 
cancer  patients 
was  collected  by 
personnel  at  par- 
ticipating hospi- 
tals throughout 
Georgia.  A total  of 
33  hospitals  (see 
Appendix)  sub- 
mitted data  for  at 
least  part  of  the 
present  study  pe- 
riod. The  staff  of 
the  GSCR  pro- 
vided training  for 
hospital  person- 
nel in  the  methods 
of  case-finding 
and  abstracting.  In 
addition,  a proce- 
dures manual  was  developed  and 
used  to  promote  consistency  in  the 
methods  of  data  acquisition. 

Patients  with  any  malignant  neo- 
plasm, except  for  squamous  or 
basal  cell  carcinomas  of  the 
skin,  were  eligible  for  registration. 
Information  on  demographics,  di- 
agnosis, topography,  stage,  mor- 
phology, stage,  and  initial  treat- 
ment was  transcribed  onto  standard 
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TABLE  1 — 

Frequency  of 

cancer  registrations  by  primary  anatomic  site, 

race  and 

sex,  1975-1985 

White 

Black 

Male 

Female 

Male 

Female 

Anatomic  site 

n 

% 

n 

% 

n 

% 

n 

% 

Oropharynx 

1,687 

( 5.6) 

994 

( 3.3) 

486 

( 4.8) 

260 

( 2.7) 

Colon 

1,908 

( 6.3) 

2,448 

( 8.0) 

499 

( 5.0) 

837 

( 8.8) 

Rectum 

950 

( 3.2) 

941 

( 3.1) 

254 

( 2.5) 

312 

( 3.3) 

Other  digestive  organs 

1,848 

( 6.1) 

1,376 

( 4.5) 

1,203 

(12.0) 

803 

( 8.4) 

Respiratory  system 

8,435 

(28.0) 

3,006 

( 9-9) 

2,581 

(25.7) 

650 

( 6.8) 

Breast  (female) 

— 

8,137 

(26.7) 

— 

2,275 

(23.8) 

Uterine  corpus 

— 

2,204 

( 7.2) 

— 

578 

( 6.1) 

Uterine  cervix 

— 

1,622 

( 5.3) 

— 

1,346 

(14.1) 

Ovary 

— 

1,356 

( 4.5) 

— 

337 

( 3.5) 

Prostate 

4,727 

(15.7) 

— 

2,564 

(25.5) 

— 

Urinary  tract 

2,567 

( 8.5) 

1,081 

( 3.6) 

491 

( 4.9) 

305 

( 3.2) 

Hematopoietic  system 

1,434 

( 4.8) 

1,263 

( 4.2) 

495 

( 4.9) 

468 

( 4.9) 

Lymph  nodes 

1,113 

( 3.7) 

1,081 

( 3.6) 

218 

( 2.2) 

172 

( 1-8) 

Other 

3,100 

(10.3) 

3,065 

(10.1) 

469 

( 4.7) 

541 

( 5.7) 

Unknown 

2,365 

( 7.8) 

1,868 

( 6.1) 

799 

( 7.9) 

669 

( 7.0) 

All  sites 

30,134 

( 100) 

30,442 

(100) 

10,059 

( 100) 

9,553 

(100) 

data  collection  forms  and  for- 
warded to  the  GSCR.  The  abstract 
form  included  all  core  data  items 
required  by  the  Commission  on 
Cancer  of  the  American  College  of 
Surgeons.  A duplicate  copy  of  each 
abstract  was  retained  by  the  hos- 
pital for  its  own  registration  activi- 
ties. The  transmitted  forms  were 
manually  edited  for  completeness 
and  consistency  at  the  GSCR  and 
then  entered  into  a computer  da- 
tabase. Abstracts  that  required  cor- 
rection or  further  clarification  were 
returned  to  the  reporting  hospital 
for  subsequent  resubmission. 

Follow-up  data  on  disease  pro- 
gression and  vital  status  were  col- 
lected by  hospital  personnel  on 
standard  forms  and  then  forwarded 
to  the  GSCR  for  entry  into  the  com- 
puter database.  Typical  sources  of 
follow-up  information  included 
hospital  records,  reports  from  the 
offices  of  physicians,  and  annual 
lists  of  deceased  persons  from  vital 
registrations.  Participating  hospi- 
tals were  encouraged  to  follow  the 
guidelines  of  the  American  College 
of  Surgeons  for  the  collection  of  fol- 
low-up information. 

The  present  study  population  was 
limited  to  white  and  black  patients 


with  dates  of  diagnosis  between 
1975  and  1985.  Subjects  were  clas- 
sified according  to  race,  sex,  pri- 
mary anatomic  site  (14  groupings 
of  specific  topographic  codes),  and 
stage  (localized  to  site  of  origin,  ex- 
tension to  regional  sites  and/or 
lymph  nodes,  or  metastatic  spread). 
Distributions  of  attributes  were  ana- 
lyzed with  standard  methods  for 
categorical  data.1  Survival  analysis 
was  performed  using  the  Kaplan- 
Meier  product  limit  estimation  pro- 
cedure,2 with  death  from  cancer  as 
the  outcome. 

Results 

As  shown  in  Table  1,  80,188  pa- 
tients were  eligible  for  inclusion  in 
this  report.  Within  this  sample, 
60,576  patients  (75.5%)  were  white 
and  19,612  patients  (24.5%)  were 
black.  Among  whites,  females  ac- 
counted for  slightly  more  than  half 
of  all  registrants.  Among  blacks, 
however,  there  was  a slight  excess 
of  cases  among  males.  The  primary 
anatomic  site  of  involvement  was 
known  for  92.9%  of  all  reported 
cancers.  The  percentage  of  cases 
with  unknown  site  of  origin  did  not 
differ  greatly  by  either  race  or  sex. 
Overall,  the  most  common  form  of 


cancer  was  neoplasia  of  the  respi- 
ratory system  (including  lung  and 
bronchus),  which  accounted  for 
14,672  cases  (18.3%  of  all  registra- 
tions). Cancer  of  the  female  breast 
was  the  next  most  frequent  neo- 
plasm, with  a total  of  10,412  cases 
(13%).  The  third  most  common 
cancer  was  prostatic  neoplasia  (n 
= 7,291,9.1%). 

Cancer  of  the  respiratory  system 
accounted  for  substantially  higher 
percentages  of  cases  among  males 
(whites,  28.0%;  blacks,  25.7%)  than 
females  (whites,  9.9%;  blacks, 
6.8%).  Similar  relative  excesses  for 
males  were  noted  at  other  smoking- 
related  cancer  sites  (e.g.,  orophar- 
ynx and  urinary  tract). 

Cancers  of  digestive  organs  other 
than  the  large  intestine  (e.g., 
esophagus  and  pancreas)  ac- 
counted for  larger  percentages  of 
malignancies  among  blacks  than 
whites.  The  relative  frequency  of 
prostatic  neoplasia  also  was  higher 
among  blacks  (25.5%)  than  whites 
(15.7%).  Among  females,  cancer  of 
the  uterine  cervix  accounted  for  a 
higher  percentage  of  malignancies 
for  blacks  (14.1%)  than  whites 
(5.3%).  There  were  only  small  ra- 
cial disparities  in  the  relative  fre- 
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TABLE  2 A — Percentage  distribution1  of  cancers  by  stage  and  anatomic  site  among  whites,  1975-1985 


Anatomic  site 


Stage 


Local 


Regional 


Distant 


Unstaged 


Oropharyx 

Colon 

Rectum 

Other  digestive  organs 
Respiratory  system 
Breast  (female) 
Uterine  corpus 
Uterine  cervix 
Ovary 
Prostate 
Urinary  tract 
Hematopoietic  system2 
Lymph  nodes2 
Other 
Unknown 

All  sites 


2,452 

3,954 

1,752 

3,016 

10,813 

7,346 

2,113 

1,501 

1,174 

4,326 

3,331 

2,383 

1,914 

5,622 

3,968 

55,665 


49.4 

33.8 
39.6 

24.2 

28.4 

51.3 

76.2 

54.8 

27.9 

60.2 
67.1 


73.6 

40.5 


43.1 

42.7 
40.9 

34.3 

29.0 

39.7 

14.7 

37.6 

14.0 

11.6 

18.4 


14.6 

7.4 

24.8 


4.9 

21.0 

16.3 

32.7 

33.8 
7.6 

6.5 

6.0 

55.3 

16.9 
9.8 

100.0 

100.0 

5.5 
79.1 

29.0 


2.6 

2.4 

3.3 
8.8 
8.9 

1.4 
2.6 
1.6 
2.8 

11.3 

4.7 


6.2 

13.5 

5.7 


1.  Percentage  of  cases  within  a designated  anatomic  site. 

2.  All  hematopoietic  system  malignancies  and  lymphomas  were  classified  as  systemic. 


TABLE  2B  — Percentage  distribution1  of  cancers  by  stage  and  anatomic  site  among  blacks,  1975-1985 

Anatomic  site 

n 

Stage 

Local 

Regional 

Distant 

Unstaged 

Oropharyx 

722 

22.4 

65.5 

9.6 

2.5 

Colon 

1,260 

25.7 

43.6 

26.2 

4.4 

Rectum 

532 

28.0 

39.1 

25.7 

7.1 

Other  digestive  organs 

1,948 

23.8 

31.9 

34.6 

9.7 

Respiratory  system 

3,152 

24.3 

30.0 

34.9 

10.8 

Breast  (female) 

2,117 

36.8 

47.2 

14.3 

1.7 

Uterine  corpus 

555 

54.4 

25.2 

16.9 

3.4 

Uterine  cervix 

1,274 

44.6 

44.9 

8.6 

2.0 

Ovary 

315 

21.0 

18.4 

55.2 

5.4 

Prostate 

2,435 

46.7 

7.4 

30.8 

15.1 

Urinary  tract 

760 

49.1 

28.0 

15.7 

7.2 

Hematopoietic  system2 

884 





100.0 

Lymph  nodes2 

362 



. 

100.0 

Other 

952  > 

58.5 

19.6 

10.0 

11.9 

Unknown 

1,438 

— 

4.7 

80.7 

14.6 

All  sites 

18,706 

30.2 

27.9 

34.0 

7.9 

1 . P ercentage  of  cases  within  a designated  anatomic  site. 

2.  All  hematopoietic  system  malignancies  and  lymphomas  were  classified  as  systemic. 

quencies  of  cancers  of  the  large  in- 
testine, respiratory  system,  female 
breast,  uterine  corpus,  ovary  or  he- 
matopoietic system. 

The  stage  distributions  of  malig- 
nancies by  primary  anatomic  site 
are  presented  in  Tables  2A  and  2B 
for  whites  and  blacks,  respectively. 


Overall,  the  stage  at  diagnosis  was 
known  for  93.8%  of  cases.  The  per- 
centage of  unstaged  cases  was 
slightly  higher  for  blacks  (7.9%) 
than  whites  (5.7%).  Within  each  ra- 
cial group,  the  relative  frequency  of 
unstaged  disease  was  elevated  for 
cancers  of  the  prostate  and  for  those 


with  unknown  primary  anatomic 
sites. 

For  all  sites  combined,  40.5%  of 
white  patients  had  localized  dis- 
ease, compared  with  only  30.2%  of 
blacks.  At  virtually  every  anatomic 
site  of  cancer,  whites  were  more 
likely  to  have  localized  lesions  than 
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TABLE  3A  — 

Five-year  survival  rates  by  anatomic  site  and  stage  for  whites,  1975-1985 

Anatomic  site 

Stage 

All 

Local 

Regional 

Distant 

Unstaged 

Oropharynx 

54 

72 

40 

9 

26 

Colon 

49 

78 

49 

7 

12 

Rectum 

47 

72 

42 

4 

21 

Other  digestive  organs 

12 

24 

14 

4 

4 

Respiratory  system 

17 

39 

16 

3 

5 

Breast  (female) 

70 

84 

63 

16 

40 

Uterine  corpus 

78 

87 

58 

15 

59 

Uterine  cervix 

67 

83 

52 

10 

16 

Ovary 

40 

81 

49 

18 

22 

Prostate 

56 

68 

57 

23 

48 

Urinary  tract 

56 

70 

32 

12 

35 

Hematopoietic  system1 

23 

— 

— 

23 

— 

Lymph  nodes1 

50 

— 

— 

50 

— 

Other 

61 

68 

55 

20 

32 

Unknown 

7 

— 

13 

5 

17 

All  sites 

43 

69 

40 

14 

21 

1.  All  hematopoietic  system  malignancies  and  lymphomas  were  classified  as  systemic. 

TABLE  3B  — 

Five-year  survival  rates  by  anatomic  site  and  stage  for  blacks,  1975-1985 

Stage 

Anatomic  site 

All 

Local 

Regional 

Distant 

Unstaged 

Oropharynx 

28 

51 

24 

9 

16 

Colon 

40 

66 

47 

5 

14 

Rectum 

29 

60 

26 

4 

18 

Other  digestive  organs 

7 

13 

7 

3 

4 

Respiratory  system 

12 

30 

13 

2 

6 

Breast  (female) 

54 

78 

51 

12 

30 

Uterine  corpus 

46 

64 

36 

4 

33 

Uterine  cervix 

54 

77 

42 

2 

51 

Ovary 

34 

72 

37 

18 

2 

Prostate 

42 

59 

38 

18 

42 

Urinary  tract 

36 

52 

27 

10 

19 

Hematopoietic  system1 

20 

— 

— 

20 

— 

Lymph  nodes1 

44 

— 

— 

44 

— 

Other 

46 

56 

42 

21 

20 

Unknown 

5 

— 

13 

3 

13 

All  sites 

31 

56 

31 

11 

20 

1.  All  hematopoietic  system  malignancies  and  lymphomas  were  classified  as  systemic. 

2.  Too  few  cases  available  to  allow  estimation  of  five-year  survival. 


blacks.  The  racial  disparity  in  stage 
was  particularly  prominent  for  can- 
cers of  the  oropharynx,  where  the 
proportion  of  localized  tumors  was 
more  than  twice  as  great  among 
whites.  Other  anatomic  sites  with 
excesses  of  nonlocalized  disease 
among  blacks  included  the  large  in- 
testine, female  breast,  uterine  cor- 
pus and  cervix,  prostate  and  urinary 
tract.  Comparatively  little  racial  dif- 
ferential in  stage  was  observed  for 


cancers  of  the  respiratory  system  or 
digestive  organs  other  than  the  large 
intestine. 

Within  each  racial  group  the 
greatest  proportions  of  lo- 
calized lesions  were  observed  for 
uterine  corpus  cancers  (whites, 
76.2%;  blacks,  54.4%)  and  those  of 
“other”  sites,  which  included  thy- 
roid and  nervous  system  tumors  and 
melanomas  (whites,  73.6%;  blacks, 
58.5%).  The  anatomic  sites  of  can- 


cer with  the  smallest  percentages 
of  localized  disease  were  digestive 
organs  other  than  the  large  intes- 
tine (whites,  24.2%;  blacks,  23.8%) 
and  respiratory  system  (whites, 
28.4%;  blacks,  21.0%). 

The  observed  5-year  survival  rates 
by  anatomic  site  and  stage  are 
shown  in  Tables  3A  and  3B  for 
whites  and  blacks,  respectively. 
Overall,  43%  of  whites  and  31%  of 
blacks  who  did  not  die  of  noncan- 
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cer  causes  survived  at  least  5 years 
from  the  time  of  diagnosis.  Patients 
with  unstaged  cancers  tended  to 
have  survival  rates  that  were  similar 
to  those  for  patients  with  nonlo- 
calized  disease.  Within  each  racial 
group,  the  probability  of  survival 
was  strongly  related  to  the  stage  of 
disease  at  diagnosis.  Patients  with 
localized  malignancies  were  about 
five  times  more  likely  to  survive  than 
were  patients  with  metastatic  dis- 
ease. 

Overall,  the  highest  survival  rates 
were  observed  for  cancers  of  the 
female  breast,  uterine  corpus  and 
cervix,  as  well  as  those  involving 
“other”  sites.  When  detected  in  an 
early  stage,  ovarian  and  colonic 
cancers  also  exhibited  relatively  fa- 
vorable outcomes.  At  the  other  ex- 
treme, malignancies  of  digestive  or- 
gans other  than  the  large  intestine, 
and  those  of  the  respiratory  and  he- 
matopoietic systems,  and  unknown 
anatomic  sites  had  especially  poor 
prognoses. 

For  each  anatomic  site,  the  over- 
all survival  experience  of  white  pa- 
tients was  more  favorable  than  that 
of  blacks.  The  greatest  racial  dif- 
ferentials in  survival  were  found  for 
cancers  of  the  oropharynx,  uterine 
corpus,  and  urinary  tract.  As  pre- 
viously noted,  blacks  tended  to  have 
more  advanced  disease  for  cancers 
at  these  anatomic  sites.  Even  within 
the  local  and  regional  stage  cate- 
gories, however,  racial  disparities 
in  survival  were  observed  for  each 
of  these  malignancies.  There  were 
minimal  racial  differences  in  sur- 
vival for  cancers  with  especially 
poor  prognoses,  such  as  those  in- 
volving the  respiratory  or  hemato- 
poietic systems,  or  digestive  organs 
other  than  the  large  intestine.  The 
racial  differences  in  survival  for 
metastatic  cancers  of  most  ana- 
tomic sites  also  were  quite  small. 

Discussion 

The  GSCR  does  not  include  in- 
formation on  all  cancer  patients  in 
Georgia;  however,  it  does  represent 
a sizable  proportion  of  the  state- 
wide experience.  According  to  es- 
timates prepared  by  the  American 
Cancer  Society,3  the  total  annual 


number  of  newly  diagnosed  cancer 
patients  in  Georgia  during  1980  was 
15,000.  If  that  midpoint  estimate  is 
extrapolated  to  the  present  study 
period  (assuming  a linear  increase 
in  annual  caseload),  the  total  num- 
ber of  Georgians  with  cancer  newly 
diagnosed  between  1975  and  1985 
was  165,000.  In  other  words,  the 
GSCR  had  information  on  approx- 
imately 50%  of  all  new  cancer  oc- 
currences during  this  period. 


It  has  been  estimated 
that  85%  of  lung 
cancer  deaths  are 
related  to  cigarette 
smoking  ...  a 
comprehensive 
statewide  program  in 
smoking  cessation 
could  dramatically 
decrease  the  cancer 
burden  in  Georgia. 


Any  system  of  cancer  registra- 
tion based  upon  voluntary  re- 
porting from  hospitals  may  not  in- 
clude a representative  sample  of 
patients.  In  the  present  context,  the 
participating  hospitals  tended  to  be 
large  institutions  with  established 
and  accredited  cancer  programs.  It 
is  conceivable  that  these  facilities 
attract  patients  with  cancers  that  are 
difficult  to  diagnose  and/or  man- 
age. This  process  has  been  referred 
to  as  “referral-filter  bias,”  in  which 
“the  selection  that  occurs  at  each 
stage  in  the  referral  process  can 
generate  patient  samples  that  are 
much  different  from  those  found  in 
the  general  population.”4  Indeed, 
national  patient  care  evaluation 
studies  conducted  by  the  American 
College  of  Surgeons  have  demon- 
strated marked  interhospital  differ- 
ences in  the  survival  experiences  of 
patients  with  cancers  of  the  breast, 
prostate,  or  Hodgkin’s  disease.5 
These  prognostic  disparities  largely 
were  attributable  to  interhospital 


differences  in  the  distributions  of 
patient  age,  stage  and  histology. 

With  that  caveat  in  mind,  the  data 
from  the  GSCR  still  can  serve  sev- 
eral useful  purposes.  First,  this  in- 
formation might  help  to  identify 
needed  cancer  prevention  activi- 
ties. For  example,  malignancies  of 
the  respiratory  system  accounted  for 
over  one-fourth  of  the  cancers 
among  men  in  this  population.  It 
has  been  estimated  elsewhere6  that 
85%  of  lung  cancer  deaths  are  re- 
lated to  cigarette  smoking.  Since 
smoking  cessation  can  reduce  the 
risk  of  respiratory  malignancies,7  a 
comprehensive  statewide  program 
in  smoking  cessation  could  dra- 
matically decrease  the  cancer  bur- 
den in  Georgia. 

Second,  the  data  from  the  GSCR 
provide  evidence  that  patterns  of 
cancer  occurrence  differ  within  de- 
mographic subgroups.  For  in- 
stance, black  persons  in  this  sam- 
ple had  relative  excesses  of 
neoplasia  of  the  prostate  and  uter- 
ine cervix.  Such  information  may 
be  particularly  useful  in  targeting 
demographic  groups  for  preventive 
services  and  screening  initiatives. 


The  puxpose  of  this 
report  is  to  summarize 
the  data  collected  on 
patients  throughout 
Georgia  diagnosed  with 
cancer  between  1975 
and  1985. 


Third,  the  information  on  stage 
at  diagnosis  demonstrated  the  pre- 
dominance of  nonlocalized  disease 
among  both  whites  and  blacks  in 
this  population.  As  an  illustration, 
only  half  of  breast  cancers  among 
whites  in  this  study  were  localized 
at  diagnosis.  Among  black  women, 
an  even  smaller  percentage  (36.8%) 
of  breast  cancers  were  confined  to 
the  site  of  origin.  Similar  results 
were  found  for  malignancies  of  the 
uterine  cervix.  Although  trends  over 
time  were  not  presented  in  this  pa- 
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per,  separate  analyses  did  not  re- 
veal substantial  temporal  changes 
in  the  stage  distributions  of  these 
cancers.  Since  stage  was  an  im- 
portant determinant  of  survival  in 
this  study  and  elsewhere,8  and  be- 
cause breast  and  cervical  cancers 
are  amenable  to  earlier  detection, 
every  effort  must  be  made  to  in- 
crease the  use  of  screening  meth- 
ods. 

Fourth,  the  GSCR  can  provide  in- 
sights into  survival  patterns  for  can- 
cer patients.  In  the  present  anal- 
yses, survival  results  were  stratified 
by  race,  anatomic  site  and  stage. 
Each  of  these  factors  was  found  to 
be  an  independent  determinant  of 
prognosis.  That  is  to  say,  race  was 
related  to  survival,  even  after  ad- 
justment for  the  effects  of  cancer 
type  and  stage.  Similar  racial  dif- 
ferentials in  survival  have  been  re- 
ported in  national  statistics9  and, 
therefore,  the  present  results  prob- 
ably are  not  entirely  attributable  to 
biases  from  incomplete  reporting. 
Since  more  than  one-fourth  of  the 
population  of  Georgia  is  black,10  the 
racial  gap  in  cancer  patient  survival 
represents  an  important  public 
health  concern  for  this  state. 

Over  the  past  decade,  the  GSCR 
has  made  strides  toward  im- 
proving the  quality  and  quantity  of 
collected  information.  The  Registry 
continues  to  seek  new  approaches 
for  data  gathering.  Recently,  the 
GSCR  has  establisehd  a mechan- 
ism for  hospitals  to  submit  case 
registrations  in  computerized  for- 
mat. In  addition,  the  GSCR  is  col- 
lecting follow-up  information  by 
computer  linkage  to  other  data- 
bases, such  as  the  annual  file  of 
death  certificates  for  the  State  of 
Georgia.  It  is  anticipated  that  these 
innovations  and  others  will  allow 
the  GSCR  to  enhance  the  existing 
database  at  a nominal  cost. 

Conclusion 

Ultimately,  the  success  of  a vol- 
untary cancer  reporting  system  de- 


pends upon  the  support  and 
cooperation  of  hospitals  and  phy- 
sicians. The  Medical  Association  of 
Georgia  and  the  Georgia  Depart- 
ment of  Human  Resources  have 
played  key  roles  in  maintaining  the 
GSCR.  This  effort  has  resulted  in  the 
development  of  a database  that  can 
serve  the  medical  community  and 
health  agencies  in  meeting  the  can- 
cer control  needs  of  this  state. 
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Appendix 

The  following  hospitals  have 
contributed  data  used  in  this  report: 

Phoebe-Putney  Memorial  Hospital, 
Albany 

Sumter  Regional  Hospital,  Ameri- 
cus 

Athens  General  Hospital,  Athens 
Grady  Memorial  Hospital,  Atlanta 
St.  Joseph’s  Hospital,  Atlanta 
Northside  Hospital,  Atlanta 
University  Hospital,  Augusta 
Glyn-Brunswick  Memorial  Hospi- 
tal, Brunswick 

The  Medical  Center,  Columbus 
West  Georgia  Medical  Center, 
LaGrange 

Medical  College  of  Central  Georgia, 
Macon 

Memorial  Medical  Center,  Savan- 
nah 

Medical  College  of  Georgia,  Au- 
gusta 

South  Georgia  Medical  Center,  Val- 
dosta 

Northeast  Georgia  Medical  Center, 
Gainesville 


Houston  County  Hospital,  Warner 
Robins 

Tift  General  Hospital,  Tifton 
Stephens  County  Hospital,  Toccoa 
South  Fulton  Hospital,  East  Point 
DeKalb  General  Hospital,  Decatur 
Emory  University  Hospital,  Atlanta 
Bulloch  Memorial  Hospital,  States- 
boro 

Cobb  General,  Austell 
Coliseum  Park  Hospital,  Macon 
Henry  General  Hospital,  Stock- 
bridge 

Humana  Hospital  Gwinnett,  Snell- 
ville 

Wayne  Memorial  Hospital,  Jesup 
Hart  County  Hospital,  Hartwell 
John  D.  Archbold  Memorial  Hos- 
pital, Thomasville 
Gwinnett  Hospital  System,  Law- 
renceville 

Meadows  Memorial  Hospital,  Vi- 
dalia 

Union  General  Hospital,  Blairsville 
Joan  Glancy  Memorial  Hospital, 
Lawrenceville 
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Abstract 

A patient  was  encountered  who  had  jaundice,  colicky  ab- 
dominal pain,  and  severe  gastrointestinal  bleeding  due  to 
hemobilia.  These  findings  followed  an  episode  of  bacterial 
endocarditis  due  to  staphylococcus.  Liver  scan  provided  a 
clue  to  the  diagnosis,  and  celiac  arteriography  offered  de- 
finitive information.  Once  the  diagnosis  is  made,  surgery  can 
be  life-saving  by  eliminating  the  arteriovenous  communi- 
cation. Hepatic  artery  ligation  also  is  sometimes  needed  if 
the  sites  are  small  and  multiple.  This  particular  patient  had 
a large  arteriovenous  communication  ligated  and  later,  re- 
sidual small  areas  required  hepatic  artery  ligation  for  ulti- 
mate success. 


Introduction 

Hemobilia  is  a 
term  first  in- 
introduced  in  1948 
by  Sandblom  to  de- 
scribe the  occur- 
rence of  hemor- 
rhage into  the  biliary 
tract  as  a result  of  a 
direct  communica- 
tion betwen  the  ar- 
teriovenous circu- 
lation and  the  biliary 
tract.1  The  purpose 
of  this  report  is  to 
describe  a case  resulting  from  in- 
fection and  to  review  the  early  his- 
tory of  hemobilia. 

Case  Report 

A 13-year-old-boy  was  admitted 
to  the  hospital  on  December  9,  af- 
ter a 3-day  illness  that  began  with 
fever,  anorexia,  cough,  and  vomit- 
ing. Despite  the  use  of  antibiotics, 
signs  of  meningitis  developed 
within  48  hours.  Later,  an  apical 
systolic  murmur  was  detected  and 
was  associated  with  pulmonary 
vascular  congestion.  Blood  cul- 
tures were  positive  for  Staphylo- 
coccus aureus.  Intravenous  methi- 


cillin  and  gentamicin  were  started 
and  continued  until  discharge  ap- 
proximately 9 weeks  later,  when  he 
was  afebrile  and  much  improved. 

During  the  next  several  weeks, 
the  patient  experienced  progressive 
congestive  heart  failure  associated 
with  a grade  II1/1V  holosystolic  mur- 
mur at  the  apex  which  radiated  to 
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the  axilla.  Cardiac 
catherization  led  to 
mitral  valve  re- 
placement with  a 
Bjork-Shiley  valve; 
coumadin  was  pre- 
scribed for  antico- 
agulation. 

On  March  24,  he 
developed  periodic 
severe,  colicky, 
peri-umbilical  pain 
followed  by  mas- 
sive hematemesis. 
His  bilirubin  rose  to 
7.6  mg  % (normal 
< 1 mg  %)  and  alkaline  phospha- 
tase rose  to  340  mp,  per  ml  (normal, 
30-85).  Upper  GI  series  was  normal 
and  gastroscopy  unremarkable.  On 
another  occasion,  during  a recur- 
rent bleeding  episode,  gastroscopy 
revealed  blood  in  the  first  part  of 
the  duodenum. 

Spiking  fever  and  leukocytosis 
occurred  in  association  with  a ris- 
ing alkaline  phosphatase.  Multiple 
filling  defects  were  present  on  a liver 
scan  (Figure  1).  On  May  11,  sus- 
picion of  pyogenic  abscesses  led  to 
an  abdominal  exploration  and 
drainage  of  several  hepatic  ab- 
scesses. Bright  red  blood  was  as- 
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Figure  1.  Liver  scan  showing  a large  filling  defect  in  the  dome  of  the  liver  on 
the  right  and  other,  not  so  well  defined,  defects  in  the  midline  area. 


pirated  from  a large  soft  pulsatile 
area  in  the  dome  of  the  right  lobe 
of  the  liver,  and  purulent  material 
was  aspirated  from  other  areas. 
Bacterial  culture  grew  S.  aureus. 


This  case  illustrates  the 
classic  features  of 
hemobilia,  as  well  as 
the  difficulties 
encountered  in 
managing  a patient 
with  hepatic  abscesses 
eroding  into  the 
hepatic  circulation  and 
biliary  tract. 


On  May  27,  mild  jaundice  was 
again  present  (4.5  mg  % bilirubin), 
and  a sudden  episode  of  abdomi- 
nal pain  and  hematemesis  oc- 
curred followed  by  circulatory 
shock.  After  stabilization,  celiac  ar- 
teriogram revealed  a large  arterio- 
venous communication  (Figure  2). 


Hemobilia  had  occurred  as  a result 
of  the  arteriovenous  communica- 
tion emptying  directly  into  the  bil- 
iary tract. 

On  May  27,  surgery  was  again 
performed  with  elimination  of  the 
arteriovenous  communication  and 
ligation  of  all  communicating  ves- 
sels and  ducts.  One  week  later, 
massive  bleeding  again  occurred, 
and  repeat  celiac  arteriography 
demonstrated  two  small  arteriove- 
nous communications.  Exploration 
was  performed  with  ligation  of  the 
hepatic  artery  at  the  celiac  axis.  Fol- 
lowing surgery,  hemobilia  occurred 
once  more.  Transfusions  were 
given,  and  no  additional  bleeding 
occurred.  The  patient  recovered  and 
was  discharged  after  receiving  a cu- 
mulative total  of  57  units  of  blood. 

In  January  of  the  following  year, 
he  developed  acute  rheumatic  fe- 
ver, an  illness  which  may  explain 
the  predisposition  to  endocarditis 
that  occurred  the  year  before. 

Discussion 

The  occurrence  of  hemobilia  is 
rare.  Although  currently  the  most 
common  cause  is  trauma,  original 
descriptions  of  hemobilia  date  back 
to  the  seventeenth  and  eighteenth 


centuries  when  inflammatory 
causes  were  more  common.  Other 
mechanisms  found  responsible  are 
hepatic  aueurysm  rupture  (mycotic 
and  atherosclerotic),  hepatic  tu- 
mors, gallbladder  disease,  and 
pancreatic  disease. 

The  first  published  description  of 
hemobilia  was  by  Glisson  in  1654.2 
The  source  of  hemorrhage  into  the 
biliary  tract  was  thought  to  be  con- 
tusion or  penetrating  injury.  In  1765, 
Morgagni  wrote  of  the  cause  of  di- 
lation of  the  bile  ducts  and  attrib- 
uted to  his  teacher,  Valsalva,  an  ob- 
servation that  angular  gallstones 
and  liver  abscesses  could  cause 
secondary  bleeding  into  the  biliary 
tract.3  A pertinent  case  was  men- 
tioned with  autopsy  findings  of  an 
hepatic  abscess  with  clinical  symp- 
toms of  biliary  colic,  jaundice,  and 
vomiting,  presumed  to  be  second- 
ary to  clots  obstructing  the  ductal 
system. 

A case  of  multiple  abscesses  re- 
sulting in  hemobilia  was  described 
by  Portal  in  1777.  Portal  noted  that 
liver  size  and  colicky  pain  were  di- 
minished after  each  episode  of  he- 
mobilia.4 The  vomited  blood  was 
noted  to  be  purulent.  Autopsy  find- 
ings confirmed  Portal’s  clinical  sus- 
picions. Quinke,  in  1871,  first  noted 
the  triad  of  biliary  colic,  jaundice, 
and  gastrointestinal  bleeding  in  a 
patient  with  hemobilia.5 

This  case  demonstrates  an  un- 
usual cause  of  gastrointestinal 
bleeding:  i.e. , hemobilia  as  a result 
of  hepatic  abscess  secondary  to 
bacterial  endocarditis.  This  case 
also  features  the  classic  presenta- 
tion of  hemobilia  with  biliary  colic, 
jaundice,  and  gastrointestinal 
bleeding.  Gastrointestinal  bleeding 
is  seen  in  90%  of  cases,  while  jaun- 
dice is  evident  in  60%,  and  biliary 
colic  in  approximately  70%. 6 The 
pain  is  due  to  bile  duct  distention 
from  rapid  hemorrhage  or  obstruct- 
ing thrombus.  Inflammatory  causes 
account  for  13%  of  the  total  cases 
reviewed  by  Sandblom  in  19727  The 
great  majority  of  these  cases  were 
helminth  infections  (106  cases). 
Purulent  hepatic  abscess  was  a 
more  common  cause  of  hemobilia 
in  the  pre-antibiotic  era.  Sandblom 
noted  that  hemobilia  due  to  infec- 
tious causes  was  often  preceded  by 
systemic  infection. 
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Figure  2a.  Celiac  arteriogram  showing  a large  grapefruit-sized  cavity  that  is 
arterialized  and  drains  in  part  into  the  portal  system.  The  portal  vein  is  visualized 
as  a venous  phase  of  the  arteriogram.  Subsequent  films  a few  seconds  later 
showed  complete  clearing  of  the  contrast  material  from  the  liver  area.  The  Bjork- 
Shiley  mitral  valve  is  seen  above  the  diaphragm. 


Figure  2b.  Line  diagram  of  arteriogram. 


Summary 

This  case  illustrates  the  classic 
features  of  hemobilia,  as  well  as  the 
difficulties  encountered  in  manag- 
ing a patient  with  hepatic  ab- 
scesses eroding  into  the  hepatic 
circulation  and  biliary  tract.  The  un- 
derlying illness  was  bacterial  en- 
docarditis, an  unusual,  but  not  un- 
recognized, cause  of  hemobilia.  The 
resemblance  of  this  case  to  earlier 
cases  in  the  literature  has  been 
noted.  The  unusual  complication 
of  large  arteriovenous  fistula  as  a 
consequence  of  hepatic  abscess  is 
rarely  encountered  in  the  current 
antibiotic  era.  The  clinical  presen- 
tation of  biliary  colic,  jaundice,  and 
gastrointestinal  bleeding  is  char- 
acteristic of  hemobilia  and  when 
encountered  should  be  ap- 
proached aggressively  since  a fa- 
vorable outcome  can  occur  with 
medical  and  surgical  treatment. 
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Hepatic  Resection  for  Metastatic  Colorectal  Cancer 

Michael  J.  Koretz,  M.D. 


Colorectal  cancer  remains  the 
most  common  cancer  in  the 
United  States  not  related  to 
tobacco  abuse  and  was 
responsible  for  approximately 
60,000  deaths  in  1987.  Metastasis 
to  the  liver  occur  in  two-thirds  of 
patients  and  is  commonly  the 
cause  of  death.  Unfortunately, 
there  is  no  proven  effective 
systemic  therapy  for  metastatic 
colorectal  cancer. 

Stimulated  by  advances  in 
surgical  technique  and  ancillary 
support,  surgeons  in  the  1960s 
began  resecting  liver  metastases 
in  highly  selected  patients.  The 
publication  in  1972  of  Dr.  James 
Foster’s  Liver  Tumor  Survey 
served  as  a milestone  in  the  field 
of  hepatic  surgery  and  offered 
convincing  retrospective  evidence 
as  to  the  success  obtained.1 
During  the  past  15  years, 
numerous  institutions  have 
published  series  with  large 
numbers  of  patients  on  the  results 
of  hepatic  surgery  for  metastatic 
colorectal  cancer  with  remarkably 
similar  5-year  disease-free  survival 
rates  of  approximately  25 
percent.2-4  It  is  extremely  rare  to 
document  a 5-year  survivor  of 
documented  untreated  liver 
metastasis.5 

There  is  no  doubt  that  new 
diagnostic  modalities  such  as 
CEA  tests  and  the  CAT  scan  have 
permitted  the  diagnosis  of  hepatic 
metastases  at  an  early  stage  when 
surgical  extirpation  might  offer 
hope  for  cure.  The  argument  that 


atients  with 
resectable  colorectal 
liver  metastases  should 
be  offered  the  option  of 
curative  resection  with 
the  expectation  of  a 
reasonable  chance  of 
long-term  survival . y 

such  results  represent  only  lead- 
time  bias  is  still  raised  in  some 
quarters  but  may  be  difficult  to 
definitely  disprove  outside  of  a 
questionably  ethical  randomized 
trial. 

The  technique  for  the  actual 
resection  of  the  liver  has  been  a 
focus  of  lively  debate  among 
surgeons.  As  we  have  gained 
experience  with  the  ultrasonic 
dissector,  we  have  come  to 
recommend  it  as  the  technique  of 
choice  for  its  controlled 
dissection  of  vessels  and  bile 
ducts  allowing  safe  and  fairly 
bloodless  dissection.  A thorough 
knowledge  of  liver  vascular  and 
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ductal  anatomy  is  necessary  for 
safe  hepatic  surgery.  In  the  1980s, 
many  institutions  report  a 
mortality  rate  of  less  than  5 
percent  in  patients  undergoing 
major  resections.  Although  there 
is  no  question  that  major  hepatic 
surgery  can  be  performed  safely 
with  the  expectation  of  cure  in  25 
percent  of  the  patients,  the  time 
has  now  arrived  to  study  patients 
prospectively  in  an  effort  to 
determine  which  should  not 
undergo  major  hepatic  resection. 
Retrospective  evidence  offers 
some  insight  as  to  which  patients 
cannot  expect  to  benefit  from 
attempted  curative  resection.6  The 
presence  of  disease  in  the  portal 
or  celiac  lymph  nodes  appears  to 
be  a significant  negative 
determinant  of  survival  as  is  the 
presence  of  more  than  four 
metastases.  These  patients 
uniformly  do  quite  poorly. 
However,  there  does  not  appear 
to  be  any  survival  differences 
among  patients  with  one,  two,  or 
three  metastases.  Similarly, 
survival  rates  do  not  appreciably 
differ  between  patients  with 
synchronous  or  metachronous 
lesions.  The  presence  of  a 
generous  tumor-free  margin 
correlates  with  survival  rates  as 
high  as  45  percent,  indicating  the 
need  for  surgical  expertise. 

Unfortunately  the  majority  of 
patients  will  eventually  die 
of  their  disease,  indicating  the 
need  for  effective  systemic 
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therapy.  Current  trials  using 
biologic  response  modifiers  such 
as  monoclonal  antibiodies, 
Interleukin-2,  and  LAK 
(Lymphokine  Activated  Killer) 
cells  may  offer  promise  over  the 
coming  decade.  Meanwhile,  the 
therapeutic  nihilism  still  espoused 
by  many  clinicians  is  no  longer 
warranted.  Patients  with 
resectable  colorectal  liver 
metastases  should  be  offered  the 
option  of  curative  resection  with 
the  expectation  of  a reasonable 
chance  of  long-term  survival. 
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births 

orFacts? 

• Even  moderate  social  drinkers  may  risk  liver 
damage. 

• Women  are  more  likely  to  suffer  liver  damage 
from  alcohol  than  men. 

• Most  victims  of  liver  disease  are  not  alcoholics. 
All  three  statements  are  true. 


How  many  did  you  get  right? 

Many  people  are  confused  about  the  effects  of  alcohol 
on  the  liver— and  what  you  don’t  know  can  hurt  you. 

A pamphlet  on  myths  and  facts  tells  what  you  can  do  to 
protect  yourself  and  your  loved  ones.  For  your  free  copy, 
send  a stamped  self-addressed  business  envelope  to: 


American  Liver  Foundation 

Box  AL 

Cedar  Grove,  N.J.  07009 
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Understanding  Legal  Boilerplate 

Robert  N.  Berg 


Anyone  who  has  ever 

negotiated  a contract  is 
likely  to  have  heard,  at  some 
point,  a reference  to  the 
“boilerplate  clauses”  in  the 
contract.  Generally,  these  are  the 
provisions  which  appear  at  the 
end  of  the  contract,  and  which 
usually  are  thought  by  non- 
lawyers to  be  understood  only  by 
lawyers.  Indeed,  lawyers 
oftentimes  perpetuate  the  myth  of 
the  “boilerplate  clauses”  by 
advising  their  clients,  “Don’t 
worry  about  those  paragraphs; 
they  are  only  the  boilerplate 
provisions.” 

While  the  subjects  generally 
covered  in  boilerplate  provisions 
are  somewhat  standard,  the 
specifics  of  those  provisions  are 
not.  More  importantly,  a party’s 
ability  to  enforce  a contract,  as 
well  as  a court’s  or  jury’s 
interpretation  of  that  contract, 
may  be  influenced  by  or 
determined  solely  on  the  basis  of 
one  or  more  of  these  boilerplate 
provisions.  Accordingly,  it  may  be 
a worthwhile  effort  to  understand 
some  of  the  basics  covered  in 
traditional  boilerplate  clauses. 
(Examples  of  these  clauses  are 
set  out,  in  parenthesis,  following 
each  paragraph  heading.) 
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Governing  Law.  (“This 
Agreement  is  governed  by  and 
shall  be  construed  in  accordance 
with  the  laws  of  the  State  of 
Georgia.”)  Generally,  the  parties 
to  a contract  are  entitled  to  select 
the  State  law  which  will  govern 
the  interpretation  and 
enforcement  of  the  contract.  This 
may  be  a mere  formality  in  some 
cases,  such  as  where  both  of  the 
contracting  parties  reside  in  the 
State  of  Georgia  and  the  contract 
will  be  performed  in  Georgia.  In 
other  cases,  however,  such  as 
where  the  parties  reside  in 
different  States,  or  where  the 
contract  will  be  performed  in 
various  States,  the  choice  of  law 
provision  in  the  contract  may  be 
critical  in  determining  the  rights 
of  the  parties,  since  the  laws  of 
the  various  States  may  differ. 
Moreover,  it  is  important  to  keep 
in  mind  that,  in  Georgia,  a court 
may  ignore  the  choice  of  law 
provision  agreed  to  by  the  parties, 
if  enforcement  of  the  contract 
under  that  State’s  laws  would 
contravene  Georgia  policy.1 

Entire  Agreement.  (“This 
Agreement  constitutes  the  entire 
agreement  of  the  parties  hereto 
with  respect  to  the  subject  matter 
hereof.”)  Generally,  where  the 
parties  to  a contract  agree  that  the 
written  contract  contains  the 
entire  agreement  between  those 
parties,  any  prior  oral  agreements 
or  understandings  with  respect  to 
the  subject  matter  of  the 
agreement,  not  embodied  in  the 


written  contract,  are 
unenforceable  and  of  no  effect.2 
Thus,  if  an  “entire  agreement” 
provision  is  included  in  a 
contract,  it  is  imperative  for  each 
of  the  contracting  parties  to 
ensure  that  all  of  the  rights, 
obligations,  and  duties  of  the 
parties,  agreed  to  prior  to 
preparation  of  the  written 
agreement,  are  in  fact  included  in 
the  written  agreement. 

Waiver.  (“No  consent  or  waiver 
by  either  party  hereto,  to  or  of  any 
breach  or  default  by  the  other 
party  hereto,  in  the  performance 
of  such  party’s  obligations  under 
this  Agreement,  shall  be  deemed 
or  construed  to  be  a consent  to  or 
waiver  of  any  other  breach  or 
default  in  the  performance  by 
such  other  party  of  the  same  or 
any  other  obligation  of  such  other 
party  under  this  Agreement.”) 

This  very  legalistic-looking 
provision  deals  with  the  issue  of 
“mutual  departure”  — whether 
the  parties  to  a contract,  by  their 
subsequent  actions,  have 
mutually  agreed  to  depart  from 
the  specific  requirements  of  the 
contract,  if  so,  a court  may  find 
that  one  party  to  the  contract  has 
waived  a breach  of  that  contract 
by  the  other  party;  if  not,  the 
court  may  enforce  the  contract, 
against  the  breaching  party.3 
Inclusion  of  the  “waiver” 
provision  is  designed  to  put  each 
party  to  the  contract  on  notice 
that,  just  because  one  or  the  other 
party  consents  to  or  does  not 
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enforce  his  or  her  contractual 
rights  in  one  case,  that  does  not 
mean  that  party  has  waived  his  or 
her  right  to  enforce  that  provision 
of  the  contract,  or  another 
provision  of  the  contract,  in  case 
of  a similar  breach  in  the  future. 

Interpretation.  (“No  provision 
of  this  Agreement  shall  be 
construed  against  or  interpreted 
to  the  disadvantage  of  any  party 
hereto  by  any  court  or  other 
governmental  or  judicial  authority, 
by  reason  of  such  party  having  or 
being  deemed  to  have  drafted, 
structured,  prepared  or  required 
such  provision.”)  Inclusion  of  this 
boilerplate  provision  is  designed 
to  remove  the  general 
presumption,  well-settled  in 
Georgia  law,  that  where 
construction  of  a contract  is 
ambiguous  or  in  doubt,  it  will  be 
construed  most  strongly  against 
the  party  who  prepared  it.4  The 
above  “interpretation”  provision 
attempts  to  place  the  parties  on 
an  equal  footing,  such  that  any 
ambiguities  in  the  contract  should 
not  be  construed  to  the  detriment 
of  one  party,  as  opposed  to  the 
other  party. 

Amendment.  (“Neither  this 
Agreement  nor  any  provision 
hereof  may  be  changed  or 
amended  orally,  but  only  by  an 
instrument  in  writing  signed  by  all 
of  the  parties  to  this  Agreement.”) 
Generally,  a written  agreement 
may  only  be  amended  by  a 
subsequent  written  agreement. 
However,  to  the  extent  that  the 


subsequent  acts  or  statements  of 
the  parties  may  be  construed  by  a 
court,  as  described  above,  as 
modifying  the  contractual  rights 
and  obligations  of  the  parties,  it  is 
important  to  include  an 
“amendment”  provision  in  order 
to  express  the  intentions  of  the 
parties  that  such  subsequent  oral 
statements  not  be  construed  as 
amending  the  actual  written 
agreement.5 

Time  is  of  the  Essence.  (“TIME 
IS  OF  THE  ESSENCE  OF  THIS 
AGREEMENT.”)  In  Georgia,  time 
generally  is  not  of  the  essence  of 
a contract.  This  means  that, 
unless  a specific  time  frame  is 
included  in  the  contract,  a party 
will  be  given  a “reasonable”  time 
to  perform  his  or  her  obligations. 
Inclusion  of  a “time  is  of  the 
essence”  provision  is  designed  to 
set  out  the  intentions  of  the 
parties  that,  in  all  cases,  the  time 
frames  used  in  the  contract  are  to 
be  strictly  construed  and  enforced 
(e.g.,  “prompt”  means  prompt, 
not  “reasonably  prompt”).6 

In  conclusion,  just  as  it  may  be 
critical  to  a contracting  party 
to  make  sure  that  the  correct 
purchase  price  or  payment  terms 
are  included  in  the  contract,  it 
may  also  be  critical  to  ensure  that 
the  contractual  “boilerplate” 
provisions  accurately  reflect  the 
intentions  of  the  parties. 

Otherwise,  some  outside  third 
party  — a court  or  jury  — 
ultimately  may  interpret  the 
contract  in  a manner  totally 


disparate  from  the  intentions  of 
the  contracting  parties.  This,  in 
turn,  may  result  in  one  or  the 
other  contracting  party  losing  the 
benefits  of  his  or  her  bargain. 

Notes 

1.  See,  e.g.,  Dothan  Aviation  Corp.  v.  Miller, 
620  F.2d  504  (5th  Cir.  1980);  Marketing  and 
Research  Counselors,  Inc.  v.  Booth,  601  F.Supp. 
615  (N.D.  Ga.  1985). 

2.  See,  e.g.,  Kelson  Cos.  v.  Feingold,  168 
Ga.App.  391,  309  S.E.2d  394  (1983);  Adams  v. 
North  American  Business  Brokers,  Inc.,  168 
Ga.App.  341,  309  S.E.2d  164  (1983);  West  View 
Corp.  v.  Alston,  208  Ga.  122,  65  S.E.2d  406 
(1951). 

3.  See,  e.g.,  Southwest  Plaster  & Drywall  Co. 
v.  R.  S.  Armstrong  & Bros.  Co.,  166  Ga.App.  373, 
304  S.E.2d  500  (1983);  Waldrop  v.  Bettis,  223  Ga. 
715,  157  S.E.2d  870  (1967). 

4.  O.C.G.A.  §13-2-2(5);  see,  also,  Anderson  v. 
Southeastern  Fidelity  Ins.  Co.,  251  Ga.  556,  307 

S.E.2d  499  (1983);  Kennedy  v.  Brand  Banking 
Co.,  245  Ga.  496,  266  S.E.2d  154  (1980) 

5.  See,  e.g.,  Cosby  v.  A.  M.  Smyre  Mfg.  Co., 

158  Ga.App.  587,  281  S.E.2d  332  (1981). 

6.  O.C.G.A.  §13-2-2(9);  see,  also,  Sneed  v. 
Wiggins,  3 Ga.  94  (1847). 


DECEMBER  1988,  Vol.  77 


907 


Cumulative  Index 

Journal  of  the  Medical  Association  of  Georgia 

Volume  77  — 1988 


Month 


Pages 


January  ... 
February  .. 

March  

April 

May 

June  

July 

August  .... 
September 
October  .. 
November 
December 


1-64 

65-132 

133-200 

201-268 

269-234 

235-526 

527-600 

601-672 

673-736 

737-796 

797-856 

857-916 


Author  Index 


Author 


Anders,  David  L.,  M.D 303 

Anthony,  James  E.,  Jr.,  M.D 879 

Bailey,  Joseph  P„  Jr.,  M.D 531,  607,  681 

747,  803,  863 

Barnhill,  S.D.,  M.D 57 

Bartlett,  Opal 632 

Berg,  Robert  N 114,  322,  586,  782,  906 

Biel,  Ed  551 

Bolton,  Iris 233 

Bowen,  Allen,  II,  M.D 767 

Braden,  Larry 30 

Burns,  Robert  A.,  M.D 221 

Byrnes,  Judith  T 168 

Cantwell,  John  D.,  M.D 565 

Castellani,  Betty  C 223,  708 

Certain,  Marsha,  M.D 901 

Chow,  Wong-Ho,  Ph.D 654 

Clark,  W.  Scott,  M.S 712,  895 

Clements,  Stephen  D.,  Jr.,  M.D 901 

Cohen,  Marvyn  D.,  M.D 618 

Cohen,  Richard  W.,  M.D 342 

Cohen,  Sheldon  B.,  M.D 229 

Collins,  William  C.,  M.D 84 

Collomb,  Kathleen 230 

Costantino,  Mark  J.,  M.D 299 

Davidson,  Lucy,  M.D.,  Ed.S  833 

Davies,  Nicholas  E.,  M.D 638 

Davis,  Dave  M.,  M.D 817,  831 

Davis,  Stephen,  Ph.D 86,  92,  98 

Dickey,  Lovick,  M.D 619 

Drushel,  Charlotte  M.,  M.D.,  M.P.H 317 

Ehleben,  Carole  M.,  M.S 580 

Ferguson,  Charles  M.,  M.D 846 

Floyd,  Louise,  R.N.,  M.S.N 317 

Foege,  William  H.,  M.D 546 

Franks,  Adele  L.,  M.D 162 

Gotlieb,  Edward,  M.D 775 

Greenberg,  Raymond  S.,  M.D.,  Ph.D  . . 654,  712, 

895 

Greene,  Richard  L 50,  838 

Grindon,  Alfred  J.,  M.D 165 

Grossman,  Brenda  J.,  M.D 165 


Guzzardo,  Marcia  B.,  M.D 313 

Hacker,  Marye  W„  B.M.  SC 313 

Hammonds,  William  D.,  M.D 86 

Harrison,  Linda  Schwack,  C.P.A 236 

Haverty,  J.  Rhodes,  M.D 701 

Headley,  William  M„  M.D 643 

Hellenga,  Irving,  D.,  M.D 85 

Holland,  Wendy  K 658 

Hooks,  Vendie  H.,  Ill,  M.D 580 

House,  Mary  Anne,  R.N.,  M.S.N 767 

Howard,  Marion,  Ph.D 230 

Hudson,  Sandra,  M.D 184 

Hughes,  Carol  B.,  R.N.,  M.S.N.,  O.C.N 720 

Humphries,  Arthur  L.,  Jr.,  M.D 767 

Hutchinson,  James  S 242 

Huttenbach,  Dirk  E.,  M.D 817 

James,  W.  Scott,  M.D 30 

Jenks,  Bethanne,  M.D 775 

Jones,  Ellis  L.,  M.D 901 

Jones,  T.  Stephen,  M.D.,  M.P.H 551,  557 

Kaplan,  Jonathan  E.,  M.D 551 

Kaufmann,  James  A.,  M.D 150 

Kirchner,  Arthur  B.,  M.D 118 

Koplan,  Jeffrey  P„  M.D.,  M.P.H 557 

Koretz,  Michael  J.,  M.D 904 

Leonard,  Terri,  M.A 162 

Lewis,  D.  Michael,  M.D 819 

Liff,  Jonathan  M„  Ph.D 654,  712,  895 

Mansberger,  A.R.,  Jr.,  M.D 309 

Mansberger,  J.A.,  M.D 309 

Marchetti,  Ann 695 

McKenney,  Dan,  M.D 252 

McKinley,  Tom,  M.P.H 154 

Menendez,  Jack  F.,  M.D 15,  17,  139 

289  345 

Messer,  Alfred  A.,  M.D 548 

Miller,  Larry 625 

Montgomery,  Thomas  A.,  M.D 299 

Moore,  Robert  R.,  Jr.,  M.D 622 

Mork,  Virginia  C.G.,  M.D 295 

Ninan,  Philip  T.,  M.D 827 

Parker,  Joseph  A 705 


Page 


Pfister,  W.  Charles,  M.D 629 

Phillips,  Thomas  W„  M.D 182,  248,  780 

Polizos,  Victor,  M.D 775 

Raines,  Jack  A.,  M.D 150 

Rankin,  Jocelyn  A 632 

Riley,  Harris,  D.,  M.D 104 

Rogers,  Harrison  L.,  Jr.,  M.D 561 

Rubio,  Susana,  M.P.H 649 

Sacks,  Jeffery  J„  M.D.,  M.P.H 162 

Salam,  Atef,  M.D 901 

Samuels,  Barbara  N.,  M.D.,  M.P.H 649 

Sankey,  R.  Roger,  Ph.D 118 

Scheivelhud,  Linda,  R.N.,  O.C.N 720 

Shanor,  Paul  183 

Sherrer,  John  T 30 

Sikes,  R.  Keith,  D.V.M.,  M.P.H 154,  162 

Silverman,  Mark  E.,  M.D 82 

Smith,  Robert  E„  M.D 690 

Statom,  Susan  T 632 

Steed,  Robert  L 226 

Stoudemire,  Alan,  M.D 821 

Summers,  Roland,  M.D 889 

Sung,  John  F.C.,  Ph.D 712,  895 

Swartwout,  J.  R.,  M.D 885 

Swift,  Robin  Yaeger,  M.D 53 

Thorneloe,  William  F.,  M.D 825 

Trankina,  Timothy  J 724 

Underwood,  Charles  R.,  M.D 13,  75.  144 

206,  282,  340,  536,  616,  689,  753,  809,  872,  873 

Vandiver,  Maureen,  (Mrs.  Roy  W.)  209 

Vincent,  Richard  H 114 

Walker,  Gary,  M.D 313 

Ward,  Judson  C„  Jr.,  Ph.D 569 

Weeks,  Richard  Bynum,  M.D 757,  814,  875 

Wheeler,  Kenneth  E 755 

Whelchel,  John  D.,  M.D 759 

White,  Patricia  W.,  M.H.Ed 317 

Wilber,  Joseph  A.,  M.D 154 

Wilkes,  L.L.,  M.D 57 

Williams,  Brian,  M.D 154 

Winters,  Patty  M.,  C.T.R 580 

Wynn,  James,  J.,  M.D 767 


908 


Journal  of  MAG 


Subject  Index 


— A— 

ACQUIRED  IMMUNODEFICIENCY 
SYNDROME  (AIDS) 

AIDS:  Epidemiology  And  Future  Projections 
In  Georgia  (Sikes,  Wilber,  Williams, 

McKinley)  154 

AIDS  Information  Resources  172 

Does  The  Threat  Of  AIDS  In  Georgia  Justify 
Distributing  Free  Needles  and  Syringes 

To  Addicts?  (Byrnes) 168 

Georgia  Department  Of  Human  Resources’ 

Five-Year  Plan  On  AIDS  (Swift)  53 

Kaposi’s  Sarcoma  (Phillips)  182 

Medical  Association  Of  Georgia  1987  Re- 
port On  Human  Immunodeficiency  Vi- 
rus, AIDS  Related  Complex,  And  Ac- 
quired Immunodeficiency  Syndrome  ..  41 

Physician  Beware!  (Shanor)  183 

Some  Comparisons  Between  MAG  And 
DHR’s  Policy  Statements  on  AIDS 

(Greene)  50 

The  Prevalence  Of  Human  Immunodefi- 
ciency Virus,  Hepatitis  B,  And  Syphilis 
Among  Female  Prostitutes  In  Atlanta 

(Leonard,  Sacks,  Franks,  Sikes) 162 

Transfusion-Related  HIV  Infection  (Gross- 

man,  Grindon) 165 

ADOLESCENT  MEDICINE 
Adolescent  Substance  Abuse  (Lewis)  . . . 819 
Georgia  Schools  Help  Teens  Postpone  Sex- 
ual Involvement  (Collomb,  Howard)  . . 230 
Preventing  Youth  Suicide:  We  Can  Make  A 

Difference  (Bolton)  233 

The  Adolescent  Urine  Drug  Screening  Pro- 
gram (Huttenbach)  817 

ALCOHOLISM 

Adolescent  Substance  Abuse  (Lewis)  . . 819 

AMA  ANNUAL  MEETING 

Joseph  P.  Bailey  Jr.,  M.D 607 

AMERICAN  CANCER  SOCIETY 

1987  — A Year  Of  Transition  For  The  ACS 

(Phillips) 248 

ANTIQUE  MEDICAL  INSTRUMENTS 
Collecting  Antique  Medical  Instruments 

(Davis)  92 

ARACHIDONIC  ACID  METABOLITES 
Pulmonary  Hypertensive  Disorders  And  The 
Arachidonic  Acid  Metabolites  (Mc- 

Kenney)  252 

ASSOCIATION  COUNTY 
COMMISSIONER  OF  GA. 

The  Cost  of  Compassion  Can  Georgia  Hos- 
pitals Afford  It?  (Parker) 705 

Uncompensated  Health  Care  In  Georgia  — 

An  Emerging  Public  Policy  Problem 

(Marchetti)  695 

ASSOCIATION  NEWS  16,  78,  140,  210 

290,  347,  540,  608,  683,  748,  804,  864 
ATLANTA  MEDICAL  HISTORY 
SOCIETY 

Medical  History  Thrives:  The  Atlanta  Med- 
ical History  Society  (Silverman) 82 

ATTORNEY  — PHYSICIAN 
RELATIONS 

Have  You  Hugged  Your  Lawyer  Today?  But 
Seriously  Doctor . . . (Steed)  226 

AUTOPSY 

SIDS  And  Autopsies:  Does  The  Medico-Le- 
gal System  In  Georgia  Work  For  SIDS 
Deaths?  (Samuels,  Rubio)  649 

AUXILIARY 

Highlights  Of  County  Activities  214 

History  of  the  Medical  Profession  — The 

Perfect  Holiday  Gift 871 

Auxiliaries  On  The  Move  (Vandiver)  ....  209 


— B— 


BOOK  REVIEWS 


147 


— c— 

CALENDAR 1 1 , 76,  138,  213,  284,  344, 

539,  620,  684,  751,  812 
CANCER  [See  also  CANCER  SECTION] 
Report  of  the  Georgia  State  Cancer  Reg- 
istry, 1975-1985  (Greenberg,  Liff,  Clark, 

Sung)  895 

Well-Differentiated  Thyroid  Neoplasia:  A 
Curable  Cancer  (Ferguson)  846 


CANCER  SECTION 

Endobronchial  Brachytherapy  (Phillips)  . 780 
Familial  Polyposis  Coli  And  The  Role  Of 


The  Polyposis  Registry  (Hooks,  Winters, 

Ehleben)  580 

Hepatic  Resection  for  Metastatic  Colorectal 

Cancer  (Koretz) 904 

Incidence  of  Oral  Cancer  In  Atlanta  (Chow, 

Liff,  Greenberg) 654 

Kaposi’s  Sarcoma  (Phillips)  182 

Monoclonal  Antibodies  In  Imaging  And 

Therapy  (Kirchner,  Sankey)  118 

1987  — A Year  Of  Transition  For  The  ACS 

(Phillips) 248 

The  Changing  Role  of  the  Oncolocy  Nurse 

(Hughes,  Scheivelhud)  720 

CARDIOLOGY 

Hemobilia:  A Complication  of  Hepatic  Ab- 
scess Secondary  to  Staphylococcal  En- 
docarditis (Certain,  Salam,  Jones,  Clem- 
ents)   901 


CAROTID  ARTERY 

Subclavian  To  Carotid  Artery  Bypass  For 
Occlusion  Of  The  Common  Carotid  Ar- 
tery, A Report  Of  Two  Cases  And  Review 


(Costantino,  Montgomery)  299 

CHRISTMAS 

Christmas  Time  (Underwood) 872 

CHRONIC  PAIN 

Diagnosing  and  Treating  Chronic  Pain  (An- 
thony)   879 

COMMUNICATION  WITH  PATIENTS 
Malpractice:  Is  Competence  or  Caring  in 

Question  (Castellani) 223 

Telling  the  Whole  Truth  — Optimist  or  Crepe 

Hanger?  (Summers) 889 

COMPUTERS 

Computer  Retardation  (Pfister)  629 

Doctor,  Before  You  Buy  That  Com- 
puter. . . (Moore) 622 

GaIN:  A Network  Of  Physicians  And  Hos- 
pitals In  Georgia  (Bartlett,  Rankin,  Sta- 

tom)  632 

How  I Use  A Computer  In  My  Surgical  Prac- 
tice (Headley)  643 

Purchasing  An  Office  Management  Com- 
puter System  — the  Questions  To  Ask 

(Miller)  625 

The  National  Library  Of  Medicine,  Com- 
puters, And  The  Garbage  Can  Method  Of 

Problem  Solving  (Davies)  638 

CORONARY  HEART  DISEASE 
Should  Children  Be  Included  In  Early  Pre- 
vention Efforts  Aimed  At  Reducing  Cor- 
onary Heart  Disease?  (Hudson) 184 


COVER  ARTIST  143,  281,  535,  807,  867 


CRAWFORD  W.  LONG  MUSEUM 

The  Crawford  W.  Long  Museum  — A Trib- 
ute To  Physicians’  Support  And  Gener- 
osity (Hammonds,  Davis)  86 

The  Crawford  W.  Long  Medical  Museum 
(Hellenga) 85 

CLUSKEY  BUILDING 
Restoration  Project  Offers  New  Hope  To 
MCG’s  Cluskey  Building  (Collins)  ....  84 

— D— 

DEMOCRATIC  CONVENTION 753 

DEPRESSION 

The  Psychopharmacologic  Treatment  of 
Major  Depression  (Stoudemire)  821 

DRUG  ADDICTS 

Does  The  Threat  Of  AIDS  In  Georgia  Justify 
Distributing  Free  Needles  And  Syringes 
To  Addicts?  (Byrnes) 168 

— E — 

EDITOR’S  CORNER 

A View  of  the  Past  — A Look  to  the  Fu- 
ture   340 

Christmas  Time 872 

On  Cybernetics 616 

On  Death  and  Euthanasia  536 

On  Billy  Mitchell 873 

On  Dispensing  13 

On  Loneliness 145 

On  Poverty  689 

On  Team  Work 282 

The  Captain  of  My  Soul 809 

The  Experience 752 


The  Helga  Paintings  206 

The  Poet  In  Us  All  ...  . 75 

EDITORIALS 

About  Our  House  (Kaufmann,  Raines)  . . 150 
Auxiliaries  On  The  Move  (Vandiver)  ....  209 
Leaving  The  Landing  Lights  On  For  Amelia 

Earhart  (Dickey)  619 

Medical  History  Thrives:  The  Atlanta  Med- 
ical History  Society  (Silverman) 82 

New  Age  Psychiatry:  Peter  Pan  Arrives 

(Davis)  817 

Our  Boneyard  Industry  (Smith)  690 

Restoration  Project  Offers  New  Hope  To 
MCG’s  Cluskey  Building  (Collins)  ....  84 

Security  in  The  Nuclear  Age  (Foege)  ....  546 
She  Comes  From  A Nice  Family  (Messer)  548 
The  Adolescent  Urine  Drug  Screening  Pro- 
gram (Huttenbach)  817 

The  Crawford  W.  Long  Medical  Museum 

(Hellenga) 85 

The  Impaired  Physicians  Program:  Com- 
ments On  The  Minority  Report 

(Cohen)  618 

The  Speech  That  Should  Have  Been  Made 

(Cohen)  342 

Transplantation:  Today’s  Decisions 

(Wheeler)  755 

EDUCATION,  MEDICAL 
Suggested  Guidelines  For  Hospital  Privi- 
leges In  Ventilator  Management 

(GTSS)  577 

Teaching  Internal  Medicine  In  A Commu- 
nity Hospital  (Cantwell) 565 

The  New  Medical  Education  in  Georgia 

(Swartwout) 885 

EPIDEMIOLOGY 

Incidence  And  Survival  Rates  For  Cancer  In 
Atlanta,  1975-1985  (Sung,  Clark,  Liff, 

Greenberg)  712 

ESTATE  PLANNING 
Have  You  Looked  At  Your  Will  Lately?  Seven 
Common  Mistakes  In  Estate  Planning  And 
How  To  Avoid  Them  (Hutchinson)  ...  242 
EUTHANASIA 

On  Death  And  Euthanasia  (Underwood)  . 536 

— F — 

FOWLER,  SENATOR  WYCHE 

An  Interview  With  U.S.  Senator  Wyche  Fow- 


ler   20 

FINAL  GENERAL  SESSION 

1988  House  Of  Delegates  508 

FIRST  GENERAL  SESSION 

1988  House  Of  Delegates  350 

FIRST  SESSION 

1988  House  Of  Delegates  360 


— G— 


GaIN  (GEORGIA  INTERACTIVE 
NETWORK) 

GaIN:  A Network  Of  Physicians  And  Hos- 
pitals In  Georgia  (Bartlett,  Rankin,  Sta- 
tom)  632 

GaMPAC 

1988  GaMPAC  Breakfast  504 

GEORGIA  DEPARTMENT  OF  HUMAN 
RESOURCES 

Georgia  Department  Of  Human  Resources’ 
Five-Year  Plan  On  AIDS  (Swift)  53 

GEORGIA  EPIDEMIOLOGY  REPORT  . . 544 
GEORGIA  HEALTH  NETWORK 

Georgia  Health  Network  In  Perspective:  1985 
To  1988  And  Beyond 110 

GEORGIA  LEGISLATIVE  UPDATE  . 80,  151 
GERIATICS 

Our  Boneyard  Industry  (Smith)  690 

GYNECOLOGY 

A Fresh  Awareness  688 


— H— 

HEART  SECTION 

Pulmonary  Hypertensive  Disorders  And  The 
Arachidonic  Acid  Metabolites  (Mc- 


Kenney)  252 

Should  Children  Be  Included  In  Early  Pre- 
vention Efforts  Aimed  At  Reducing  Cor- 
onary Heart  Disease?  (Hudson) 184 

HEMOBILIA 

Hemobilia:  A Complication  of  Hepatic  Ab- 


ECEMBER  1988,  Vol.  77 


909 


scess  Secondary  to  Staphylococcal  En- 
docarditis (Certain,  Salam,  Jones,  Clem- 
ents)   901 

HEPATIC  ABSCESS 
Hemobilia:  A Complication  of  Hepatic  Ab- 
scess Secondary  to  Staphylococcal  En- 
docarditis (Certain,  Salam,  Jones,  Clem- 


ents)   901 

HEPATITIS  B 

The  Prevalence  Of  Human  Immunodefi- 
ciency Virus,  Hepatitis  B,  And  Syphilis 
Among  Female  Prostitutes  In  Atlanta 

(Leonard,  Sacks,  Franks,  Sikes) 162 

HISTORY  OF  MEDICINE 
An  Interview  With  Dr.  Phinizy  Spalding 

(Davis)  98 

Collecting  Antique  Medical  Instruments 

(Davis)  92 

Confederate  Medical  Manuals  Of  The  Civil 

War  (Riley)  104 

History  of  the  Medical  Profession  — The 

Perfect  Holiday  Gift 871 

Medical  History  Thrives:  The  Atlanta  Med- 
ical History  Society  (Silverman) 82 

Restoration  Project  Offers  New  Hope  To 
MCG’s  Cluskey  Building  (Collins)  ....  84 

The  Crawford  W.  Long  Museum  — A Trib- 
ute To  Physicians’  Support  And  Gener- 
osity (Hammonds,  Davis)  86 

The  Crawford  W.  Long  Medical  Museum 

(Hellenga) 85 

HOSPITAL  LIABILITY 
Hospital  Liability  For  Staff  Physician  Neg- 
ligence — The  Line  Continues  To  Blur 

(Vincent,  Berg)  114 

HOSPITAL  NEWS 14,  79,  137,  208,  286 


338,  532,  621,  685,  750,  815,  876 

HOSPITALS 

Hospital  Level  And  Neonatal  Mortality  In  A 
High-Risk  Population  (Drushel,  White, 


Floyd)  317 

The  Cost  Of  Compassion  — Can  Georgia 

Hospitals  Afford  It?  (Parker)  705 

HOUSE  OF  DELEGATES 
About  Our  House  (Kaufmann,  Raines)  . . 150 
The  Medical  Association  Of  Georgia’s  1988 

House  Of  Delegates 176 

HYPERPARATHYROIDISM 

Hyperparathyroidism  And  Pregnancy 
Case  Report  and  Therapy  Update  (Mans- 
berger,  Mansberger,  Jr.) 309 


— I— 

IMPAIRED  PHYSICIANS  PROGRAM 

The  Impaired  Physicians  Program:  Com- 
ments On  The  Minority  Report 
(Cohen)  618 

INDIGENT  HEALTH  CARE  [See  UN- 
COMPENSATED  HEALTH  CARE] 
INFECTIOUS  DISEASES 

The  Typical  Mycobacteria?  Five-Year  Hos- 
pital Experience  And  Review  (Anders)  . 303 

INFORMED  CONSENT 

Georgia’s  New  Informed  Consent  Statute 


(Berg)  322 

The  New  Informed  Consent  Law 
(Greene)  838 

INSTALLATION  CEREMONY 

1988  House  Of  Delegates  508 


— K— 

KAPOSI’S  SARCOMA 

Kaposi’s  Sarcoma  (Phillips) 

— IL- 


LEGAL SECTION 

Follow  Up  On  Emory  University  VS.  Hous- 
ton (Berg)  782 

Georgia’s  New  Informed  Consent  Statute 

(Berg)  322 

Have  You  Looked  At  Your  Will  Lately?  Seven 
Common  Mistakes  In  Estate  Planning  And 
How  To  Avoid  Them  (Hutchinson)  ...  242 

Hospital  Liability  For  Staff  Physician  Neg- 
ligence — The  Line  Continues  To  Blur 

(Vincent,  Berg)  • H4 

Peer  Review  Immunity  For  Bad  Faith  Activ- 
ities (Trankina)  724 

Physician  Beware!  (Shanor)  183 

Restrictive  Covenants  And  Georgia  Physi- 
cians (Holland) 658 


Some  Comparisons  Between  MAG  And 
DHR’s  Policy  Statements  On  AIDS 

(Greene)  50 

Statutory  Protection  For  Peer  Review  Com- 
mittees — Can  It  Be  Waived?  (Berg)  . . 586 
The  New  Informed  Consent  Law 

(Greene)  838 

Understanding  Legal  Boilerplate  (Berg)  . . 906 
LEGISLATION 

Points  Of  View:  Physician  Dispensing  Of 

Drugs  (Sherrer,  Braden,  James) 30 

Physician  Beware!  (Shanor)  183 


LETTERS  TO  THE  EDITOR  146,  285,  339, 
686,  745,  813,  862 


— M— 


MAG  1988  SCIENTIFIC  ASSEMBLY 

MAG  1988  Scientific  Assembly  Preliminary 
Program  787 

MAG  ACTIVITIES 

Medical  Association  Of  Georgia  1987  Re- 
port On  Human  Immunodeficiency  Vi- 
ms, AIDS  Related  Complex,  And  Ac- 
quired Immunodeficiency  Syndrome  . . 41 

Some  Comparisons  Between  MAG  And 
DHR’s  Policy  Statements  On  AIDS 

(Greene)  50 

The  Medical  Association  Of  Georgia’s  1988 
House  Of  Delegates 176 


MAG  HOUSE  OF  DELEGATES,  1988  . . 340, 

342,  345 

MALPRACTICE 

Malpractice:  Is  Competence  Or  Caring  In 
Question?  (Castellani) 223 

MARRIAGE 

She  Comes  From  A Nice  Family  (Messer)  548 


MEDICAL  CARE  FOR  THE 
DISADVANTAGED  [See  UNCOMPEN- 
SATED HEALTH  CARE] 

MEDICAL  COLLEGE  OF  GEORGIA 

An  Interview  With  Dr.  Phinizy  Spalding 
(Davis)  98 

Restoration  Project  Offers  New  Hope  To 
MCG’s  Cluskey  Building  (Collins)  ....  84 

MEDICAL  ECONOMICS 

Leaving  The  Landing  Lights  On  For  Amelia 
Earhart  (Dickey)  619 

MEDICAL  INDIGENCY  [See  UNCOM- 
PENSATED HEALTH  CARE] 

MEDICAL  MANUALS 

Confederate  Medical  Manuals  Of  The  Civil 
War  (Riley)  104 

MEDICAL  POLITICS 

The  Experience  (Underwood)  752 

MEDLARS 

GaIN:  A Network  Of  Physicians  And  Hos- 
pitals In  Georgia  (Bartlett,  Rankin,  Sta- 
tom)  832 

The  National  Library  Of  Medicine,  Com- 
puters, And  The  Garbage  Can  Method  Of 

Problem  Solving  (Davies)  638 

MITCHELL,  W.  C.  “BILLY,”  M.D. 

On  Billy  Mitchell  (Underwood)  873 

MYCOBACTERIA 

The  Typical  Mycobacteria?  Five-Year  Hos- 
pital Experience  And  Review  (Anders)  . 303 


— N— 


NATIONAL  LIBRARY  OF  MEDICINE 

The  National  Library  Of  Medicine,  Com- 
puters, And  The  Garbage  Can  Method  Of 

Problem  Solving  (Davies)  

NEONATAL  MEDICINE 
Hospital  Level  And  Neonatal  Mortality  In  A 
High-Risk  Population  (Drushel,  White, 

Floyd)  ;••••• 

Neonatal  Pneumococcal  Pneumonia  Case 
Report  And  Literature  Review  (Guzzardo, 
Hacker,  Walker)  


NEOPLASIA 

Well-Differentiated  Thyroid  Neoplasia:  A 
Curable  Cancer  (Ferguson)  846 

NUCLEAR  WAR 

A One  Megaton  Nuclear  Explosion  Over  At- 
lanta (Kaplan,  Jones,  Biel)  551 

Health  Care  Consequences  For  Atlanta  Of 
A Nuclear  Explosion  (Koplan,  Jones)  . 557 
Security  In  The  Nuclear  Age  (Foege)  ....  546 


NURSES 

The  Changing  Role  Of  The  Oncology  Nurse 
(Hughes,  Scheivelhud)  

NURSING  HOMES 

Our  Boneyard  Industry  (Smith)  


OBSTETRICS 

Hyperparathyroidism  And  Pregnancy  Case 
Report  And  Therapy  Update  (Mansber- 
ger, Mansberger,  Jr.)  309 

OBSESSIVE-COMPULUSIVE 

DISORDER 

Psychopharmacologic  Treatment  of  Obses- 
sive-Compulsive Disorder  (Thomeloe)  . 825 

ONCOLOGY 

Incidence  And  Survival  Rates  For  Cancer  In 
Atlanta,  1975-1985  (Sung,  Clark,  Liff, 


Greenberg)  712 

ORAL  CANCER 

Incidence  Of  Oral  Cancer  In  Atlanta  (Chow, 

654  Liff,  Greenberg) 654 

ORTHOPEDICS 

The  Efficacy  Of  Measuring  Bone  Mineral 
Density  In  Asymptomatic  Women:  A Pre- 
liminary Report  (Wilkes,  Barnhill)  ....  57 

ORGAN  DONATION 
Georgia’s  Two  Organ  Procurement  Pro- 
grams (Humphries,  House,  Wynn, 

Bowen) 767 

Organ  Tissue  Procurement,  A Limiting  Fac- 
tor In  Health  Care  For  Georgians 

(Whelchel)  .•:•••  759 

Transplantation:  Today’s  Decisions 

(Wheeler)  755 

OSTEOPOROSIS 

The  Efficacy  Of  Measuring  Bone  Mineral 
Density  In  Asymptomatic  Women:  A Pre- 
liminary Report  (Wilkes,  Barnhill)  ....  57 


— P— 


PANIC  ATTACKS 

Update  On  The  Treatment  Of  Panic  Attacks 
(Davis)  831 

PEDIATRICS 

Health  Care  In  Juvenile  Justice  Facilities  In 

Georgia  (Jenks,  Polizos,  Gotlieb) 775 

Hospital  Level  And  Neonatal  Mortality  In  A 
High-Risk  Population  (Drushel,  White, 

Floyd)  317 

Neonatal  Pneumococcal  Pneumonia  Case 
Report  And  Literature  Review  (Guzzardo, 

Hacker,  Walker)  313 

Should  Children  Be  Included  In  Early  Pre- 
vention Efforts  Aimed  At  Reducing  Cor- 
onary Heart  Disease?  (Hudson) 184 

PEER  REVIEW 

Follow  Up  On  Emory  University  vs.  Houston 

(Berg)  ■ 782 

Peer  Review  Immunity  For  Bad  Faith  Activ- 
ities (Trankina)  724 

Statutory  Protection  For  Peer  Review  Com- 
mittees — Can  It  Be  Waived?  (Berg)  . . 586 
PHARMACOLOGY 

The  Psychopharmacologic  Treatment  Of 

Major  Depression  (Stoudemire)  821 

Psychopharmacologic  Treatment  Of  Ob- 
sessive-Compulsive Disorder  (Thorne- 

loe) 825 

PHARMACY 

Points  Of  View:  Physician  Dispensing  Of 

Drugs  (Sherrer,  Braden,  James) 30 

Rules  of  The  Georgia  State  Board  of  Phar- 
macy   37 

PHYSICIAN  DISPENSING 


Points  Of  View:  Physician  Dispensing  Of 
Drugs  (Sherrer,  Braden,  James) 30 

PHYSICIAN’S  RECOGNITION  AWARD 

RECEIPIENTS  262,  615,  868 

PNEUMONIA 

Neonatal  Pneumococcal  Pneumonia  Case 
Report  And  Literature  Review  (Guzzardo, 

Hacker,  Walker)  313 

POETRY 75,  261,  757,  814,  875 

POLITICS 

An  Interview  With  U.S.  Senator  Wyche  Fow- 
ler   20 

POLYPOSIS 

Familial  Polyposis  Coli  And  The  Role  Of 
The  Polyposis  Registry  (Hooks,  Winters, 

Ehleben)  580 

POSTPONING  TEEN  SEX 
Georgia  Schools  Help  Teens  Postpone  Sex- 
ual Involvement  (Collomb,  Howard)  . 230 

PRESIDENT’S  PAGES 
Controlling  Medical  Care  Costs  (Bailey!  . 863 
Our  Legislative  Efforts  Still  Need  You!  (Me- 

nendez) *3 

A Look  At  Medical  History  (Menendez)  . . 77 

MAG  Involved  In  The  Fight  Against  AIDS 
(Menendez) '39 


910 


Journal  of  MA‘ 


The  Practice  of  Medicine  (Bailey)  289 

The  134th  SESSION  of  MAG’s  House  of  Del- 
egates (Bailey)  345 

The  Annual  Session  of  North  Carolina  Med- 
ical Society  (Bailey) 531 

The  American  Medical  Association 

(Bailey) 607 

The  Auxiliary  To  The  Medical  Association 

Of  Georgia  (Bailey)  681 

Now  Is  The  Time  (Bailey)  747 

The  Leadership  of  Two  of  Our  State  Spe- 
cialty Societies  (Bailey)  803 

PRESIDENTIAL  RACE,  1988 
Presidential  Candidate  Questionnaire  On 

Health  and  Related  Topics  573 

The  Experience  (Underwood)  752 

PREVENTIVE  MEDICINE 
Should  Children  Be  Included  In  Early  Pre- 
vention Efforts  Aimed  At  Reducing  Cor- 
onary Heart  Disease?  (Hudson) 184 

PRISON  HEALTH 

Health  Care  In  Juvenile  Justice  Facilities  In 
Georgia  (Jenks,  Polizos,  Gotlieb) 775 

PROSTITUTES 

The  Prevalence  of  Human  Immunodefi- 
ciency Virus,  Hepatitis  B,  and  Syphilis 
Among  Female  Prostitutes  in  Atlanta 
(Leonard,  Sacks,  Franks,  Sikes) 162 

PSYCHIATRY 

Assessment  And  Management  Of  Suicidal 

Patients  (Davidson) 833 

New  Age  Psychiatry:  Peter  Pan  Arrives 
(Davis)  817 


Psychopharmacologic  Treatment  of  Obses- 
sive-Compulsive Disorder  (Thorneloe)  . 825 
Schizophrenia  And  Its  Treatment  (Ninan)  827 
She  Comes  From  A Nice  Family  (Messer)  548 
The  Psychopharmacologic  Treatment  Of 


Major  Depression  (Stoudemire)  821 

Update  On  The  Treatment  Of  Panic  Attacks 

(Davis)  831 

PULMONARY  MEDICINE 
Endobronchial  Brachytherapy  (Phillips)  . 780 
PULMONARY  VASCULAR  DISEASE 
Pulmonary  Hypertensive  Disorders  And  The 
Arachidonic  Acid  Metabolities  (Mc- 
Kenney)  252 


— Q — 

QUIET  THOUGHTS  . . 534,  688,  757,  814,  875 

— R — 


RADIOLOGY 

Monoclonal  Antibodies  In  Imaging  And 

Therapy  (Kirchner,  Sankey)  118 

The  Efficacy  Of  Measuring  Bone  Mineral 
Density  In  Asymptomatic  Women:  A Pre- 
liminary Report  (Wilkes,  Barnhill)  ....  57 

REGISTRY,  CANCER 
Report  of  the  Georgia  State  Cancer  Registry 

(Greenberg,  Liff,  Clark,  Sung)  895 

REGISTRY,  POLYPOSIS 
Familial  Polyposis  Coli  and  the  Role  Of  The 
Polyposis  Registry  (Hooks,  Winters,  Eh- 

leben) 580 

REFERENCE  COMMITTEE  A 

1988  House  Of  Delegates  414 

REFERENCE  COMMITTEE  B 

1988  House  Of  Delegates  440 

REFERENCE  COMMITTEE  C 

1988  House  Of  Delegates  452 

REFERENCE  COMMITTEE  D 

1988  House  Of  Delegates  470 

REFERENCE  COMMITTEE  ON  CON- 
STITUTION & BYLAWS  (C&B) 

1988  House  Of  Delegates  492 

RELATIVE  VALUE  SCALES 

Unity  — Facing  the  RVS  (Rogers)  561 

RESTRICTIVE  COVENANTS 
Restrictive  Covenants  And  Georgia  Physi- 
cians (Holland) 658 

ROSTER 

Addendum  To  1987  — 1988  MAG  Roster  . 192 


— s— 

SCHIZOPHRENIA 

Schizophrenia  And  Its  Treatment  (Ninan)  827 


SEAT  BELTS 

Seat  Belts  Save  Lives!  (Burns) 221 

SECOND  SESSION 

1988  House  Of  Delegates  408 


SIDS 

SIDS  And  Autopsies:  Does  The  Medico-Le- 
gal System  In  Georgia  Work  For  SIDS 

Deaths?  (Samuels,  Rubio)  649 

SMOKING  PREVENTION 
Practicing  What  We  Preach  (Cohen)  ....  229 
SPALDING,  PHINIZY,  M.D. 

An  Interview  With  Dr.  Phinizy  Spalding 

(Davis)  98 

STATUTORY  PROTECTION 
Statutory  Protection  For  Peer  Review  Com- 
mittees — Can  It  Be  Waived?  (Berg)  . . 586 
SUICIDE 

Assessment  And  Management  Of  Suicidal 

Patients  (Davidson) 833 

Preventing  Youth  Suicide:  We  Can  Make  A 
Difference  (Bolton)  233 

SURGERY 

Georgia’s  Two  Organ  Procurement  Pro- 
grams (Humphries,  House,  Wynn, 

Bowen) 767 

Hyperparathyroidism  And  Pregnancy  Case 
Report  And  Therapy  Update  (Mansber- 

ger,  Mansberger) 309 

Organ  And  Tissue  Procurement:  A Limiting 
Factor  In  Health  Care  For  Georgians 

(Whelchel)  759 

Subclavian  To  Carotid  Artery  Bypass  For 
Occlusion  Of  The  Common  Carotid  Ar- 
tery — A Report  Of  Two  Cases  And  Re- 
view (Costantino,  Montgomery) 299 

SYPHILIS 

The  Prevalence  Of  Human  Immunodefi- 
ciency Virus,  Hepatitis  B,  And  Syphilis 
Among  Female  Prostitutes  In  Atlanta 
(Leonard,  Sacks,  Franks,  Sikes) 162 

— T— 

TAX  SIMPLIFICATION 

Rx  For  Tax  Simplification  (Harrison)  ....  236 

THYROID 

Well-Differentiated  Thyroid  Neoplasia:  A 
Curable  Cancer  (Ferguson)  846 

TRANSFUSIONS 

Transfusion-Related  HIV  Infection  (Gross- 
man,  Grindon) 165 

TRAUMA  CARE 

Regionalization  Of  Trauma  Care:  Its  Effect 
On  Quality  Of  Care  And  Community  Eco- 
nomic Resources  (Mork) 295 

— u— 

UNCOMPENSATED  HEALTH  CARE 

The  Cost  Of  Compassion,  Can  Georgia  Hos- 
pitals Afford  It?  (Parker) 705 

The  Medically  Uninsured:  Who  Cares? 

(Castellani)  708 

On  Poverty  (Underwood)  689 

Uncompensated  Medical  Care:  What’s  Being 

Done?  (Haverty)  701 

Uncompensated  Health  Care  In  Georgia  — 

An  Emerging  Public  Policy  Problem 

(Marchetti)  695 

U.S.  CONSTITUTION 
The  U.S.  Constitution  In  Perspective 

(Ward)  569 

UNREFERRED  REPORTS 
1988  House  Of  Delegates  368 


— V— 

VENTILATOR  MANAGEMENT 

Suggested  Guidelines  For  Hospital  Privi- 
leges In  Ventilator  Management,  Georgia 
Thoracic  Society  Statement  577 


IF  YOU 

DIAGNOSE 

ARTHRITIS 

PART  OF  THE 
TREATMENT  CAN 
BE  THE  ARTHRITIS 
SELF  HELP  COURSE 


with  the  many  aspects  of  their 
chronic  rheumatic  disease,  some- 
thing they  can  learn  to  do  at  the 
Arthritis  Foundation's  Self  Help 
Course. 

Thousands  of  people  have  taken 
this  six-week  course.  And  the  result 
has  been  patients  who  better  under- 
stand their  condition,  exercise 
more  and  experience  less  pain.  That 
means  better  compliance  with  pre- 
scribed treatment. 

The  course  is  taught  by  certified 
instructors,  and  specific  treatment 
questions  are  always  referred  to  you. 

Recommend  the  Arthritis  Self  Help 
Course  today.  Call  the  Georgia  Chap- 
ter of  the  Arthritis  Foundation  for 
more  information  at  (404)  873-3240. 


ARTHRITIS 

FOUNDATION 
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A PRESCRIPTION  FOR 
PHYSICIANS. 

Bothered  by: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpracfice  insurance  cosfs? 

★ Not  enough  fime  for  fhe  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 

TSGT  MARK  POUNDERS 
404-292-4948 


Station-To-Station  Collect  = ==%  w 


Woodridge,  a free  standing  center  for  the  treatment  of  addic- 
tive diseases,  is  located  in  the  beautiful  Blue  Ridge  Mountains  of 
northeast  Georgia.  The  Woodridge  approach  to  treatment  is  unique, 
combining  a carefully  chosen  well  trained  staff  with  a modern  facility 
and  a total  care  program  that  offers  hope,  help,  and  the  tools  for  ad- 
diction free  living.  At  Woodridge  recovery  is  a way  of  life  that  is  prac- 
ticed as  well  as  taught  by  the  staff.  We  invite  you  to  call  our  toll  free 
number  for  more  information  regarding  our  inpatient  and  aftercare 
treatment  programs  for  alcoholism,  drug  addiction,  and  eating 
disorders. 


CALL  NOW 
TOLL  FREE 


IN  GEORGIA 

1-800-342-8863 


OTHER  STATES 

1-800-235-7759 


CLASSIFIEDS 


PHYSICIAN  WANTED 

Nevada:  Family  Practice, 

Internal  Medicine,  Pediatrics, 
OB-GYN,  Radiology:  Immediate 
openings  in  several  rural 
communities;  guaranteed  salary, 
full  benefits  including  paid 
malpractice,  and  possible 
University  affiliation.  No  fee  to 
applicant.  Contact  Sherry 
Semiatin,  Office  of  Rural  Health, 
Reno,  Nevada  89557-0046;  (702) 
784-4841. 

District  Health  Director,  Georgia 

Opening  in  one  of  nineteen 
districts  (Metro  Atlanta-Dekalb 
Unit).  Responsible  for  planning 
and  direction  of  public  health, 
mental  health,  mental  health/ 
mental  retardation  and  substance 
abuse  services  in  health  district. 
REQUIREMENTS:  M.D.  degree  and 
minimum  of  two  years  clinical 
experience.  Post-graduate  work 
desirable.  Send  curriculum  vitae 
to:  Juanita  Blount-Clark,  Suite  204, 
878  Peachtree  St.,  N.E.,  Atlanta, 

GA  30309,  404-894-6589.  AA/EOE. 
Deadline:  Dec.  30,  1988. 


MD  Needed  For  South  Atlanta 
Clinic  — Combination  walk-in 
and  industrial  medicine  clinic 
seeking  MD  for  full-time  position. 
Experience  and  training  in  soft- 
tissue  injuries  is  a plus.  Send  C.V. 
and  salary  requirements  to  Don 
Dixson,  6386  Bankers  Walk,  Suite 
A,  Riverdale,  GA  30274. 

Wanted:  Family  practice  doctor. 
Clinic  is  a walk-in  facility  with 
some  industrial  medicine. 

Possible  buy-in  available.  Send 
C.V.  to  Dr.  Bernie  Short,  6724 
Hwy.  85,  Riverdale,  GA  30274. 

FOR  LEASE 

Marietta,  Georgia,  Medical  Suite 
for  lease,  3 offices,  6 exam  rms., 

3 baths,  lab.,  employee  lounge, 
2,000  square  feet,  ideally  located 
one  block  Kennestone  Hospital. 
422-4555  or  378-5256. 

SERVICES 

Save  dollars  on  your  medical 
equipment  needs.  Autoclaves  to 


X-rays.  Complete  set-up  to  single 
item.  If  we  don’t  have  it  we  can 
locate  it.  Save  more  than  50%  on 
most  items.  All  equipment 
guaranteed  and  delivery  available. 
We  sell-broker-buy.  Call  or  write 
for  any  information.  MediComp, 
825  Powder  Springs  Rd.,  Suite 
105,  Marietta,  GA  30064;  (404) 
499-8642. 

Discount  Holter  Scanning 
Service  starting  at  $40.00;  Hook 
up  Kits  for  $5.00;  Stress  Test 
Electrodes  .29;  Scanning  Paper  for 
$18.95.  Call  1-800-248-0153. 


OTHER 

Practice  Sales  & Appraisals. 
AFTCO  Associates,  established 
in  1968,  is  the  largest  national 
firm  specializing  in  appraising 
and  selling  health-care  practices. 
On-site  appraisals  optional. 
Appraisal  fee  applied  information, 
contact  AFTCO  Associates,  600 
Houze  Way,  Suite  12-D,  Roswell, 
GA  30076.  404-992-0924. 


OFFERED  TO  THE  MEDICAL  ASSOCIATION  OF  GEORGIA 


A BETTER  WAY  TO  BUY 
OR  LEASE  YOUR  NEXT  VEHICLE 

Buy  or  lease  at  fleet  prices  and  save  between  $2000  to 
$4000  off  of  dealers  selling  price— Pay  our  fee  only  if  you 
accept  the  savings  we  provide— NO  FEE  PAID  IN 
ADVANCE. 

Let  us  locate  and  arrange  delivery  of  your  next  vehicle  at  a 
dealership  near  your  home  or  office.  This  service  is 
available  nationwide. 

NO  NEED  TO  DEAL  WITH  HIGH  PRESSURE  CAR  DEALERS. 

Extended  vehicle  service  contracts  offered  at  prices  close  to 
dealer  cost. 

Join  the  forces  of  the  other  medical  association  members 
who  are  currently  using  this  program  for  purchasing  their 
vehicles. 

WE  REPRESENT  YOU,  NOT  THE  DEALER 


SOUTHERN  FLEET  ASSOCIATES 

1866  Independence  Sq.— Atlanta,  Ga.  (404)  698-9511 
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